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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
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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 differences 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
■ Leslie Greenberg, Ph.D., York University
■ Kristin 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
■ Danielle Burchett, Kent State
■ 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 Missouri
■ 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. Cundiff, 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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Clinical Psychology:

An Introduction

FOCUS QUESTIONS

1. What distinguishes a clinical psychologist from
other mental health professionals?

2. How does a clinical psychologist integrate
research and practice (clinical work)?

3. What current trends will likely affect the future
roles of clinical psychologists?

4. What are the major components of a doctoral
program in clinical psychology?

5. What are the general qualifications for gradu-
ate study in clinical psychology?

CHAPTER OUTLINE
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BOX 1-2: Graduate Student Perspective: Julia
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Knowledge
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WHAT IS CL IN ICAL PSYCHOLOGY?

What is a clinical 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.div12.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 R ELATED MENTAL

HEALTH PROFESS IONS

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.

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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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

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 (NewMex-
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.
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residency programs in the United States, approxi-
mately 40% over the last 5 years, consists of interna-
tional medical school students (Moran, 2007, 2011).
Reasons offered for the decline in interest, especially
among medical students from the United States,
include psychiatry’s increased emphasis on biological
approaches (thusmaking the fieldmore 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 depthwith individuals experiencing psycho-
logical symptoms or to help teach behavioral skills
thatmay reduce and prevent symptoms aremore 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,

Psychiatrists are medical doctors that specialize in mental health.
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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 thatmarriage 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
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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.

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

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

10 C H A P T E R 1
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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

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.Working in 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.

Psychiatric nurses often work on a team of mental health
providers.

AJ
Pf
ilm

/C
us
to
m

M
ed
ic
al
St
oc
k

CL IN ICAL PSYCHOLOGY : AN INTRODUCT ION 11



PROFESS IONS A ND T ITLES NOT

REGU LATED 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 andmay 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 CL I N ICA L PSYCHO LOGI ST

It is 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

T A B L E 1-1 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 05a 07 11 07 07

Administration 52 53 13 13 16 11 13
aGarfield 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.
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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.

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.

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 satisfying 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

Some clinical psychologists specialize in psychological testing and assessment.
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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 is
really another form of teaching. However, it typi-
cally involves more one-to-one teaching, small
group approaches, and other less formal, non-

classroom varieties 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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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.

F I G U R E 1-1 Sample table of contents from the Journal of Consulting and Clinical Psychology.

SOURCE: Copyright 2010 by the American Psychological Association. Adapted with permission.
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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

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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T A B L E 1-2 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
Health Ctr

08 06 05 04 02

Medical School 08 07 07 09 08

Private Practice 23 31 35 40 39

University,
Psychology

22 17 17 15 18

University, Other 07 05 04 04 04

VA Medical Center — — — 03 03

None 01 01 04 01 00

Othera 01 12 10 11 15
aThis 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.

Some clinical psychologists work at community mental health centers.
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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

M.A.-level psychologists employed by the
agency is also included here.

2:00–3:00 P.M. 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 is 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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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 orientation, 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.

T A B L E 1-3 Wednesday at the University with Professor L

8:30–9:00 A.M. Proofread test for class in Introduction to Clinical Psychology

9:00–10:00 A.M. Research meeting with two graduate students

10:00–11:30 A.M. Teaching: Clinical practicum supervision

11:30 A.M.–12:30 P.M. Jog at the track, followed by brown-bag lunch in the office (read journal articles)

12:30–1:00 P.M. Attend a Dissertation committee meeting to evaluate a doctoral student’s work

1:00–2:00 P.M. Office hour for undergraduate students; write letters of recommendation for students
during unoccupied time

2:00–2:30 P.M. Analyze data for submission to an upcoming professional conference

2:30–4:00 P.M. Attend meeting of the campus committee on computer use

4:00–5:00 P.M. Work on a revision of a manuscript submitted earlier to a journal

7:00–9:00 P.M. Teaching: Seminar on empirically supported psychological treatments
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Finally, although hardly a demographic feature,
it is reassuring to note that of all the clinical psy-
chologists sampled, only 12% expressed any dissat-
isfaction 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
academic requirements, the lengthy graduate
education required, and the long hours, most clini-
cal psychologists find their careers to be very
satisfying.

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 is 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.

TRAIN ING : TOWARD

A CL IN I CAL ID ENT ITY

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

T A B L E 1-4 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

Humanistica 02 06 04 06 03 01

Interpersonal — — — — 04 04

Psychodynamicb 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
aHumanistic 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.
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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 affiliated with a
university. There are also two-year programs that
award the master’s degree. Because of contemporary
licensing laws that dictatewhomay 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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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

T A B L E 1-5 Sample Ph.D. Program of Study (Scientist-Practitioner Model)

Year 1 Fall Year 3 Fall

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

Introduction to Data Analysis
M.A. Thesis Research

Departmental Core Course: Cognitive
Elective: Experimental Psychopathology
Dissertation Research
Clinical Practicum

Year 3 Winter

Year 1 Winter
Statistics (Latent Variables and
Structural Equation Modeling)

Departmental Core Course: Developmental
Dissertation Research
Clinical Practicum

Statistics (Regression)
Psychometrics (Test Construction)
Assessment (choose Adult or Child Assessment)
Introduction to Data Analysis
M.A. Thesis Research
Clinical Practicum

Year 4 Fall

Outside Course: Psychological Anthropology
Dissertation Research
History and Systems of PsychologyYear 2 Fall

Ethical and Professional Issues
Psychopathology
M.A. Thesis Research
Clinical Practicum

Year 4 Winter

Outside Course: Violence in the Family
Dissertation Research

Year 5 Fall and Winter
Year 2 Winter

Clinical Internship
Departmental Core Course: Functional
Neuroscience

Elective: Family and Group
Process

M.A. Thesis Research
Clinical Practicum

NOTE: During the third year (usually in winter semester), students are expected to complete qualifying examinations.
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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 clinical 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 practicumwill 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-
icians 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, staff, 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 is 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.
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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 off
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

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 PROFESS ION 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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receiving their doctorates in psychology, and this
is especially true for clinical psychology, where the
ratio is 3:1 (Heffer et al., 2007). A report by the
American Psychological Association (APA, 2006)
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

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 I have
always thought of graduate school as a very special
challenge and opportunity. On the general academic
level, I 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 I think America is all about, and I 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, I 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 I
started graduate school I thought a lot about what I
might expect. Actually, I expected a lot of awful things
that have not come to pass, perhaps because I made
some preparations. For example, I knew that graduate
school would be a lot of hard work, but I was dead set
against pulling all-nighters and then feeling terrible,
like I had done in college. I thought about how I could
improve my work style, so I 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. I guess the biggest thing I did not expect
was learning all the great things that I have learned.
Going in, I had no idea what exactly I would learn. I
was afraid of statistics, but I have learned to love it. I
did not expect growing and changing so much.

Has graduate school changed you? if yes, how so?
Most certainly, I have changed. I used to be really sen-
sitive about psychology being called a “pseudo-
science” or a “soft science,” but I did not have much
knowledge about the field to dispute this claim. Over
time though, I have learned a lot about the impact
that well-executed research in psychology can have on
the public good, which is clearly of importance. I have
also changed personally. I wanted graduate school to
be a well-rounded and scholarly experience. Although I
spend a great deal of time in the lab, I also have
sought other ways to broaden my horizons. I 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. I was fascinated with
research and I chose a graduate program that focused
on research education. My program does a great job at
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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

reinforcing and supporting our research work, so I
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, I
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 I would like to share, that I 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. I 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.
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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 staffed 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 A MBIGUITY

AND A THIRST FOR N EW

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

28 C H A P T E R 1



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, Shaffer 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 tolerate
ambiguity.

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

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.

CHAP TER 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 offers
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.
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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

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.

WEB SITES OF INTEREST

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

1-1 Accredited internship programs
http://www.apa.org/ed/accreditation/
programs/internships-state.aspx

1-2 Accredited doctoral training programs in
clinical psychology
http://www.apa.org/ed/accreditation/
programs/clinical.aspx

1-3 Example of a clinical psychology program’s
Web page (University of Missouri)
http://psychology.missouri.edu/clinical

1-4 U.S. News rankings of clinical psychology
programs
http://grad-schools.usnews.rankingsand
reviews.com/best-graduate-schools/top-
health-schools/clinical-psychology-rankings

1-5 Society of Clinical Psychology (Division 12 of
the American Psychological Association)
http://www.div12.org/

1-6 American Psychiatric Association-Healthy
Minds
http://www.healthyminds.org/

1-7 National Association of Social Workers
http://www.socialworkers.org/
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FOCUS QUESTIONS

1. What theories have influenced the field of
clinical psychology the most?

2. Why did personality assessment and diagnosis
come back into favor?

3. How did clinical psychologists come to be so
involved in the treatment of adult emotional
problems?

4. How might clinical research inform clinical
practice and clinical assessment?

5. What factors led to a “splitting” of the
American Psychological Association
membership?
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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.

HISTORI CAL RO OTS

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 such as 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 Bicêtre and, later, Salpêtrière.
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,

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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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 A SSESSMENT

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 tests 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.

F I G U R E 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.
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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 thework 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 ameans 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-Rosanoff 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, temporarily 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 Beta 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 II 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 aswell 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
Rorschach's Psychodiagnostics is published.

1935
TAT is published.

1937
Term projective techniques is coined.

1939
Wechsler-Bellevue Intelligence Scale is published.

1943
MMPI is published.

1949
Halstead introduces neuropsychological test battery.

1952
DSM-I is published.

1968
DSM-II is published.

1970s
Rise of behavioral assessment.

1980
DSM-III is published.

1980s
Interest rises in personality assessment and 

computer-based test interpretations.

  1900     1920       1940         1960             2000          1980

1987
DSM-III-R is published.

1990s
Managed health care impacts 

psychological assessment.

1994
DSM-IV is published.

2013
DSM-V scheduled

to be published.

Timeline: Significant Events in Assessment
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psychopathology in adulthood, including postwar
symptoms (years later referred to as posttraumatic
stress disorder, or PTSD) 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.

INTERVENT IONS

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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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 such as Clifford Beers have been
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

F I G U R E 2-2 Jean Charcot demonstrated with a patient called “Wit.” Although trained as a neurologist, Charcot
employed a psychosocial approach to explaining hysteria.
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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

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

F I G U R E 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.
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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
AlfredAdler came to their attention. Inparticular, 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 andwith 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 II 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 becamemore interested in
personality development and its description.

As intelligence testing receded in importance, psy-
chotherapy and personality theory began tomove 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. Therewas 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.

B. F. Skinner applied operant conditioning principles to both
behavioral treatment and environmental intervention.
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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

Timeline: Significant Events in Intervention

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.

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.

  1800     1850       1900         1950           2000

1967
Beck introduces cognitive therapy.

2002
New Mexico becomes first state to allow

prescription privileges for psychologists.
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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. Alongwith 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, treatmentmanuals 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.

RESE ARCH

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,

H I STOR ICAL OVERV I EW OF CL IN ICAL PSYCHOLOGY 45



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 II 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

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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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

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

Timeline: Significant Events in Research

1879
Wundt establishes the first psychological lab in Leipzig.

1890
William James publishes Principles of Psychology.

1905
Binet and Simon offer validity data for their test.

1916
Terman’s research on the Binet scale appears.

1939
Wechsler publishes his research on the Wechsler-Bellevue.

1943
Hathaway and McKinley publish MMPI data.

1952
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-III.

1990s
Interest in behavioral 

genetics increases.

2000s
Increasing amount of

research using brain

imaging techniques.

  1875     1895       1915         1935             1965            1985          2005          1955
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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 PROFE SS ION

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

Twin research has helped inform us about the genetic
influences on emotions, behavior, and personality.

F I G U R E 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:

■ In1896,heestablishedthe first“psychological” clinic.

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

■ 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)

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,

 

       

  

  

F I G U R E 2-5 Cover of the first issue of The Psychological Clinic.
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and in 1935, the APA Committee on Standards of
Training defined clinical psychology as “that art and
technologywhich 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 II 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
II, 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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Currently,membership in theAPAisover 150,000
(counting student affiliates), and the operating budget is
over $100 million. Also, the Division of Clinical Psy-
chology (Division 12; nowcalled the Society ofClinical
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 psychologygraduateprograms.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, a 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,

Timeline: Significant Events in the Profession of Clinical Psychology

1892
American Psychological Association (APA) is founded.

1896
Witmer establishes the first "Psychological" Clinic.

1909
Section of Clinical Psychology established within APA.

1930
Psi Chi founded.

1935
APA Committee on Standards of Training defines the field.

1936
Louttit publishes first clinical psychology text.

1937
Journal of Consulting Psychology founded.

1945
Connecticut passes first certification law.

1946
VA and NIMH begin support of psychology.

1947
ABEPP/ABPP is established to certify the competence of clinicians.

1949
Boulder Conference promulgates the scientist-practitioner model.

1953
APA publishes Ethical Standards.

1968
First Psy.D. program established.

1981
Revised Ethical Standards published.

1988
Schism within APA leads to the foundation 

of the American Psychological Society (APS).

1992
Another revision of Ethical Principles published.

1995
APA endorses pursuit of prescription privileges 

for psychologists.

2002
Another revision of Ethical Principles published.

2006
APS changes its name to Association for Psychological Science.

2010
Most recent, amended version of Ethical Principles published.

  1900     1920       1940         1960             1990            2000          2010          1980
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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 andmanywho 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 differ-
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
treatingmental illness based on the collaborativework
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 principalmodel
for clinical psychology training of the past 50 years
(also referred to as the Boulder model). This model
strives to produce professionals who can effectively
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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3

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?

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

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

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?

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

Private Practice

The Costs of Health Care

Prescription Privileges
BOX 3-3: Clinical Psychologist Perspective: Patrick

H. DeLeon, 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?

Privacy and Confidentiality
Human Relations

CHAPTER SUMMARY

KEY TERMS

WEB SITES OF INTEREST

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 affect 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.

MOD ELS OF TRA IN I NG IN CL I N ICA L

PSY CHOLOGY

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,

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
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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-
cians 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

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 it, 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, a lower 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.
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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 clinical
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).

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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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

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, I was an
art major until my junior year, when it occurred to me
to ask my art professor what I 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 I take a psychology course to learn
what motivated people to buy things. So, I went over
to the psychology department. Of course, I had to take
prerequisites (introductory, statistics, experimental,
and so on) before I could take the “good stuff,” and
before I knew it, I was a psychology major. At the start
of my senior year, still intending to go into advertising,
I 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 I began filling out
applications, my roommate’s father, who happened to
be a psychologist, visited campus. He suggested that I
apply to Ohio State University (where he got his

degree). I 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, I 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. I quickly learned that I had entered graduate
school for illusory reasons; however, the research ori-
entation of OSU’s program was compelling, and I soon
developed an interest in clinical psychology as a
science.

Describe what activities you are involved in as a
clinical psychologist.
First and foremost, I have been actively involved in the
profession as a teacher. For most of my career, I 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. I 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.

I 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
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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).

cognitive science and neuroscience. This means that I
must be an active student of the discipline. Another
facet of my professional life is my involvement in
administrative and service roles. I 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, I
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.

Richard M. McFall
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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,
2006). 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).

PROFESS IONAL REGULAT ION

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

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 offer
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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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

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, I 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 I first came to
graduate school, I thought I was “hot stuff.” In some
ways, I 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. I think it is ability to do the
latter that builds confidence in you as a researcher,
academic, and member of the psychological
community.
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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

Looking back, what activities or experiences were the
most important for you in your graduate school
program?
While I’m not sure I would ever voluntarily put myself
through our written comprehensive exam process
again, I 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), I 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?
Findwhatevermotivates 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 I was in high school. That being said, I have
printed out a sign that I have hung on my door where
my desk is at home that reads “Dr. Christine Maldo-
nado.” Every time I go into my study to work, I 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, I would find an activity that has NOTHING to do

with psychology and make time for yourself to do that
activity. For me, I decided to train for amarathon during
my fourth year. During these training runs, I could think
about nothing, mull over research ideas, or just be alone
withmy thoughts. Finding time for yourself is invaluable
in your survival in graduate school. Without this time,
youwill 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
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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.

T A B L E 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.
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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.

PR IVATE PRACT ICE

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

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 concerns (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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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

T A B L E 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.
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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

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-
ondmodel, 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). Self-help methods
are attractive as a first line of treatment because they

T A B L E 3-3 Common Features of a Managed
Behavioral Health Care
Organization

■ Identified 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.
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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 affect 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

T A B L E 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.
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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.

PRESC R IPT ION PR IV ILEGES

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).

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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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”

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. I
always knew I would become a lawyer. If I had not
gone to graduate school first, I would undoubtedly
have become an elected official. Working on Capitol
Hill seems a “natural fit.” Specifically, I began working
for Senator Inouye the day that the Watergate hear-
ings started—slightly over three decades ago. At that
time I 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 I 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, I 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, I was a clini-
cal psychologist with the State of Hawaii’s Division of
Mental Health. I 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. I essentially
functioned as deputy director of our center, clinically
specializing in “dangerous” and “chronic” patients.
Prior to that, my wife and I 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
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(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

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, I 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 DeLeon 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.

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

■ 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
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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 effects; 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-
ogy), 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

Obtaining the authority to prescribe medication for men-
tal health problems is a controversial issue for clinical
psychologists.
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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 I entered graduate school in 1974, I 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. I realized I 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 I 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. I 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). I 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?
I 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 I 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?
I 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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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 offered 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 (2006)
noted: “It remains to be seen whether prescribing
psychologists will maintain their psychotherapy

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, I 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, I 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.

Elaine M. Heiby
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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).

TECHN OLOG ICAL I NNO VA T I ONS

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

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

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
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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.

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 SENS IT IVE 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
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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 effectively 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

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

The American Psychological Association
(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:

■ 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

Clinical psychologists receive training in the assessment and treatment of diverse and under-served populations.
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■ 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 effective
with members of these groups. Sue (1998) has
identified three major characteristics of cultural
competence:

■ Scientific-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,

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:

■ 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.

Guidelines like these remind us that we
must be sensitive to the unique experience of
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.

ETH ICA L STAND ARD S

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.

■ Integrity: In all their activities, psychologists
strive to be accurate, honest, and truthful.

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

■ 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-
cians 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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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

BOX 3-5 Focus on Professional Issues
Clinicians Who Participate in Radio Call-In Shows, TV Talk Shows, or Internet Groups:
Are They Ethical?

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.
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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
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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

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
and teaching dilemmas, forensic psychology,
research, conduct of colleagues, sexual issues, assess-
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.

CHAP TER 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

CURRENT I S SUES IN CL IN ICAL PSYCHOLOGY 89



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 ethical 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.
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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 offered 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.

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.

WEB SITES OF INTEREST

To visit 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

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
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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
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4

Research Methods in

Clinical Psychology

FOCUS QUESTIONS

1. What are the advantages and limitations of the
case study method?

2. What are the advantages and limitations of the
correlational method?

3. What are the advantages and limitations of
longitudinal studies?

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

5. What are the major ethical issues to consider
when conducting clinical research?
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W 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 sciencemodels remain the pre-
eminent philosophy in training clinical psychologists.
To be a successful clinical psychologist, most believe
that it is essential to be skilled both in researchmethods
and evidenced-based clinical practice skills. Indeed,
eachof these areas of competency informsone 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).

INTRODUCT ION 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 manymethods 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

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

Observation is the most basic of all research methods.
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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.

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-effective means of
assessing couples’ interaction patterns.

Case Studies. The case 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
novel, distinctive methods of 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 effect,
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, Moffitt, 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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variables are perfectly and positively related. An r of
–1.00 indicates a perfect negative relationship. The
r of +.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

T A B L E 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 4.7 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 3.5 23
Obsessive-compulsive Disorder 1.6 1.0 19
Separation Anxiety Disorder 5.2 0.9 7
Any Anxiety Disorder 28.8 18.1 11

Mood Disorder
Major Depressive Disorder 16.6 6.7 32
Dysthymia 2.5 1.5 31
Bipolar I and II 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 4.1 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).
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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

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–effect 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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F I G U R E 4-1 Scatterplot of data from Table 4-2.

T A B L E 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
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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 IQ 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

similar underlying dimension, or factor. 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

T A B L E 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.
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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
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F I G U R E 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 werematched 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,2months after startingmedication (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 canbe seen, depression scores for the exper-
imental groupwere 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
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F I G U R E 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, I came upon a Time-Life book
with a simple title: The Mind. I read it and was imme-
diately hooked; after consuming it, I wanted to learn
everything I could about psychology. I 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 I decided to go into clinical psychology.
Prior to that, I found the study of mental illness to be
utterly fascinating, yet I assumed that most of the field
was rather “mushy” and unscientific. But after I
enrolled in a course on advanced issues in experimental
psychopathology, taught by Bob Dworkin, I came to
realize just how mistaken I was. Dworkin’s course

(which in retrospect I wish I 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, I have always found the
field of clinical psychology to be enormously stimulat-
ing intellectually; as I began to conduct clinical work
as an advanced undergraduate and especially as a
graduate student, I came to find it emotionally fulfill-
ing too.

Describe what activities you are involved in as a
clinical psychologist.
I conduct research, with a particular focus on the
assessment and causes of psychopathic personality
(psychopathy) and related personality disorders. I 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. I 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; I teach introductory psychology at the
undergraduate level and personality assessment and
psychiatric interviewing at the graduate level. From
time to time, I also teach an undergraduate seminar on
science and pseudoscience in psychology, which tends
to be a lot of fun. On occasion, I also conduct diag-
nostic interviews of psychiatric patients, partly because
I find it immensely rewarding to help patients, and
partly because I 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. I 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?
I 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. I see that as a positive development,
as I 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 I 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.

I 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
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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 effects (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 effectiveness, 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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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

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

Laboratory experiments often have high internal validity.

co
p
yr
ig
h
t
R
o
b
in

N
el
so
n
/P
h
o
to
Ed

it

R E SEARCH METHODS IN CL IN ICAL PSYCHOLOGY 111



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 cutoff point on a questionnaire that
purports to measure depression. They are not clinical
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 is 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–effect relationships. More than that,
they provide a method of studying clinical behavior
(especially therapymethods) 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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F I G U R E 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-
cious for patients with generalized anxiety disorder
and major depression. However, contrary to the
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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.

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

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).

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.
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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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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.

STAT IST ICAL VERSUS PRACT ICAL

S IGN IF ICA NCE

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

T A B L E 4-4 Advantages and Limitations of Major Research Methods Used
in Clinical Psychology

Case Study
Methods

Epidemiology/
Correlational

Methods
Experimental

Methods
Single-Case

Designs
Mixed

Designs
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Internally valid
results

Externally valid
results

Can determine
causality
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BOX 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?
I didn’t think time could move more quickly than it did
in undergraduate school until I 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?
I did not expect that extremely busy, well-known,
respected professors would devote as much time into
cultivating my research career as they have. I 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, I 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 I have gone through graduate
school. From extensively reading the literature and
conducting studies of my own, I have developed a
program of research aimed at understanding a con-
struct I was actually unaware of when I 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?
I 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, I 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
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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 ETH ICS

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 offer only a brief 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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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

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.
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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
I 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.

I understand that the study will involve the following procedures: (1) At Time 1 (study entry), I will be asked
a number of questions, some of which may be extremely sensitive or upsetting, concerning various personal
problems that I might have experienced as well as personal problems my biological parents may have experienced
(e.g., depression, suicidal feelings, child abuse). I understand that I will also complete a computerized interview
and will be given two interview questionnaires that allow the researcher to develop a psychological profile. I
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, I will be compensated $35.00 for my time and efforts.

(2) At Time 2 (2 years later), I will be asked a number of questions, some of which may be extremely sensitive
or upsetting, concerning various personal problems that I might have experienced as well as personal problems
my biological parents may have experienced. I understand that I 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, I will be compensated $35.00 for my time and
efforts. Therefore, if I participate in all aspects of this study (i.e., at Time 1 and at Time 2), I will receive a total of
$70.00. I also understand that I may be contacted at some point in the future and asked to provide follow-up
information. I understand that I am under no obligation to participate at that time and I may at any time
withdraw and request that I not be asked to participate in the future.

I understand that all possible steps have been taken to assure my privacy. I 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 I 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. I also understand that these identifiers will be
preserved for the duration of the project unless I request otherwise. I understand that I may contact the project
director at any time and request that all identifiers that link my identity to the information I have contributed be
destroyed. If requested, all data I have contributed and all identifying information will be destroyed by the
project director (Dr. Trull).

I 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. I 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.

I understand that in the unlikely event that I am found to be suicidal or an imminent threat to someone
else, the appropriate authorities will be contacted. Also, if I divulge information indicating that I am aware of
possible ongoing child abuse or information raising the suspicion of ongoing child abuse, appropriate authorities
will have to be notified. I understand that, although remote, it is possible that the information I contribute may
be subject to subpoena.

I understand that participation is voluntary, that there is no penalty for refusal to participate, and that I am
free to withdraw my consent and discontinue my participation before I complete the session. I also understand
that I may refuse to answer any individual questions without penalty. In the event that I elect to discontinue
participation, I understand that I will not receive any compensation and that any information I have contributed
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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.

CHAP TER 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

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 I have questions about any procedures in this project, I understand that I 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.

Name (Print)

Signature

Student Number

Date
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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 r) that describes the relationship between
two variables. r ranges 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-effect 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

RESEARCH METHODS IN CL IN ICAL PSYCHOLOGY 125



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 effectiveness 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 thatwould
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
(with 2010 amendments)
http://www.apa.org/ethics/code/index.aspx

4-2 Research with Non-human Animals in
Psychology
http://www.apa.org/science/leadership/care/
index.aspx
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4-3 Guidelines for Ethical Conduct in the Care and
Use of Animals
http://www.apa.org/science/leadership/care/
guidelines.aspx

4-4 Human Research Protections
http://www.apa.org/research/responsible/
human/index.aspx

4-5 Lab Animal Welfare
http://www.apa.org/research/responsible/
animal/index.aspx

4-6 Research Methods Tutorials
http://www.socialresearchmethods.net/
tutorial/tutorial.htm
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Diagnosis and Classification

of Psychological Problems

FOCUS QUESTIONS

1. What are the advantages and disadvantages of
the threemajordefinitionsofabnormalbehavior?

2. What is mental illness or mental disorder? Why
are mental disorder diagnoses important?

3. How was DSM-IV developed? Describe the five
diagnostic axes used for a DSM-IV diagnostic
formulation.

4. How are diagnostic classification systems
evaluated?

5. What is the diathesis-stress model of
psychopathology?
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The Value of Classification

CHAPTER SUMMARY

KEY TERMS

WEB SITES OF INTEREST

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
interventions, however, they must first assess
their clients’ symptoms of psychopathology and levels

of dysfunction 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’

F I G U R E 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 I S ABN ORMAL BEHAVI OR?

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, thenheor she ismore likely tobe 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 cutoff 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 obtainedby 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 cutoff 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 cutoff 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. I arrived
at college with an interest in becoming a marine biol-
ogist. If the college had had any relevant courses when
I 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),
I became a psychology major. At first, I was interested
in becoming a cognitive psychologist because nothing
seemed as fundamental a question as “What is
thought?” and “How do we think?” However, I 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, I 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. I 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. I 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. I 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 I 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 I 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. I 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.

Kenneth J. Sher
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example, in the case of Dmitri, is there some-
thing magical about an IQ of 64? Traditional
practice sets the cutoff 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 cutoff 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!

Appearance or dress may violate social norms but does
not necessarily indicate abnormality or psychopathology.
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Subjective Distress

We now shift the focus from the perceptions of the
observer to the perceptions of the affected 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 learn
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 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 awarm 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

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, I often feel as if I cannot make it
through the day. I frequently experience headaches
and feel that I am getting sick. I am terribly frightened
when I have to meet new people or serve as a hostess
at a party. At times I feel a tremendous sense of sad-
ness; whether this is because of my lack of personal
identity, I 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.

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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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.

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
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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

illnesses 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-IV 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.

■ 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.
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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 dysfunction.

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 dysfunc-
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

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 themoney from her parents, who seem to have an
uncanny knack for accepting her outrageous justifica-
tions. She has beendiagnosedwith “antisocial personality
disorder” and with “drug dependence (cocaine).”
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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 I LLN ESS

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-IV-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, I worked part-time in a
psychiatric hospital, and my experiences with the
patients stimulated my interest in mental illness, espe-
cially the psychoses. I was already fascinated by science
and human behavior, so the combination of these fac-
tors had a major influence on my career path. I decided
to major in psychology by the end of my freshman
year, and by the time I 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, I 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. I 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, I teach a course
in abnormal psychology and advanced seminars on
psychosis. On the graduate level, I 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, I serve on the editorial
boards of journals, and I 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, I 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 I 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 will 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. I 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
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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 is 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 different, 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 effective 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-IV-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
International Statistical Classification of Diseases, Inju-
ries, and Causes of Death, which included a classifi-
cation of abnormal behavior.

In 1952, the American Psychiatric Association
published its own classification system in the Diag-
nostic and Statistical Manual, and this manual con-
tained a glossary describing each of the diagnostic
categories that were included. This first edition,
known as DSM-I, was followed by revisions in
1968 (DSM-II), 1980 (DSM-III), 1987 (DSM-
III-R), and 1994 (DSM-IV). Presently, the most
widely used classification system is the text revision

of DSM-IV (DSM-IV-TR, American Psychiatric
Association, 2000), which appeared in 2000. A
new version of the DSM, the DSM-V, is scheduled
for release in 2013. To help classify psychopathol-
ogy among very young children, a similar manual
has been developed for children aged 0–3 years
(i.e., DC 0–3: Diagnostic Classification System, 0–3,
published in 1994). A revised version, the DC
0–3R was published in 2005. All of these manuals
are embodiments of Emil Kraepelin’s efforts in the
late 19th century (see Figure 5-2). To illustrate how
things have changed over the past 50 years, com-
pare the British system in use in the late 1940s (see
Table 5-1) with the DSM-IV-TR system described
in Table 5-2.

From the 1950s to the early 1960s, the enthusi-
asm for psychiatric diagnosis waned (L. N. Robins &
Helzer, 1986). Diagnosis was said to be dehumaniz-
ing and to ignore individual variation. But diagnosis
in psychiatry and psychology has staged a comeback.
The most revolutionary changes in our diagnostic
system were introduced in DSM-III, published in

F I G U R E 5-2 Emil Kraepelin is generally regarded as
the father of modern systems of psychiatric diagnosis and
classification.
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1980. These changes included the use of explicit
diagnostic criteria for mental disorders, a multiaxial
system of diagnosis, a descriptive approach to diag-
nosis that attempted to be neutral with regard to

theories of etiology, and a greater emphasis on the
clinical utility of the diagnostic system. Because these
innovations have been retained in subsequent edi-
tions of the DSM (DSM-III-R, DSM-IV, DSM-IV-
TR), they will be described in the following section.

DSM- IV - TR

The text revision of the fourth edition of the
Diagnostic and Statistical Manual of Mental Disorders
(DSM-IV-TR) was published in 2000. Revisions
to the previous diagnostic manual (DSM-III-R)
were guided by a three-stage empirical process.
First, 150 comprehensive reviews of the literature
on important diagnostic issues were conducted.
These literature reviews were both systematic and
thorough. Results from these reviews led to recom-
mendations for revisions and served to document
the rationale and empirical support for the changes
made in DSM-IV. Second, 40 major reanalyses of
existing data sets were completed in cases where the
literature reviews could not adequately resolve the
targeted diagnostic issue. Third, 12 DSM-IV field
trials were conducted to assess the clinical utility
and predictive power of alternative criteria sets for
selected disorders (e.g., antisocial personality disor-
der). In summary, the changes made in DSM-IV
(and maintained in DSM-IV-TR) were based on
empirical data to a much greater extent than was
true in previous editions of the DSM. A condensed
version of the DSM-IV-TR appears in Table 5-2.

A complete DSM-IV-TR diagnostic evaluation
is a multiaxial assessment. The multiaxial assessment
also is used in the DC 0–3R. Clients or patients are
evaluated along five axes, or domains of informa-
tion. Each of these axes/domains should aid in
treatment planning and prediction of outcome.
Axis I is used to indicate the presence of any of
the clinical disorders or other relevant conditions,
with the exception of the personality disorders
and mental retardation. These two classes of diag-
noses are coded on Axis II. Axis III is used to
highlight any current medical condition that may
be relevant to the conceptualization or treatment
of an individual’s Axis I or Axis II clinical disorder.

T A B L E 5-1 Classifications of Mental
Disorders in Use by the Royal
Medico-Psychological
Association in the Late 1940s

PART I

A. Oligophrenia (amentia, mental deficiency)

1. Idiocy

2. Imbecility

3. Feeblemindedness (moron)

4. Moral deficiency

B. Neuroses and psychoneuroses

1. Exhaustion states (including neurasthenia)

2. Anxiety states

3. Compulsions, obsessions, and phobias

4. Hysteria

5. Mixed and other forms

C. Schizophrenic psychoses

1. Dementia praecox

a. Simple

b. Hebephrenic

c. Katatonic

d. Paranoid

2. Paraphrenia

3. Other forms

D. Psychopathic constitution (including paranoia)

E. Affective psychoses:

1. Manic-depressive psychosis (cyclothymia)
a. Elation
b. Depression
c. Stupor

2. Involutional melancholia

F. Confusional states

G. Epileptic psychoses

H. General paralysis

I. Other psychoses associated with organic brain disease

J. Dementia

K. Indeterminate types

SOURCE: Adapted from Henderson and Gillespie (1950, pp. 20–21).
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T A B L E 5-2 A Condensed Version of the DSM-IV-TR

Axis I: Clinical Disorders or Other Conditions That May Be a Focus of Clinical Attention
■ Disorders usually first diagnosed in infancy, childhood, or adolescence (e.g., Pervasive Developmental Disorders)
■ Delirium, Dementia, and Amnestic and Other Cognitive Disorders
■ Mental Disorders Due to a General Medical Condition
■ Substance-related Disorders (e.g., alcohol abuse; cocaine dependence)
■ Schizophrenia and Other Psychotic Disorders
■ Mood Disorders (e.g., Major Depression, Bipolar Disorder)
■ Anxiety Disorders (e.g., Agoraphobia; Post-Traumatic Stress Disorder)
■ Somatoform Disorders (e.g., Hypochondriasis)
■ Factitious Disorders
■ DissociativeDisorders (e.g., Dissociative Identity Disorder)
■ Sexual and Gender Identity Disorders (e.g., Vaginismus; Fetishism)
■ Eating Disorders (e.g., Anorexia Nervosa)
■ Sleep Disorders (e.g., Narcolepsy)
■ Impulse Control Disorders (e.g., Kleptomania)
■ Adjustment Disorders
■ Other conditions that may be a focus of clinical attention (e.g., Bereavement)

Axis II: Personality Disorders and Mental Retardation
■ Personality Disorders (e.g., Borderline, Antisocial, Dependent, Paranoid)
■ Mental Retardation

Axis III: General Medical Conditions That Are Potentially Relevant to the Understanding or Management of the
Individual’s Mental Disorder

Axis IV: Psychosocial and Environmental Problems

■ Problems with primary support group
■ Problems related to the social environment
■ Educational problems
■ Occupational problems
■ Housing problems
■ Economic problems
■ Problems with access to heath care services
■ Problems related to interaction with the legal system/crime
■ Other psychosocial and environmental problems

Axis V: Global Assessment of Functioning (GAF) Scalea

Code Description

100 to 91 Superior functioning in a wide range of activities
81 to 90 Absent or minimal symptoms (e.g., mild anxiety before an exam), good functioning in all areas,

interested and involved in a wide range of activities, socially effective, generally satisfied with
life, no more than everyday problems or concerns (e.g., occasional argument).

71 to 80 If symptoms are present they are transient, expectable reactions to psychosocial stressors.
61 to 70 Some mild symptoms.
51 to 60 Moderate symptoms.
41 to 50 Serious symptoms (e.g., suicidal ideation, severe obsessional rituals, frequent shoplifting) OR any seri-

ous impairment in social, occupational, or school functioning (e.g., no friends, unable to keep a job).
31 to 40 Some impairment in reality testing or communication.
21 to 30 Behavior is considerably influenced by delusions or hallucinations.
11 to 20 Some danger of hurting self or others.
1 to 10 Persistent danger of severely hurting self or others (e.g., recurrent violence) OR persistent inability to

maintain minimal personal hygiene OR serious suicidal act with clear expectation of death
0 Inadequate information

aFull descriptions are provided here only for Codes 90–81, 50–41, and 10–1.

Reprinted with permission from the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition, Text Revision, Copyright © 2000 American
Psychiatric Association.
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Psychosocial and environmental problems relevant
to diagnosis, treatment, and prognosis are indicated
on Axis IV. Finally, a quantitative estimate (1 to
100) of an individual’s overall level of functioning
is provided on Axis V. Each of the five axes con-
tributes important information about the patient,
and together they provide a fairly comprehensive
description of the patient’s major problems, stres-
sors, and level of functioning.

The DSM-IV-TR diagnostic evaluation for
Michelle M. is shown in Table 5-3. Several features
of this diagnostic formulation are noteworthy. First,
Michelle has received multiple diagnoses on Axis I.
This is allowed, and even encouraged, in the DSM-
IV system because the goal is to describe the client’s
problems comprehensively. Second, note that her
borderline personality disorder (BPD) diagnosis on
Axis II is considered the principal diagnosis. This
means that this condition is chiefly responsible for
her admission to the hospital and may be the focus
of treatment. Finally, her Global Assessment of
Functioning (GAF) score on Axis V indicates serious
impairment—in this case, a danger of hurting
herself.

GENERAL ISSUES IN

CLASS IF ICAT ION

We have briefly described the DSM-IV-TR to give
the reader a general idea of what psychiatric classi-
fication entails. However, it is important to exam-
ine a number of broad issues related to classification
in general and to the DSM-IV-TR specifically.

The Case of Michelle M.

Michelle M. was a 23-year-old woman admitted to an
inpatient unit at a hospital following her sixth suicide
attempt in 2 years. She told her ex-boyfriend (who had
broken up with her a week earlier) that she had swal-
lowed a bottle of aspirin, and he rushed her to the
local emergency room. Michelle had a 5-year history of
multiple depressive symptoms that never abated;
however, these had not been severe enough to neces-
sitate hospitalization or treatment. They included dys-
phoric mood, poor appetite, low self-esteem, poor
concentration, and feelings of hopelessness.

In addition, Michelle had a history of a number of
rather severe problems that had been present since her
teenage years. First, she had great difficulty controlling
her emotions. She was prone to become intensely dys-
phoric, irritable, or anxious almost at a moment’s
notice. These intense negative affect states were often
unpredictable and, although frequent, rarely lasted
more than 4 or 5 hours. Michelle also reported a long
history of impulsive behaviors, including polysubstance

abuse, excessive promiscuity (an average of about 30
different sexual partners a year), and binge eating. Her
anger was unpredictable and quite intense. For exam-
ple, she once used a hammer to literally smash a wall
to pieces following a bad grade on a test.

Michelle’s relationships with her friends, boy-
friends, and parents were intense and unstable. People
who spent time with her frequently complained that
she would often be angry with them and devalue them
for no apparent reason. She also constantly reported an
intense fear that others (including her parents) might
abandon her. For example, she once clutched a friend’s
leg and was dragged out the door to her friend’s car
while Michelle tried to convince the friend to stay for
dinner. In addition, she had attempted to leave home
and attend college in nearby cities on four occasions.

Each time, she returned home within a few weeks.
Prior to her hospital admission, her words to her ex-
boyfriend over the telephone were, “I want to end it
all. No one loves me.”

T A B L E 5-3 Diagnostic Evaluation:
Michelle M.

Axis I: 300.4 Dysthymic Disorder, early onset

305.00 Alcohol Abuse

305.20 Cannabis Abuse

305.60 Cocaine Abuse

305.30 Hallucinogen Abuse

Axis II: 301.83 Borderline Personality Disorder
(PRINCIPAL DIAGNOSIS)

Axis III: none

Axis IV: Problems with primary support group
Educational problems

Axis V: GAF 20 (Current)
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Table 5-4 presents a summary of the eight major
issues discussed below.

Categories Versus Dimensions. Essentially, the
mental disorder categories represent a typology. Based
upon certain presenting symptoms or upon a particular
history of symptoms, the patient is placed in a category.
This approach has several potential limitations. First,
in too many instances, it is easy to confuse such
categorization with explanation. If one is not careful,
there is a tendency to think “This patient is

experiencing obsessions because she has obsessive-
compulsive disorder” or “This person is acting psy-
chotic because he has schizophrenia.” When this kind
of thinking occurs, explanation has been supplanted by
a circular form of description.

In addition, as noted earlier in this chapter, abnor-
mal behavior is not qualitatively different from so-
called normal behavior. Rather, these are endpoints
of a continuous dimension. The difference between
so-called normal behavior and psychotic behavior,
for example, is one of degree rather than kind
(Chapman & Chapman, 1985). Yet mental disorder
diagnoses in terms of categories imply that individuals
either have the disorder in question or they do not.
This all-or-nothing type of thinking may be at odds
with what we know about how symptoms of psycho-
pathology are distributed in the population. For exam-
ple, a categorical model of borderline personality
disorder (BPD), as presented in the DSM-IV-TR
(i.e., present vs. absent), may not be appropriate
because individuals differ only with respect to how
many BPD symptoms they exhibit (a quantitative dif-
ference). In other words, the categorical model may
misrepresent the true nature of the borderline construct
(Trull, Widiger, & Guthrie, 1990). In fact, there may
be relatively few diagnostic constructs that are truly
categorical in nature (Widiger & Trull, 2007).

To illustrate, consider Figure 5-3, which presents
dimensions of worry, anxiety, and fear that are char-
acteristic, in extreme form, of an anxiety disorder.
This example concerns a person’s experience when
anticipating and potentially going on a job interview.
When considering dimensions relevant to psycholog-
ical disorders, it is helpful to organize these according
to thoughts, emotion, and behaviors. One can see that
thoughts anticipating the interview range from those
associated with some degree of confidence to those
more characteristic of fear and dread. Likewise, emo-
tional experiencemay range from physical arousal that
is helpful to that which is maladaptive and disruptive.
Finally, behavioral responses to this situation range
from attending the interview to various degrees of
avoidance. As noted in Figure 5-3, it is only when
our thinking patterns, emotions, and behaviors cause
great distress or problems that we consider these indic-
ative of a disorder, in the diagnostic sense. However,

T A B L E 5-4 General Issues in Classification

Categories Versus Dimensions
Is the categorical model adopted in DSM-IV (i.e., the dis-
order is either present or absent) really appropriate? Is a
dimensional model preferable?

Bases of Categorization
Should there be multiple ways of making diagnostic
judgments? Does this create too much heterogeneity
within a diagnostic category?

Pragmatics of Classification
How do we decide whether a condition is included in the
diagnostic manual?

Description
Are the features of the diagnostic categories adequately
described? Are the diagnostic criteria specific and
objective?

Reliability
Are diagnostic judgments reliable? Can different diag-
nosticians agree on the classification of an individual?

Validity
Can we make meaningful predictions based on our
knowledge of an individual’s diagnosis?

Bias
Are the features of the disorders in DSM-IV biased
against particular individuals because of their gender,
race, or socioeconomic background? Are diagnosticians
biased in their interpretation or application of the diag-
nostic criteria?

Coverage
Do the DSM-IV diagnoses apply to the people who pres-
ent for psychological or psychiatric treatment? Is the
DSM-IV too narrow in its coverage, or is it too broad?
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this dimensional perspective highlights that our ability
to react adaptively is a matter of degree.

Bases of Categorization. To classify psychiatric
patients, one must use a wide assortment of methods
and principles. In some cases, patients are classified
almost solely on the basis of their current behavior or
presenting symptoms. In other cases, the judgment is
made almost entirely on the basis of history. In the
case of major depression, for example, one individual
may be diagnosed on the basis of a diagnostic
interview conducted by a clinician; another may be
classified because of a laboratory result, such as a
“positive” dexamethasone suppression test (DST);
still another may be diagnosed as a result of scores
on a self-report measure of depression. Laboratory
results provide the basis for some diagnoses of cogni-
tive disorders (e.g., vascular dementia), whereas
other cognitive disorder diagnoses (e.g., delirium)
are determined solely by behavioral observation.
Thus, the diagnostic enterprise may be quite compli-
cated for the clinician, requiring both knowledge of

and access to a wide variety of diagnostic techniques.
A major implication is that membership in any one
diagnostic category is likely to be heterogeneous
because there are multiple bases for a diagnosis.

Pragmatics of Classification. Psychiatric classifi-
cation has always been accompanied by a certain
degree of appeal to medical authority. But there is
a concurrent democratic aspect to the system that is
quite puzzling. For example, psychiatry for many
years regarded homosexuality as a disease to be
cured through psychiatric intervention. As a result
of society’s changing attitudes and other valid psy-
chological reasons, homosexuality was dropped from
the DSM system and is now regarded as an alternate
lifestyle (see Spitzer, 1981). Only when homosexual
individuals are disturbed by their sexual orientation
or wish to change it do we encounter homosexuality
in the DSM-IV (as an example under the category
“sexual disorder not otherwise specified”). The issue
here is not whether this decision was valid or not.
The issue is how the decision to drop homosexuality

F I G U R E 5-3 Continuum of worry, anxiety, or fear related to the prospect of a job interview.

Thoughts Emotion Behaviors

Normal “I’m going on a job interview
today. I hope they like me. I’m
going to show themwhat I’ve got!”

Slight physical arousal but good
alertness.

Going to the job interview
and performing well.

Mild “I’m going on a job interview
today. I wonder if they will think
badly of me. I hope my voice
doesn’t shake.”

Mild physical arousal, perhaps
feeling a bit tingly, but with good
alertness.

Going to the job interview
but fidgeting a bit.

Moderate “Wow, I feel so nervous about that
interview today. I bet I don’t get
the job. I wonder if I should just
forget about it?”

Moderate physical arousal,
including shaking and trembling,
with a little more difficulty
concentrating.

Drafting two e-mails to cancel
the interview but not sending
them. Going to the interview
but appearing physically
nervous.

Severe “My God, that interview is today. I
feel sick. I just don’t think I can do
this. They will think I’m an idiot!”

Severe physical arousal, including
shaking, dizziness, and restless-
ness, with trouble concentrating.

Postponing the interview twice
before finally going. Appearing
quite agitated during the
interview and unable to
maintain eye contact.

Anxiety
Disorder

“No way can I do this. I’m a total
loser. I can’t get that job. Why even
bother? I don’t want to look so
foolish!”

Extreme physical arousal with
dizziness, heart palpitations,
shaking, and sweating, with
great trouble concentrating.

Cancelling the interview and
staying home all day.

SOURCE: Kearny, C. & Trull, T. (2012).
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from the DSM system was made. The demise of
homosexuality as a disease entity occurred through
a vote of the psychiatric membership.

This example also serves as a reminder that classi-
fication systems such as the DSM are crafted by com-
mittees. The members of such committees represent
varying scientific, theoretical, professional, and even
economic constituencies. Consequently, the final
classification product adopted may represent a poli-
tical document that reflects compromises that will
make it acceptable to a heterogeneous professional
clientele.

Description. Without doubt, the DSM-IV-TR
provides thorough descriptions of the diagnostic
categories. For Axis I and II disorders, a detailed
description of the symptoms of each diagnostic cate-
gory is presented. As an example, Table 5-5 presents
the DSM-IV-TR diagnostic criteria for the eating
disorder bulimia nervosa. The DSM provides addi-
tional information for each diagnosis, including the
age of onset, course, prevalence, complications,
family patterns, cultural considerations, associated
descriptive features and mental disorders, and associ-
ated laboratory findings. All this descriptive detail
should enhance the system’s reliability and validity.

Reliability. A system of classification that cannot
establish its reliability has serious problems. In this
context, reliability refers to the consistency of diag-
nostic judgments across raters. One of the major
changes in DSM-III (American Psychiatric Associa-
tion, 1980)—the inclusion of specific and objective
criteria for each disorder—reflected an attempt to
increase the reliability of the diagnostic system. If
Psychologist A and Psychologist B both observe
the same patient but cannot agree on the diagnosis,
then both their diagnoses are useless because we do
not know which to accept. This is the very situa-
tion that plagued the American diagnostic systems
for many years. For example, an early study illus-
trating the unreliability of previous diagnostic sys-
tems was carried out by Beck, Ward, Mendelson,
Mock, and Erbaugh (1962). Two different psychia-
trists each interviewed the same 153 newly admit-
ted psychiatric patients. Overall agreement among

these psychiatrists was only 54%. Some of the dis-
agreements in diagnosis seemed to stem from
inconsistencies in the information patients pre-
sented to the psychiatrists. For example, Patient A
may have been relatively open with Psychiatrist F,
but less so with Psychiatrist G. However, much of
the unreliability problem seemed to lie with the
diagnosticians and/or the diagnostic system itself.

Certain pragmatic factors can also reduce reliabil-
ity across diagnosticians. Sometimes a given institution
will not admit patients who carry a certain diagnosis.

T A B L E 5-5 DSM-IV Criteria for Bulimia
Nervosa

A. Recurrent episodes of binge eating. An episode of
binge eating is characterized by both of the
following:

(1) eating, in a discrete period of time (e.g., within
any 2-hour period), an amount of food that is
definitely larger than most people would eat
during a similar period of time and under similar
circumstances

(2) a sense of lack of control of eating during the
episode (e.g., a feeling that one cannot stop eat-
ing or control what or how much one is eating)

B. Recurrent inappropriate compensatory behavior in
order to prevent weight gain, such as self-induced
vomiting; misuse of laxatives, diuretics, enemas, or
other medications; fasting; or excessive exercise.

C. The binge eating and inappropriate compensatory
behaviors both occur, on average, at least twice a
week for 3 months.

D. Self-evaluation is unduly influenced by body shape
and weight.

E. The disturbance does not occur exclusively during
episodes of Anorexia Nervosa.

Specify Type
Purging Type: During the current episode of Bulimia
Nervosa, the person has regularly engaged in self-
induced vomiting or the misuse of laxatives, diuretics, or
enemas.

Nonpurging Type: During the current episode of Bulimia
Nervosa, the person has used other inappropriate com-
pensatory behaviors, such as fasting or excessive exercise,
but has not regularly engaged in self-induced vomiting or
the misuse of laxatives, diuretics, or enemas.

Reprinted with permission from the Diagnostic and Statistical Manual of
Mental Disorders, Fourth Edition, Text Revision, Copyright © 2000 American
Psychiatric Association.
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Yet a mental health professional may feel strongly that
the patient could benefit from admission (or perhaps
has nowhere else to go). What should be done? The
“humanitarian” choice often seems to be to alter a
diagnosis, or at least to “fudge” a bit. The patient
with alcohol dependence suddenly is diagnosed with
something else. Similarly, an insurance company may
reimburse a clinic for the treatment of patients with
one diagnosis but not another. Or perhaps one diag-
nosis permits six therapy visits but another allows as
many as fifteen sessions. Therefore, a diagnosis may be
intentionally or unintentionally manipulated.

These examples may lead us to believe that
diagnostic unreliability is the rule and not the
exception. However, Meehl (1977), for example,
feels that psychiatric diagnosis is not nearly as unre-
liable as it is made out to be. Specifically, Meehl
argues that if we confine ourselves to major diag-
nostic categories, require adequate clinical exposure
to the patient, and study well-trained clinicians who
take diagnosis seriously, then interclinician agree-
ment will reach acceptable levels.

The field of psychopathology has begun to
address these concerns about reliability by develop-
ing structured diagnostic interviews that essentially
“force” diagnosticians to assess individuals for the
specific DSM criteria that appear in the diagnostic
manual. For example, there are now several struc-
tured interviews that assess features of Axis I disor-
ders, and a number of structured interviews for Axis
II disorders exist as well. Interestingly, the overall
level of diagnostic reliability reported in empirical
studies has increased greatly following the introduc-
tion of these structured interviews. It is clear that
adhering to the structure and format of these inter-
views has led to a significant increase in diagnostic
reliability. Table 5-6 presents a brief section from a
structured interview. We will discuss structured
interviews in more detail in Chapter 6.

However, even with the use of structured inter-
views, reliability is not equally good across all catego-
ries. The presence versus absence of some disorders
(e.g., generalized anxiety disorder) may be particu-
larly difficult to judge. Further, there is some question
as to whether or not busy clinicians will devote the
time and effort necessary to systematically evaluate

the relevant diagnostic criteria. Reliability coefficients
never seem as high in routine, everyday work settings
as they are in structured research studies.

Validity. Reliability will directly affect the valid-
ity of a diagnostic system. As long as diagnosticians
fail to agree on the proper classification of patients,
we cannot demonstrate that the classification system
has meaningful correlates—that is, has validity.
Important correlates include prognosis, treatment
outcome, ward management, etiology, and so on.
And without predictive validity, classification
becomes an intellectual exercise devoid of any
really important utility. However, if we can dem-
onstrate that categorization accurately indicates eti-
ology, course of illness, or preferred kinds of
treatment, then a valid basis for its use has been
established.

The predominant method for establishing the
validity of a diagnostic construct was outlined in a
classic article by L. N. Robins and Guze (1970).
They proposed that establishing the diagnostic
validity of a syndrome is a five-stage process:
(a) clinical description, including a description of

T A B L E 5-6 SIDP-IV Questions Used to
Assess a Dependent Personality
Disorder Criterion

CRITERION 1-DEPEN: HAS DIFFICULTY MAKING EVERY-
DAY DECISIONS WITHOUT AN EXCESSIVE AMOUNT OF
ADVICE AND REASSURANCE FROM OTHERS

Questions to Ask
Some people enjoy making decisions and other people
prefer to have someone they trust tell them what to do.
Which do you prefer?

Do you often turn to others for advice about everyday
decisions like what to have for lunch or what clothes to
buy?

Scoring
0 not present
1 subthreshold
2 present
3 strongly present

Adapted from the Structured Interview for DSM-IV Personality (SIDP-IV:
Pfohl, Blum, & Zimmerman, 1994). Copyright © 1989, 1994. Used with
permission.
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characteristic features beyond the disorder’s symp-
toms (e.g., demographic features); (b) laboratory stud-
ies (including psychological tests) to identify
meaningful correlates of the diagnosis; (c) delimita-
tion from other disorders to ensure some degree of
homogeneity among diagnostic members; (d)
follow-up studies to assess the test–retest reliability
of a diagnosis; and (e) family studies to demonstrate
that the proposed disorder tends to run in families,
suggesting a hereditary component to the disorder.
This particular five-stage method for establishing
diagnostic validity remains quite influential even
today. In fact, most contemporary research in psy-
chopathology represents one or more of the valida-
tion stages outlined by Robins and Guze.

Bias. Ideally, a classification system will not be
biased with respect to how diagnoses are assigned
to individuals who have different backgrounds (e.g.,
different gender, race, or socioeconomic status).
The validity and utility of a classification system
would be called into question if the same cluster
of behaviors resulted in a diagnosis for one individ-
ual but not for another individual. The two areas of
potential bias that have received the most attention
are sex bias and racial bias.

Some critics have attacked the DSM system as a
male-centered device that overestimates pathology
in females (M. Kaplan, 1983); others deny this
charge (Kass, Spitzer, & Williams, 1983). Widiger
and Spitzer (1991) presented a useful conceptual
analysis of what constitutes sex bias in a diagnostic
system. They argue that previous attempts to dem-
onstrate diagnostic sex bias have been both concep-
tually and methodologically flawed. Further, some
of the findings of earlier studies (e.g., Broverman,
Broverman, Clarkson, Rosenkrantz, & Vogel,
1970) have been misinterpreted and misunderstood
(see Widiger & Settle, 1987, for a demonstration of
the flaws in the Broverman et al. study).

Widiger and Spitzer note that differential sex
prevalence for a disorder does not in and of itself
demonstrate diagnostic sex bias because, for example,
it is conceivable that biological factors or cultural
factors may make it more likely that males (or
females) will exhibit the criteria for a certain

diagnosis. For example, antisocial personality disor-
der is diagnosed much more frequently in men than
in women, and conduct disorder in boys more than
girls, but this may be the result of biological differ-
ences (e.g., testosterone) or other factors that influ-
ence the two genders differentially (e.g., societal
expectations for aggressiveness in men). However,
Widiger and Spitzer did present evidence suggesting
that clinicians may be biased in the way they apply
diagnoses to males versus females, even in cases
where the symptoms presented by each were exactly
the same! Although this suggests that there may be
some bias in the way clinicians interpret the diagnos-
tic criteria (i.e., clinicians may exhibit sex bias), it
does not indicate sex bias within the diagnostic cri-
teria. These results suggest the need for better train-
ing of diagnosticians rather than an overhaul of the
diagnostic criteria.

Concerning bias due to race or ethnicity, it is
important to recognize that one’s culture can affect
many factors related to the diagnosis and treatment
of mental illness (Alarcón, 2009). First, culture can
influence belief systems that may lead to the expe-
rience of stress and then to symptoms of mental
disorder. Examples of these “culture-bound syn-
dromes” are provided in the DSM-IV-TR and
include conditions such as koro, dhat, frigophobia,
and voodoo death. Culture can also influence how
members cope with stress, leading potentially to
maladaptive behavior. The content or characteris-
tics of symptoms of mental disorder may also vary
by culture. Finally, culture is likely to impact the
willingness to seek treatment as well as the availabil-
ity of services.

Therefore, it is important for clinicians to con-
sider cultural influences when diagnosing and treat-
ing individuals for mental illness. Toward this end,
DSM-IV-TR outlines procedures for making a cul-
tural formulation of an individual’s problems that
includes data on the individual’s cultural identity,
the cultural explanation of the problems, cultural
factors related to the psychosocial environment,
cultural influences on the relationship between the
individual and mental health professionals, and an
overall cultural assessment for the diagnosis and
treatment of the individual (see Table 5-7).
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Coverage. With close to 400 possible diagnoses,
DSM-IV-TR cannot be faulted for being too limited
in its coverage of possible diagnostic conditions. It is
likely that most conditions that bring individuals in for
psychiatric or psychological treatment could be classi-
fied within the DSM-IV-TR system. However, some
may feel that DSM-IV-TR errs in the opposite direc-
tion—that its scope is too broad. For example, a host of
childhood developmental disorders are included as
mental disorders. The child who is dyslexic, has speech
problems such as stuttering, or has great difficulties
with arithmetic is given a DSM-IV-TR diagnosis.
Many question the appropriateness or benefit of label-
ing these conditions as mental disorders.

Another example of the possible overinclusive-
ness of the DSM-IV-TR is the inclusion of “premen-
strual dysphoric disorder” as a proposed diagnostic
category. This diagnosis and its criteria appear in

the appendix containing diagnostic criteria provided
for further study. Many women objected strenuously
to this diagnosis when it was first proposed because
they argued that such a category could easily be used
to discriminate against women in many areas (e.g.,
employment). Controversial diagnoses like this cause
some to wonder whether the architects of the DSM
have gone too far.

Additional Concerns. Although the previously
described difficulties are real and fairly obvious, a
number of indirect or subtle problems arise through
the acceptance and use of diagnostic classification
systems. For example, classifications tend to create
the impression that mental disorders exist per se.
Such terms as disorder, symptom, condition, and suffer-
ing from suggest that the patient is the victim of a
disease process. The language of the system can
eventually lead even astute observers toward a
view that interprets learned reactions or person–
environment encounters as disease processes.

In addition, if we are not careful, we may
come to feel that classifying people is more satisfying
than trying to relieve their problems. As we shall see
later, therapy can be an uncertain, time-consuming
process that is often fraught with failure. But pigeon-
holing can be immediately rewarding: It provides a
sense of closure to the classifier. Like solving cross-
word puzzles, it may relieve tension without having
any long-term positive social significance.

The system likewise caters to the public’s desire
to regard problems in living as medical problems
that can be dealt with simply and easily by a pill,
an injection, or a scalpel. Unfortunately, however,
learning to solve psychological problems is hard
work. The easier approach is to adopt a passive,
dependent posture in which the patient is relieved
of psychological pain by an omniscient doctor.
Although such a view may be serviceable in dealing
with strictly medical problems (but see Engel,
1977), it has dubious value at best in confronting
the psychosocial problems of living.

A final indirect problem is that diagnosis can be
harmful or even stigmatizing to the person who is
labeled. In our society, diagnosis may close doors
rather than open them for patients and ex-patients.

T A B L E 5-7 DSM-IV-TR Cultural Formulation

DSM-IV-TR (APA, 2000) suggests that a mental health
professional supplement traditional DSM-IV-TR diagnostic
formulations with a cultural formulation of presenting
symptoms of clients whose cultural background differs
from that of the treating mental health professional.
Information is obtained to address the following topics:

■ Cultural identity of the client: Note the client’s ethnic
or cultural reference groups as well as language
abilities and preferences.

■ Cultural explanations of the client’s problems: Note
how the identified cultural group might explain the
present symptoms and how these symptoms com-
pare to those experienced by those in the cultural
reference group.

■ Cultural factors related to the psychosocial environ-
ment: Note how the cultural reference group might
interpret the social stresses, as well as availability of
social supports and other resources that may aid
treatment.

■ Cultural influences on the relationship between the
client and the mental health professional: Indicate
differences in cultural and social status between the
client and mental health professional that might
influence diagnosis and treatment.

■ Overall cultural assessment for diagnosis and care:
Summarize how cultural factors and considerations
are likely to influence the assessment and treatment
of the client.
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Stigma is also a major reason people do not seek
treatment for mental distress (Corrigan, 2004). Too
often, diagnosis seems to obscure the real person;
observers see labels, not the real people behind
them. Thus, labels can damage relationships, prevent
people from being hired or promoted or from seek-
ing treatment, and in extreme cases, result in a loss of
civil rights. Labels can even encourage some people
to capitulate and assume the role of a “sick” person.

CA USES O F ABN ORMAL B EHAVI OR

AND MENTAL ILLNESS

Up to this point, we have discussed issues regarding
the description and definition of abnormal behavior
as well as the implications of diagnosing and classi-
fying individuals. However, very little has been said
about what factors may cause abnormal behavior
and mental illness. Although we will discuss various
etiological models of psychopathology in the chapters on
intervention, it is useful to present these models
briefly here to give you some idea of the predomi-
nant viewpoints.

Major Models of Psychopathology

Table 5-8 presents a brief overview of major mod-
els of psychopathology and the explanation of
abnormal behavior offered by each. As can be
seen, some of the etiological models are quite dif-
ferent in their perspective on abnormal behavior.
We will discuss these models in more detail later
in the book, in the context of clinical interventions
(Chapters 11–15) and specialties in clinical psychol-
ogy (Chapters 16–19). As we will see, differences
among the models have implications for how a cli-
nician adhering to one of these viewpoints will
conduct assessment and treatment. For example, a
clinical psychologist subscribing to a cognitive the-
ory of depression will probably use cognitively
based assessment instruments to identify maladap-
tive cognitions as well as cognitive-behavioral inter-
ventions to treat depression (see Chapter 14).

Diathesis-Stress Model

A more general model of etiology that can accom-
modate a variety of theoretical viewpoints (e.g.,
those in Table 5-8) is the diathesis-stress model of
psychopathology. The diathesis-stress model is not

T A B L E 5-8 Brief Description of Several Models of Psychopathology

Model Explanation Example of Abnormal Behavior

Biological Processes in central nervous system (CNS) have
gone awry

Schizophrenia is caused by an excess of
dopaminergic activity.

Developmental
Psychopathology

Maladjustment arises from a distortion in the
path or trajectory in healthy adaptation;
maladjustment is due to interactions between
the individual and their environment

Depression is caused by interpersonal stressors
that make it hard to learn appropriate coping
skills, and depression cyclically leads to later
additional interpersonal stressors

Psychodynamic Intrapsychic conflict Specific phobia is due to the displacement of an
intrapsychic conflict onto an external object that
can then be avoided.

Learning Learned the same way normal behavior is
learned

Specific phobia is learned via classical
conditioning.

Cognitive Due to maladaptive cognitions Depression results from negative views about
oneself, the world, and the future.

Humanistic Relative neglect of one’s own self-view and
overreliance on the appraisals of others when
the two are incongruous

Generalized anxiety disorder reflects this over-
reliance and incongruity.
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wedded to one school of thought and can incorpo-
rate biological, psychological, and environmental
factors. A diathesis refers to a vulnerability or predis-
position to possibly develop the disorder in ques-
tion. A diathesis can be biological (e.g., a genetic
predisposition, a deficit or excess in neurotransmit-
ter functioning) or psychological (e.g., maladaptive
cognitive schema, maladaptive personality style). A
diathesis is necessary but not sufficient to produce a
mental disorder. Predispositions, whether they are
biological or psychological, do not guarantee that
people develop psychological disorders like anxiety
disorder or depression. According to the diathesis-
stress model, the combination of a predisposition and
stress (or stressors) may produce psychological
problems.

One way to think of a predisposition or diathesis
is in terms of vulnerability. You can be vulnerable to
a disorder or condition, but that does not ensure that
you will develop the disorder. What is required in
addition to a diathesis is sufficient stress. It is the inter-
play between the predisposition and stress that will
determine whether a disorder develops. Within this
framework, stress can be environmental (e.g., victim
of an assault), biological (e.g., poor nutrition), inter-
personal (e.g., acrimonious marriage), or even psy-
chological (e.g., toxic family environment).

Two other features of this model are important
to note as well. First, it is important to recognize that
a diathesis or predisposition, be it biological or psy-
chological, can influence the perception of stress. Stress is,
after all, subjective in nature. The same event may be
perceived and experienced as much more stressful by
one person than another person who has a different
level of the diathesis or vulnerability.

Second, one’s predisposition is likely to influ-
ence a person’s own life course and choice of experiences.
In other words, individuals’ choices of life experi-
ence and their preferences are likely guided, at least
in part, by the diathesis. This makes some sense, if
we think about it for a moment. Our experiences
are influenced by a number of preferences and deci-
sions we make. The kinds of friends or romantic
partners we choose, the experiences we seek out,

the jobs we take, the place we choose to live—all of
these are likely influenced by diatheses we bring to
each decision. These choices and experiences, in
turn, influence the people, places, and events we
encounter in life. So, the point here is that a diath-
esis will at least partially determine the range and
varieties of life events that we experience, some of
which may be perceived as stressful.

Both the diathesis and the stress are necessary to
produce the disorder in question. Possessing the
diathesis increases the likelihood of developing the
disorder but does not guarantee this outcome.
Moreover, as may be apparent, the exact nature
of the diathesis and stress necessary for developing
a specific disorder is likely to vary from disorder to
disorder. Finally, the interaction between the diath-
esis and stress is also likely to be disorder-specific
(see, e.g., Monroe & Simons, 1991).

But how do these two interact to lead to psy-
chological disorders, according to the diathesis-
stress model? Is a predisposition an all-or-nothing
vulnerability? What about stress? As it turns out, a
dimensional perspective on both diathesis and stress
is most consistent with current research and theory.
This has important implications. For most of us,
some degree of diathesis or predisposition is present,
ranging from low vulnerability to high vulnerabil-
ity. Figure 5-4 presents an example of how different
levels of diathesis (vulnerability) may interact with
different levels of stress to produce symptoms of
psychological disorder (y-axis; rated on a scale
from 0 to 10). As you can see, when the diathesis
is absent or very low, even moderate levels of stress
may not result in many features of psychology dis-
order (rating of 5). However, with increasing levels
of vulnerability (e.g., Diathesis High), even moder-
ate and high levels of stress result in significant fea-
tures of psychological disorder.

This model helps us begin to understand why
two people exposed to the same adverse conditions
and levels of stress may have different outcomes.
For example, why does one soldier develop severe
symptoms of post-traumatic stress disorder after
serving in the Gulf War while another who fought
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side by side with him does not? The explanation, in
simplest terms, is that the soldiers’ respective levels
of vulnerability to post-traumatic stress disorder
differed.

THE VALUE OF CLASS IF ICAT ION

Classification systems are necessary; otherwise, our
experience and our consciousness become a chaotic
array of events. By abstracting the similarities and
the differences among the events of our experience,
we can establish categories of varying width and
purpose that allow us to generalize and predict.

Clinical psychology is very much concerned
with the diagnosis, classification, and treatment of
mental illness. The DSM-IV-TR system, although

clearly not perfect, will continue to be used by
contemporary clinical psychologists in their
research, consultation, and practice. All of us have,
and will continue to have, some disagreement with
the DSM-IV-TR or any other diagnostic system.
Diagnostic systems have their advantages and disad-
vantages, and the criteria for individual mental dis-
orders are fallible (Widiger & Trull, 1991). The
DSM-IV-TR, like its predecessors, has been accused
of being more useful for clinical research than for
clinical practice. This is probably why clinicians
often fail to use the diagnostic manual. However,
we hope that you are convinced that diagnostic
formulations are important because these formula-
tions have communication value, have potential
treatment implications, and facilitate psychopathol-
ogy research.

CHAP TER SUMMARY

Clinical psychologists engage in the diagnosis and
classification of psychological problems. A single, all-
encompassing definition of what constitutes

“abnormality” is difficult to come by. In this chapter,
we have reviewed the pros and cons of three fre-
quently cited criteria for abnormal behavior:

Stress absent Stress low Stress Medium Stress High

Diathesis absent Diathesis Low Diathesis Medium Diathesis High
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F I G U R E 5-4 Continuum of Vulnerability (Diathesis) and Stress
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conformity to norms, subjective distress, and disability
or dysfunction.

Mental illness refers to a large class of fre-
quently observed syndromes that are comprised of
co-occurring abnormal behaviors. The diagnosis of
psychological problems or mental illness serves the
function of communication, promotes research, and
suggests treatment options. The DSM-IV-TR is the
official diagnostic system used in the United States
(and other places as well).

Diagnostic classification systems should be prac-
tical, descriptive, reliable, valid, and unbiased and
provide comprehensive coverage of frequently

encountered clinical problems. Such diagnostic sys-
tems will advance the field by promoting psychopa-
thology research, allowing us to investigate the
causes and treatment of psychological problems.

Features of psychological disorders lie on a con-
tinuum and vary in degree. The diathesis-stress
model of psychopathology can accommodate major
theoretical models of how mental disorders develop.
Further, this comprehensive model highlights that
both vulnerability to disorder (diathesis) and stress
experienced lie on a continuum. It provides a better
understanding of why some people exposed to the
same stress develop problems whereas others do not.

KEY TERMS

Axis I The diagnostic axis of the DSM-IV-TR that
identifies all of the clinical disorders that are
present, except for the personality disorders and
mental retardation.

Axis II The diagnostic axis of the DSM-IV-TR
that indicates the presence of personality disorders
or mental retardation.

Axis III The diagnostic axis of the DSM-IV-TR
that identifies current medical conditions that may
be relevant to the conceptualization or treatment
of the disorders diagnosed on Axes I and II.

Axis IV The diagnostic axis of the DSM-IV-TR
that specifies any psychosocial or environmental
problems relevant to diagnosis, treatment, and
prognosis.

Axis V The diagnostic axis of the DSM-IV-TR
that provides a numerical index of the individual’s
overall level of functioning.

categories Discrete classifications. Many of the
mental disorders in the current diagnostic system are
presented as categorical in nature, meaning that people
are judged either to have the disorder or not have it.

conformity to norms One of the three major
definitions of abnormal behavior, this definition
labels behavior as abnormal if it violates cultural
norms.

cultural relativity In the context of conformity-
oriented definitions of abnormal behavior, the fact
that judgments about the abnormality of a
particular behavior may vary from culture to
culture or subculture to subculture.

cutoff points In the context of conformity-
oriented definitions of abnormal behavior, the
numerical values on a test or inventory that
differentiate normal from abnormal performance.

DC 0–3 A diagnostic classification system
describing patterns of maladjustment and symp-
toms among children aged 0 to 3 years.

DC 0–3R The current version of the DC 0–3.

diathesis In the diathesis-stress model of psycho-
pathology, a vulnerability (e.g., genetic, psycho-
logical) to develop a particular disorder.

dimensions Continua. In a dimensional classi-
fication system, individuals may be seen as falling
on any point of a continuum ranging from total
absence of a disorder to its most severe
manifestation.

disability or dysfunction One of the three
major definitions of abnormal behavior, this
definition labels behavior as abnormal if it
creates social or occupational problems for the
individual.
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DSM-III The third edition of the Diagnostic and
Statistical Manual for Mental Disorders, published in
1980. The DSM-III introduced revolutionary
changes in the diagnostic system, including
explicit, etiologically neutral diagnostic criteria and
a multiaxial system of diagnosis.

DSM-IV-TR The current edition of the Diag-
nostic and Statistical Manual for Mental Disorders,
published in 2000.

environmental stress In the diathesis-stress
model of psychopathology, a stressor (e.g., biolo-
gical, psychological) that acts together with a
diathesis to produce a given mental disorder.

etiological factors Causal factors.

etiological models of psychopathology
Causal models of abnormal behavior and
mental illness that also have implications for
assessment and treatment. Major etiological
models of psychopathology include the bio-
logical, psychodynamic, learning, and cognitive
models.

Global Assessment of Functioning The score
provided on Axis V that serves as an index of the
person’s overall level of functioning.

mental disorder A syndrome (cluster of abnor-
mal behaviors) occurring within an individual that
is associated with distress, disability, or increased
risk of problems.

mental illness A large class of frequently observed
syndromes that comprise certain abnormal beha-
viors or features.

multiaxial assessment The evaluation of patients
along multiple domains of information. The DSM-
IV-TR calls for diagnosis along five separate axes,

each of which aids in treatment planning and the
prediction of outcome.

principal diagnosis The diagnosis that is
chiefly responsible for a person’s distress or
disability and should be considered the focus of
treatment.

psychopathologist A scientist who studies the
causes of mental disorders as well as the factors that
influence their development.

reliability In the context of diagnostic classifica-
tion, the consistency of diagnostic judgments
across raters.

sex bias In the context of diagnostic classifica-
tion, sex bias would be demonstrated if the same
cluster of behaviors resulted in a diagnosis for
members of one sex but not for the other.
Although the current diagnostic criteria are not
biased in and of themselves, clinicians may be
biased in the way they apply these diagnoses to
males and females.

structured diagnostic interviews A class of
interviews that assesses for the specific criteria
appearing in the diagnostic manual.

subjective distress One of the three major
definitions of abnormal behavior, this definition
labels as psychologically abnormal those people
with a poor sense of well-being and/or a high level
of subjective distress.

syndrome A group of symptoms that tend to
occur together.

validity In the context of diagnostic classification,
the extent to which diagnoses correlate with
meaningful variables such as etiology, prognosis,
and treatment outcome.

WEB SITES OF INTEREST

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

5-1 Mental Health America
http://www.mentalhealthamerica.net/

5-2 National Alliance on Mental Illness
http://www.nami.org/

5-3 Mental Health Advocacy Coalition
http://www.mentalhealthadvocacy.org/
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5-4 Health Minds
http://www.mentalhealthadvocacy.org/

5-5 Active Minds (Mental Health on College
Campuses)
http://www.activeminds.org/

5-6 DSM-V Project Site
http://www.dsm5.org
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6

The Assessment Interview

FOCUS QUESTIONS

1. What are major issues to consider when
conducting an assessment interview?

2. What are the most common types of assess-
ment interviews? Briefly describe each type.

3. What are the similarities and differences
between structured and unstructured
interviews?

4. What types of reliability and validity are
relevant to an evaluation of a structured
interview?

5. Why is the validity of a structured diagnostic
interview difficult to assess?

CHAPTER OUTLINE

Assessment in Clinical Psychology
Definition and Purpose
The Referral
The Case of Billy G.
What Influences How the Clinician Addresses
the Referral Question?

The Interview
General Characteristics of Interviews
BOX 6-1: Computer Interviewing: Are Clinicians

Necessary?
Interviewing Essentials and Techniques
Rapport
Communication
The Patient’s Frame of Reference
The Clinician’s Frame of Reference

Varieties of Interviews
The Intake-Admission Interview

The Mental Status Examination Interview
BOX 6-2: Sample Intake Report
The Case-History Interview
The Crisis Interview
BOX 6-3: Clinical Psychologist Perspective:

Thomas A. Widiger, Ph.D.
The Diagnostic Interview

Reliability and Validity of Interviews
Reliability
Validity
Suggestions for Improving Reliability
and Validity

The Art and Science of Interviewing

CHAPTER SUMMARY

KEY TERMS
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A ssessment has long been an important activity
of clinical psychologists. In the previous chap-

ter, we touched on assessment in our discussion of
the diagnosis of mental disorders. In this chapter, the
focus is on interviewing. Subsequent chapters will
deal with the assessment of intelligence, personality
and psychopathology, and behavior, along with the
process of clinical judgment. Before we plunge into
the specifics of interviewing, however, let us make a
few general comments about assessment.

ASSESSMENT I N CL IN ICAL

PSY CHOLOGY

As mentioned in Chapter 2, psychological assessment
as an area of emphasis has seen its ups and downs.
During the 1960s and 1970s, there seemed to be a
decline in interest in psychological assessment (Abeles,
1990). Therapy was the more glamorous enterprise,
and assessment almost seemed somehow “unfair” to
clients. It appeared that clinical psychology’s historical
commitment to assessment was waning. The prevail-
ing attitude about assessment was “Let the technicians
do it!” But in the 1980s, something else began to
happen. Students began to show an interest in speciali-
zation. They discovered forensic psychology (the
application of psychology to legal issues), or they
became intrigued by pediatric psychology, geriatrics,
or even neuropsychology.

This renewed interest in psychological assess-
ment has carried forward in time. Currently, clinical
psychologists more and more use an evidenced-
based approach to clinical assessment. Evidence-
based assessment (EBA; Hunsley & Mash, 2007)
uses theory and knowledge about psychological pro-
blems to help in the selection of assessment methods
and measures, as well as to guide the actual process of
assessment itself. Such an approach overcomes many
of the weaknesses of past assessment practices,
including a “one-test-fits-all” test selection approach,
the use of poorly validated measures, unreliable test
interpretation, and the use of tests with limited evi-
dence for treatment utility (Hunsley & Mash, 2007).

In other words, clinical psychologists must be
properly trained to know about the assessment pro-
cess itself, about the conditions to be evaluated, and
about the psychometric properties of assessment
methods and measures that are available to address
the specific assessment situation at hand.

Definition and Purpose

Before proceeding, it is important to provide a defi-
nition of psychological assessment and outline some
of its goals and features. Psychological assessment can
be formally defined in many ways. Clinical assess-
ment involves an evaluation of an individual’s or
family’s strengths and weaknesses, a conceptualiza-
tion of the problem at hand (as well as possible etio-
logical factors), and some prescription for alleviating
the problem; all of these lead us to a better under-
standing of the client. Assessment is not something
that is done once and then is forever finished. In
many cases, it is an ongoing process—even an every-
day process, as in psychotherapy. Whether the clini-
cian is making decisions or solving problems, clinical
assessment is the means to the end.

Intuitively, we all understand the purpose of diag-
nosis or assessment. Before physicians can prescribe a
treatment, they must first understand the nature of the
illness. Before plumbers can begin soldering pipes, they
must first determine the character and location of the
difficulty. What is true in medicine and plumbing is
equally true in clinical psychology. Aside from a few
cases involving pure luck, our capacity to solve clinical
problems is directly related to our skill in defining
them. Most of us can remember our parents’ stern
admonition: “Think before you act!” In a sense, this
is the essence of the assessment or diagnostic process.
To illustrate this idea, consider the following case.

The Referral

The assessment process begins with a referral.
Someone—a parent, a teacher, a psychiatrist, a
judge, or perhaps a psychologist—poses a question
about the patient. “Why is Juan disobedient?”
“Why can’t Alicia learn to read like the other chil-
dren?” “Is the patient’s impoverished behavioral
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repertoire a function of poor learning opportunities,
or does this constriction represent an effort to avoid
close relationships with other people who might be
threatening?”

Clinicians thus begin with the referral question. It
is important that they take pains to understand pre-
cisely what the question is or what the referral source

is seeking. In some instances, the question may be
impossible to answer; in others, the clinician may
decide that a direct answer is inappropriate or that
the question needs rephrasing. For example, the cli-
nician may decide that the question “Is this patient
capable of murder?” is unanswerable unless there is
more information about the situation. Thus, the

The Case of Billy G.

Billy was in the third grade and having trouble. His
teacher reported a number of classroom behavior
problems. Billy was loud, talkative, and easily dis-
tracted. He was aggressive, and sometimes he struck
the other children. His behavior was impulsive, erratic,
and obviously hyperactive. He had become a totally
disruptive force in the classroom.

Several conferences with the teacher finally con-
vinced Billy’s parents that the problem was not
completely the school’s responsibility. Indeed, much of
Billy’s behavior was mirrored at home, where he was
equally difficult to control. His grades had plummeted
in recent months, but his parents could not believe
there was an intellectual problem. Therefore, it
seemed to them that the explanation must lie in either
physical or emotional factors.

Their first decision was to take Billy to their family
physician. She could find nothing wrong physically and
suggested that they have Billy see a neurologist. After a
full neurological examination, including an electroen-
cephalogram and an exhaustive behavioral and medical
history, the neurologist could not arrive at a definitive
diagnosis.

There was no history of birth trauma, head injury,
encephalitis, or risk factors for neurological disease. At
the same time, a behavioral history compiled from
teachers’ reports, parental observations, and the neu-
rologist’s own observations confirmed the existence of
a definite problem.

The neurologist was leaning toward a diagnosis of
attention deficit/hyperactivity disorder (ADHD). However,
the neurologist was psychologically minded, and he felt
that he detected a strained and somewhat hostile rela-
tionship between the parents. In the course of his con-
versations with the parents, he also learned that the
husbandwas rarely home and seemed totally absorbed in
his ambitions to advance in his job. Themother seemed to
be reacting to her self-perceived neglect by becoming
extremely active in community service and social func-
tions. When Billy came home from school, she was almost
always playing bridge, attending fund-raising activities,

or shopping. It certainly seemed that neither parent had
much time for Billy. In fact, only since Billy’s problems had
come to a head in school had the parents seemed aware
of him at all.

Thus, the neurologist faced a diagnostic dilemma.
Because stimulant medication (e.g., Ritalin) has often
been effective with such cases, this might be the way
to go. On the other hand, there certainly seemed to be
a pattern of parental rejection that might have pro-
duced resentment in Billy. Therefore, the “hyperactiv-
ity” could be construed as an attempt to gain attention
from the parents and parental surrogates (teachers).
Such a formulation seemed to imply a recommenda-
tion of psychotherapy for the parents and for Billy as
well.

The neurologist was concerned about making the
wrong diagnosis. Medication has its side effects and
might even exacerbate the problem. Further, if the
problem were not ADHD, then Billy’s behavioral reac-
tions might become more established during the time
wasted, and psychotherapy might be more difficult. A
diagnosis of ADHD might also create a greater unwill-
ingness in the parents to accept their role in Billy’s
behavioral difficulties. On the other hand, suppose the
family went the psychotherapeutic route, only to learn
later that the problem was treatable with medication.
Then precious time would have been wasted, and per-
haps avoidable physical harm would have occurred.

Thus, the assessment question became one of
choosing between a behavioral or biological explana-
tion for Billy’s problems—each of which had very dis-
tinct treatment implications. Faced with this quandary,
the neurologist decided to refer Billy to a clinical child
psychologist, who could be expected to administer a
variety of intelligence and personality tests, to inter-
view the parents more thoroughly, and to observe Billy
under a variety of conditions. The neurologist hoped
that a psychological report, coupled with his own
neurological findings, would allow him to arrive at a
more informed diagnostic and treatment decision.
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question might be rephrased to include probabilities
with respect to certain kinds of situations. If parents
want their child tested for the sole, often narcissistic,
purpose of determining the child’s IQ, the clinician
might decide that providing such information would
eventually do the child more harm than good. Most
parents do not have the psychometric background to
understand what an IQ estimate means and are quite
likely to misinterpret it. Thus, before accepting the
referral in an instance of this kind, the clinical psy-
chologist would be well advised to discuss matters
with the parents.

What Influences How the Clinician

Addresses the Referral Question?

The kinds of information sought are often heavily
influenced by the clinician’s theoretical commit-
ments. For example, a psychodynamic clinician

may be more likely to ask about early childhood
experiences than would a behavioral clinician. In
other cases, the information obtained may be simi-
lar, but clinicians will make different inferences
from it. For example, to a psychodynamic clinician
frequent headaches may suggest the presence of
underlying hostility but merely evidence of job
stress to a behavioral clinician. For some clinicians,
case-history data are important because they aid in
helping the client develop an anxiety hierarchy; for
others, they are a way of confirming hypotheses
about the client’s needs and expectations.

Assessment, then, is not a completely standard-
ized set of procedures. All clients are not given the
same tests or asked the same questions. The purpose
of assessment is not to discover the “true psychic
essence” of the client, but to describe that client
in a way that is useful to the referral source—a
way that will lead to the solution of a problem.

Clinical psychologists frequently use interviews to assess their clients or patients.
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Of course, this does not mean that one description
is as good as another for a particular case.

TH E INTER VIEW

Almost all professions count interviewing as a chief
technique for gathering data and making decisions.
For politicians, consumers, psychiatrists, employers,
or people in general, interviewing has always been a
major tool. As with any activity that is engaged in
frequently, people sometimes take interviewing for
granted or believe that it involves no special skills;
they can easily overestimate their understanding
of the interview process. Although many people
seem awed by the mystique of projective tests or
impressed by the psychometric intricacies of objec-
tive tests, there is an easy yet deceptive familiarity to
interviewing.

The assessment interview is at once the most basic
and the most serviceable technique used by the clin-
ical psychologist. In the hands of a skilled clinician,
its wide range of application and adaptability make it
a major instrument for clinical decision making,
understanding, and prediction. But for all this, we
must not lose sight of the fact that the clinical utility
of the interview can be no greater than the skill and
sensitivity of the clinician who uses it. In this section,
we discuss some basic features of the clinical inter-
view as well as the various interviewing skills and
techniques that must be mastered.

General Characteristics of Interviews

An Interaction. An interview is an interaction
between at least two persons. Each participant con-
tributes to the process, and each influences the
responses of the other. But this characterization falls
short of defining the process. Ordinary conversation
is interactional, but surely, interviewing goes beyond
that. Interviewing, like conversation, involves face-
to-face verbal encounters or exchanges. However, a
clinical interview is initiated with a goal or set of goals
in mind. The interviewer approaches the interaction
purposefully, bearing the responsibility for keeping
the interview on track and moving toward the goal.
Thus, the easy informality that often characterizes

ordinary conversation is less evident. A good inter-
view is one that is carefully planned, deliberately and
skillfully executed, and goal-oriented throughout.

Interviewing clearly takes many forms—from
fact finding to emotional release to cross-
examination. However, all forms of professionally
executed interviews are devoid of one feature that
often characterizes normal conversation: Inter-
viewers are not using the interchange to achieve
either personal satisfaction or enhanced prestige.
They are using it to elicit data, information, beliefs,
or attitudes in the most skilled fashion possible.

Interviews Versus Tests. In a sense, interviews
occupy a position somewhere between ordinary con-
versation and tests. Interviews are more purposeful
and organized than conversation but sometimes less
formalized or standardized than psychological tests.
The exceptions are the structured diagnostic inter-
views discussed later in this chapter, which in some
ways resemble standardized psychological tests.

The hallmark of psychological testing is the col-
lection of data under standardized conditions by
means of explicit procedures. Most interviews, how-
ever, make provision for at least some flexibility.
Thus, a unique characteristic of the interview
method is the wider opportunity it provides for an
individualized approach that will be effective in eli-
citing data from a particular person or patient. This
flexibility represents both the strength and the weak-
ness of many interviewing techniques. Although one
can seek information in the way that seems most
appropriate for Patient X, there is also a distinct
potential for unreliability and error. We’ll have
more to say about threats to the reliability and valid-
ity of interview data later in this chapter.

The Art of Interviewing. Interviewing has often
been regarded as an art. Except in the most struc-
tured, formal interviews, there is a degree of free-
dom to exercise one’s skill and resourcefulness that
is generally absent from other assessment proce-
dures. Decisions such as when to probe, when to
be silent, or when to be indirect or subtle test the
skill of the interviewer. With experience, one learns
to respond to interviewee cues in a progressively
more sensitive fashion that ultimately serves the
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purposes of the interview. However, it is important
to remember that a considerable amount of research
on interviewing has been carried out. Practically,
this means that novices do not need to rely solely
on the slow and sometimes painful accumulation of
experience to polish their skill. They can profit
from the study of a considerable body of research
on interviewing that provides a scientific founda-
tion for their art (Garb, 1998).

Interviewing Essentials

and Techniques

Many factors influence the productivity and utility
of data obtained from interviews. Some involve the
physical setting. Others are related to the nature of
the patient. A mute or uncommunicative patient
may not cooperate regardless of the level of the
interviewer’s skills. Few interviewers are effective

BOX 6-1 Computer Interviewing: Are Clinicians Necessary?

In recent years, use of computer interviewing has been
growing. Computers have been used to take psychiatric
histories, cover assessment of specific problems, do
behavioral assessments, and assist in the diagnosis of
mental disorders (First, 1994; Greist, 1998; Kobak, Greist,
Jefferson, & Katzelnick, 1996). These uses of the com-
puter are said to have several advantages (Erdman,
Klein, & Greist, 1985; First, 1994; Greist, 1998). For
example, the computer always asks all the questions
assigned, reliability is 100%, and for some patients at
least, it is less uncomfortable and embarrassing to deal
with an inanimate object than a live clinician. At the same
time, computers are impersonal and, some might even
say, dehumanizing. Then, too, only structured interviews
can be employed; interviewer flexibility is not possible
(First, 1994). For example, it is not possible to ask addi-
tional questions aimed at clarification when an intervie-
wee’s response is unclear. Also, the wording and order of
questions cannot be tailored tomeet the special needs of
individual patients. Still, computer interviews have been
shown to be useful in identifying target symptoms in cli-
ents (Farrell, Complair, & McCullough, 1987).

There are computerized versions of diagnostic
interviews as well. For example, the Computerized
Diagnostic Interview Schedule Revised (Blouin, 1991),
or CDISR, can be administered by a personal computer,
and it assesses the presence and severity of symptoms
related to more than 30 Axis I mental disorder diag-
noses (e.g., major depression, alcohol dependence,
panic disorder). Studies comparing computer-
administered and interviewer-administered versions of
the DIS have been supportive (Blouin, Perez, & Blouin,
1988; Greist et al., 1987).

Finally, it is interesting to note that the use of
computer-assisted interviews has been taken a step
further. Recently, Baer et al. (1995) reported prelimi-
nary data on a fully automated telephone screening
system that uses computerized digital voice recordings
and touch-tone responses to assess community

residents for symptoms of depression. In this study, a
screening test was offered to community residents.
When the toll-free number was called, a series of
questions about a variety of depressive symptoms was
administered to each caller. Callers answered the
questions by selecting specified numbers on the
telephone keypad, and there was an option to have
the question repeated. All text was narrated by a
professional actress and actor. Immediate feedback
regarding the level of depression (no depression,
minimal or mild depression, severe or extreme depres-
sion) was provided to each caller. Toll-free telephone
numbers of selected health care professionals were
provided to all callers whose responses indicated at
least minimal levels of depression.

Do these new computer applications mean the
clinician will soon be obsolete? First (1994), for one,
thinks not. Although he acknowledges the various
advantages of computer-assisted interview assess-
ments, he cites several reasons the computer cannot
currently replace the clinician:

■ Many nonverbal cues (e.g., facial expressions and
vocal inflections) are not currently amenable to
computer-based assessment.

■ We do not currently have computer-based tech-
nology that can process unrestricted language
(i.e., free-form patient responses that are typed or
submitted in response to computer queries).

■ Only clinicians can encode and process informa-
tion relevant to the course of a mental disorder or
temporal sequencing of symptoms.

■ Only clinicians areable toapply“clinical judgment”—
the implicit threshold of clinical significance.

However, it is important to note that technologi-
cal advances may someday make several of First’s
points moot, and as we will discuss in Chapter 10,
clinical judgment has its limitations as well.
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with every patient. Several factors or skills,
however, can increase the likelihood that inter-
views will be productive. Training and supervised
experience in interviewing are very important.
Techniques that work well for one interviewer
can be notably less effective for another; there is
a crucial interaction between technique and inter-
viewer. This is why gaining experience in a super-
vised setting is so important; it enables the
interviewer to achieve some awareness of the
nature of this interaction.

Training, then, involves not just a simple mem-
orization of rules, but, rather, a growing knowledge
of the relationships among rules, the concrete situ-
ation being confronted, and one’s own impact in
interview situations.

The Physical Arrangements. An interview can
be conducted anywhere that two people can meet
and interact. On some occasions, this happens by
chance—an encounter with a patient on the street,
for example. Usually, the clinician does not choose
such a setting. But the needs of the patient, the
degree of urgency in the situation, or even, in
some instances, sheer coincidence may make an
interview of sorts inevitable.

Obviously, certain physical arrangements are
especially desirable for an interview. Two of the
most important considerations are privacy and protec-
tion from interruptions. Nothing is more damaging to
the continuity of an interview than a phone that rings
relentlessly, an administrative assistant’s query, or an
imperative knock on the door. Such interruptions are
extremely disruptive. But even more important is the
message they subtly convey—that the patient and his
or her problems are of secondary importance. After
all, administrative assistants do not knock on the door
or put through a call if they have been instructed
otherwise.

Because lack of privacy can lead to many delete-
rious outcomes, soundproofing is also very important.
If noise from a hallway or an adjacent office intrudes,
patients will probably assume that their own voices
can also be heard outside. Few patients are likely to be
open and responsive under such conditions.

The office or its furnishings can be as distract-
ing as loud noises and external clamor. There are

few rules in this area, and much depends on indi-
vidual taste. However, many clinicians prefer offices
that are fairly neutral, yet tasteful. In short, an office
with furnishings that demand attention or seem to
cry out for comment would not be ideal. The
therapist-golfer need not turn the office into a
shrine for golf’s greatest legends; the therapist with
a penchant for antique cars would do well not to
litter the desk with scale models of 1928 Fords.
Somehow, there must be a middle ground between
an office that is cold and forbidding through its very
neutrality and one that is littered with obtrusive and
distracting objects.

Note-Taking and Recording. All contacts with
clients ultimately need to be documented. However,
there is some debate over whether notes should be
taken during an interview. Although there are few
absolutes, in general, it would seem desirable to take
occasional notes during an interview.

A few key phrases jotted down will help the
clinician’s recall. Most clinicians have had the expe-
rience of feeling that the material in an interview is
so important that there is no need to take notes—
that the material will easily be remembered. How-
ever, after having seen a few additional patients, the
clinician may not be able to recall much from the
earlier interview. Therefore, a moderate amount of
note-taking seems worthwhile. Most patients will
not be troubled by it, and if one should be, the
topic can be discussed. Occasionally, a patient may
comment that what is said must be really important
since you are taking it down. Occasionally, too, a
patient may request that the clinician not take notes
while a certain topic is being discussed.

Most patients probably expect a certain amount
of note-taking. However, any attempt at taking ver-
batim notes should be avoided (except when admin-
istering a structured interview, discussed later). One
danger in taking verbatim notes is that this practice
may prevent the clinician from attending fully to the
essence of the patient’s verbalizations. An overriding
compulsion to get it all down can detract from a
genuine understanding of the nuances and signifi-
cance of the patient’s remarks. In addition, excessive
note-taking tends to prevent the clinician from
observing the patient and from noting subtle changes
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of expression or slight changes in body position. Fur-
thermore, a fully transcribed interview will have to
be read in full later. The clinician must plow through
50 minutes of notes to extract the most important
material, which may have taken up only 10 minutes
of the interview.

With today’s technology, it is easy to audiotape
or videotape interviews. Under no circumstances
should this be done without the patient’s fully
informed consent. In the vast majority of cases, a
few minutes’ explanation of the desirability of tap-
ing, with an accompanying assurance to the patient
that the tape will be kept confidential (or released
only to persons authorized by the patient), will
result in complete cooperation. Because today’s
world is awash with audio and video recording,
most patients are unlikely to object to it. By and
large, patients are not even upset by a microphone
or videorecorder that are in plain view. There may
be a few passing moments of self-consciousness, but
these quickly fade. Indeed, it may turn out that the
clinician is more threatened by the recording than
the patient, especially if the interview is likely to be
examined or evaluated by superiors or consultants.

In some instances, it is desirable to videotape
certain interviews. In the interests of research, of
training interviewers or therapists, or of feedback
to the patient as part of the therapeutic process,
videotaping sometimes has great value. Like audio
recording, it should be done openly, unobtrusively,
and with the patient’s informed consent.

Rapport

Perhaps the most essential ingredient of a good
interview is a relationship between the clinician
and the patient. The quality and nature of that rela-
tionship will vary, of course, depending on the pur-
pose of the interview. These differences will
undoubtedly affect the kind of relationship that
develops during the contact.

Definition and Functions. Rapport is the word
often used to characterize the relationship between
patient and clinician. Rapport involves a comfortable
atmosphere and a mutual understanding of the

purpose of the interview. Good rapport can be a
primary instrument by which the clinician achieves
the purposes of the interview. A cold, hostile, or
adversarial relationship is not likely to be construc-
tive. Although a positive atmosphere is certainly not
the sole ingredient for a productive interview (a
warm yet ill-prepared interviewer will not generate
the best of interviews), it is usually a necessary one.
Whatever skills the interviewer possesses will surely
be rendered more effective in proportion to the
interviewer’s capacity to establish a positive relation-
ship. Patients approach most interviews with some
degree of anxiety. They may be anxious lest they
are discovered to be “crazy”; they may be fearful
that what they state in the interview will be passed
along to employers. Whatever the specific nature of
these concerns, their presence is enough to reduce
the interviewer’s potential effectiveness.

Characteristics. Good rapport can be achieved in
many ways—perhaps as many ways as there are
clinicians. However, no bag of “rapport tricks” is
likely to substitute for an attitude of acceptance,
understanding, and respect for the integrity of the
patient. Such an attitude does not require that
the clinician like every patient. It does not require
the clinician to befriend every patient. It does not
require the clinician to master an agreed-upon set
of behaviors guaranteed to produce instant rapport.
It does require that patients not be prejudged based
on the problems they seek help for. Attitudes of
understanding, sincerity, acceptance, and empathy
are not techniques; to regard them as such is to
miss their true import. To ask to be taught how
to appear sincere, accepting, and empathic is to
confess the absence of these qualities.

When patients realize that the clinician is trying
to understand their problems in order to help them,
then a broad range of interviewer behavior
becomes possible. Probing, confrontation, and
interviewer assertiveness may be acceptable once
rapport has been established. If the patient accepts
the clinician’s ultimate goal of helping, a state of
mutual liking is not necessary. The patient will rec-
ognize that the clinician is not seeking personal sat-
isfaction in the interview.
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Rapport is not, as is often thought by begin-
ning students, a state wherein the clinician is always
liked or always regarded as a great person. Rather, it
is a relationship founded on respect, mutual confi-
dence, trust, and a certain degree of permissiveness.
It is neither a prize bestowed by an awed client nor
a popularity contest to be won by the clinician.

Some patients have had past experiences that
will not easily permit them to accept even genuine
overtures for a professional relationship. But in most
cases, if the clinician perseveres in the proper role
and maintains an attitude of respect as she or he
searches for understanding, the relationship will
develop. A common mistake of beginning inter-
viewers in early interviews is to say something like,
“There, there, don’t worry. I know exactly what
you’re feeling.” Such comments may convince cli-
ents that the interviewer does not really know how
they feel. After all, how could this stranger possibly
know how I feel? Rapport will come, but it will
come through quiet attitudes of respect, acceptance,
and competence rather than through quick fixes.

Special Considerations. Rapport can be espe-
cially challenging to achieve in cases that involve
more than one individual or a unique referral
source. For instance, a family therapy or couples
therapy case involves simultaneously establishing a
connection with multiple individuals, each of whom
may have very different perspectives and varying
enthusiasm for attending the session. Interviews of
child and adolescent clients similarly require the psy-
chologist to establish rapport with both the parent(s),
who most often has initiated contact with the psy-
chologist, and the child, who may feel blamed or
stigmatized by this parent. Rapport also can be espe-
cially challenging when the client is aware that the
information collected during the interview likely will
be used to determine a school placement, to meet
employment criteria, or to formulate a legal disposi-
tion regarding child custody, legal sanctions, or mal-
treatment allegations. In each of these cases, it is
essential to remain cognizant of the challenges in
establishing quick and easy rapport and to consider
how this may affect the validity of the data that are
being collected.

Communication

In any interview, there must be communication.
Whether we are helping persons in distress or assist-
ing patients in realizing their potential, communi-
cation is our vehicle. The real problem is to identify
the skills or techniques that will ensure maximum
communication.

Beginning a Session. It is often useful to begin
an assessment session with a casual conversation. A
brief comment or question about difficulties in
finding a parking space or even a banal comment
on the weather may help establish the clinician as a
real person and allay any fears the patient may have
had as to whether he or she can ever relate to a
“shrink.” But whatever its specific content, a brief
conversation designed to relax things before plung-
ing into the patient’s reasons for coming will usually
facilitate a good interview.

Language. Of extreme importance is the use of
language that the patient can understand. Some ini-
tial estimate of the patient’s background, educa-
tional level, or general sophistication should be
made. The kind of language employed should
then reflect that judgment. It is offensive to speak
to a 40-year-old woman with a master’s degree in
history as if she were an eighth grader. It is not
necessary to infantilize people seeking help; asking
for help need not imply that one has a diminished
capacity to understand.

At the same time, it may be necessary to aban-
don psychological jargon to be understood by some
patients. And perhaps the depth of our understand-
ing is questionable if we cannot communicate
without resorting to four-syllable words. If we
find ourselves unwittingly using grandiose language
to extort admiration from patients, then something
is wrong. Similarly, clinicians who try to use “teen-
age” language when interviewing a 15-year-old
may wind up not only alienating the client but
looking foolish in the process. In short, if your
respect for the patient is intact, you generally
need not reach for shallower techniques.

In a related vein, it is important to use words
that will be interpreted by the patient as you mean
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them to be. Very often, for example, asking a
mother how her son behaves is likely to prompt
the response, “Oh, he’s a good boy—he does just
what I tell him.” Sometimes psychologists become
so focused on concepts such as behavior that we
forget what these words mean to most people.

It is also important to clarify the intended
meaning of a word or term used by a client if
there are uncertainties or alternative interpretations.
For example, a clinician should not assume he or
she knows what a client means by the statement
“She’s abusive.” It may indicate that the individual
does not treat others particularly well, or it may
indicate that the individual is physically abusive—
something that warrants immediate intervention.

The Use of Questions. Maloney and Ward
(1976) observed that the clinician’s questions may
become progressively more structured as the inter-
view proceeds. They distinguish among several
forms of questions, including open-ended, facilita-
tive, clarifying, confronting, and direct questions.
Each is designed in its own way to promote commu-
nication. And each is useful for a specific purpose or
patient. Table 6-1 illustrates these types of questions.

Silence. Perhaps nothing is more disturbing to a
beginning interviewer than silence. However,
silences can mean many things. The important
point is to assess the meaning and function of
silence in the context of the specific interview.
The clinician’s response to silence should be rea-
soned and responsive to the goals of the interview
rather than to personal needs or insecurities.

Perhaps the client is organizing a thought or
deciding which topic to discuss next. Perhaps the
silence is indicative of some resistance. But it is as
inappropriate to jump in and fill every momentary
silence with chatter as it is to simply wait out the
patient every time, regardless of the length of
the silence. Whether the clinician ends a lengthy
silence with a comment about the silence or
decides to introduce a new line of inquiry, the
response should facilitate communication and
understanding and not be a desperate solution to
an awkward moment.

Listening. If we are to communicate effectively
in the clinician’s role, our communication must
reflect understanding and acceptance. We cannot
hope to do this if we have not been listening, for
it is by listening that we come to appreciate the
information and emotions that the patient is con-
veying. If we are concerned about impressing the
client, if we are insecure in our role, if we are
guided by motivations other than the need to
understand and accept, then we are not likely to
be effective listeners.

Many people, for example, when introduced to
someone, cannot recall the person’s name 2 minutes
later. The most common reason for this is a failure to
listen. They were distracted, preoccupied, or perhaps
so concerned about their own appearance that they
never really heard the name. Sometimes therapists
are so sure of an impression about the patient that
they stop listening and thereby ignore important
new data. The skilled clinician is one who has
learned when to be an active listener.

T A B L E 6-1 Five Types of Interview Questions

Type Importance Example

Open-ended Gives patient responsibility and latitude for
responding

“Would you tell me about your experiences in
the Army?”

Facilitative Encourages patient’s flow of conversation “Can you tell me a little more about that?”

Clarifying Encourages clarity or amplification “I guess this means you felt like … ?”

Confronting Challenges inconsistencies or contradictions “Before, when you said … ?”

Direct Once rapport has been established and the
patient is taking responsibility

“What did you say to your father when he
criticized your choice?”

SOURCE: Maloney and Ward (1976).
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Gratification of Self. The clinical interview is not
the time or the place for clinicians to work out their
own problems. Sometimes a clinician is profes-
sionally insecure or inexperienced. Sometimes the
patient’s problems, experiences, or conversation
reminds clinicians of their own problems or threatens
their own values, attitudes, or adjustment. In one
way or another, however, clinicians must resist the
temptation to shift the focus to themselves. Rather,
their focus must remain on the patient. This is
obviously a matter of degree. None of us is so self-
controlled that our thoughts never wander or our
concentration never falters. However, the clinician–
patient roles are definite and should not be confused.

In some instances, the patient will ask personal
questions of the clinician. In general, clinicians should
avoid discussing their personal lives or opinions.
However, this advice must be tempered by awareness
of the reasons for the question. Thus, a breezy open-
ing question by a patient such as, “Say, what did you
think of that basketball game last night?” does not
have the same significance as the question, “Do you
think Freud was correct in his assessment of the
importance of penis envy in women?” When a ques-
tion seems to suggest something of importance about
the patient’s problems, it is usually best to deflect it or
to turn it around so that you can pursue your clinical
hypothesis. But if a question is trivial, innocent, or
otherwise basically inconsequential, a failure to
respond directly will probably be perceived as the
worst kind of evasion.

The Impact of the Clinician. Consider two
therapists working in the same clinic. One therapist
is a 50ish, matronly psychiatrist with a marked affin-
ity for print house dresses. Another is a clinical psy-
chologist—male, very youthful in appearance, quite
thin, carefully dressed, and seemingly quite unsure
of himself. It is inevitable that these two therapists
would be perceived differently by their patients.
Each of us has a characteristic impact on others,
both socially and professionally. As a result, the
same behavior in different clinicians is unlikely to
provoke the same response from a patient. The tall,
well-muscled, athletic therapist may somewhat
intimidate certain kinds of patients. The very

feminine female interviewer may elicit responses
in a client very different from those elicited by
her male counterpart. Therefore, it is important
for all clinicians to cultivate a degree of self-
insight or at least a mental set to consider the possi-
ble effects of their own impact before attaching
meaning to the behavior of their patients.

The Clinician’s Values and Background. Nearly
everyone accepts the notion that one’s own values,
background, and biases will affect one’s perceptions.
Unfortunately, we are usually more skilled at vali-
dating this notion in others than in ourselves.
Therefore, clinicians must examine their own
experiences and seek the bases for their own
assumptions before making clinical judgments of
others. What to the clinician may appear to be
evidence of severe pathology may actually reflect
the patient’s culture. Take the following example:

A 48-year-old ethnic Chinese woman had
been receiving antipsychotic and antide-
pressant medication for psychotic depres-
sion. On this regimen, she had lost even
more weight and more hope and had
become more immobilized. A critical ele-
ment in this diagnosis of psychosis was the
woman’s belief that her deceased mother,
who had appeared in her dreams, had
traveled from the place of the dead to
induce the patient’s own death and to
bring her to the next world. This symptom
was interpreted not as a delusional belief
but as a culturally consistent belief in a
depressed woman who had recently begun
to see her deceased mother in her dreams
(a common harbinger of death in the
dreams of some Asian patients). This
patient responded well after the antipsy-
chotic medication was discontinued, the
antidepressant medication was reduced in
dosage, and weekly psychotherapy was
begun. (Westermeyer, 1987, pp. 471–472)

This case illustrates how all the behavioral cues
that clinicians typically rely on may lose their mean-
ing when applied to a patient from another culture.
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We begin to realize how much a clinician’s ability
to make sense of a patient’s verbalizations depends
on a shared background.

For example, some midwestern clinicians listen-
ing to Asian American patients may suddenly feel as
if they have lost their own frame of reference. But in
dealing with midwestern patients, how many times
will those same clinicians mistakenly assume that
their frames of reference are identical to those of
their patients? In other cases, gender differences can
sometimes produce nearly the same effects. Gender-
related factors can interact with a clinician’s values
and background. Then, everything from sheer igno-
rance to gender stereotypes can conspire to reduce
the validity of the assessment interview. The answer
seems to lie in making assessors more “gender
aware” (L. S. Brown, 1990; Good, Gilbert, &
Scher, 1990). How does one become more gender
aware? An expert in gender issues has made the fol-
lowing suggestions:

Clinicians seeking to enhance their gender
awareness might focus on three areas—
their knowledge, attitudes, and behaviors.
Knowledge is typically increased by read-
ing (such as research and conceptual arti-
cles and books) or attending a course or
seminar on gender issues. Attitudes are
enhanced through experiences with peo-
ple holding conceptions of gender that
differ from one’s own (such as people from
differing cultures, religions, or sexual
orientations), which serve to broaden our
understanding of gender issues. Behaviors
are improved through practice and feed-
back (with a supervisor that has expertise in
gender-related issues). (G. Good, personal
communication)

The Patient’s Frame of Reference

If the clinician is going to be effective in achieving
the goals of the interview, it is essential that he or
she have an idea of how the patient views the first
meeting. Only with such awareness can the
patient’s verbalizations and behaviors be placed in

their proper context. By the same token, the estab-
lishment of rapport will be more difficult if the
clinician is not sensitive to the patient’s initial per-
ceptions and expectations. A patient may have an
entirely distorted notion of the clinic and even be
ashamed of having to seek help. Sometimes patients
have been pressured into seeking help. A spouse has
finally said, “Get help or we’re through!” A sorority
lays down an ultimatum that a member either “get
therapy” or leave the house. Some patients present
themselves at the clinic to placate employers. What-
ever the reason, it will inevitably color the nature of
interview behavior.

For many individuals, going to see a clinical
psychologist arouses feelings of inadequacy. Some
individuals will respond to this by “clamming up.”
Others will display a kind of bravado that says,
“See, I’m not weak at all!” Still others may become
competitive and imply that psychology is not all it’s
cracked up to be or suggest that it is really unlikely
that the clinician has much to offer. In contrast,
there are patients who start with a view of the cli-
nician as a kind of savior. Although it is often quite
reinforcing to be viewed as a miracle worker or a
great healer, remember that the patient will proba-
bly reconsider this evaluation later. For example, a
young inpatient diagnosed with borderline person-
ality disorder once informed the entire inpatient
unit that one of the authors was the best therapist
in the hospital and maybe one of the best in all of
clinical psychology. Imagine the author’s chagrin
when he witnessed, 4 days later, the same patient’s
announcement that the author was a horrible ther-
apist and an embarrassment to his profession.

The Clinician’s Frame of Reference

In a sense, the general dictum here, as in any
endeavor, is “Be prepared.” This implies that the
clinician should have carefully gone over any exist-
ing records on the patient, checked the information
provided by the person who arranged the appoint-
ment, and so on. Such a posture will ensure that the
clinician knows as much as can be known at that
point about the patient. Such preparation may also
minimize spending interview time going over
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material that the patient may already have covered
with other clinic staff.

In addition, the clinician should be perfectly
clear about the purpose of the interview. Is it to eval-
uate the patient for hospitalization? Is the patient
seeking information? If the interview is being con-
ducted on a referral basis, the clinician should be
quite sure that he or she understands what informa-
tion is being requested by the referring person. It is
always disconcerting to discover later that, as a clini-
cian, you misinterpreted the reason for the interview.

Through it all, the clinician must remain
focused. However, objectivity need not imply cold-
ness or aloofness. Rather, it suggests that the clinician
must be secure enough to maintain composure and
not lose sight of the purposes of the interview. For
example, if a client should become very angry and
attack the clinician’s ability, training, or good inten-
tions, the clinician must remember that the first obli-
gation is to understand. The clinician should be
secure enough to distinguish between reality and
the forces that drive the patient.

Depending on the purpose of the interview, the
clinician should also be prepared to provide some
closure for the client at the conclusion of the inter-
view. That is, as the interview progresses, the
clinician will be formulating hypotheses and recom-
mendations. A confident but enigmatic smile at the
close of the interview, coupled with a “We’ll be in
touch,” will not suffice. The clinician should be pre-
pared to make a referral, set up another appointment,
and/or provide some feedback to the client.

V ARIET IES OF INTERVIEWS

Up to this point, we have reviewed various inter-
viewing essentials and techniques that are relevant to
the interviewing process, regardless of the type of
interview. In this section, we discuss several of the
more common types of interviews that clinical psy-
chologists conduct. It is important to note, however,
that more than one of these interviews may be
administered to the same client or patient. For exam-
ple, the same patient may complete an intake-
admission interview when admitted to a hospital, a

case-history and mental status examination interview
once on the hospital unit, and later a structured diag-
nostic interview by the treating clinician. With this in
mind, let us now turn to a survey of some of the
more commonly used types of interviews.

The many varieties of interviews have two pri-
mary distinguishing features. First, interviews differ
in their purpose. For example, the purpose of one
interview may be to evaluate a client who is pre-
senting to an outpatient clinic for the first time
(intake-admission interview), whereas the purpose of
another interview may be to arrive at a DSM-
IV-TR diagnostic formulation (diagnostic interview).

The secondmajor distinguishing factor is whether
an interview is unstructured (often labeled a “clinical
interview”) or structured. In unstructured interviews,
clinicians are allowed to ask any questions that come
tomind in any order. In contrast, structured interviews
require the clinician to ask, verbatim, a set of standard-
ized questions in a specified sequence. We will have
muchmore to say about structured versus unstructured
interviews later in this chapter.

The same kinds of skills are required regardless of
the purpose or type of interview. Rapport, good
communication skills, appropriate follow-up ques-
tions, and good observational skills are all necessary,
even when administering a structured interview. Also,
it should be kept in mind that any assessment inter-
view may have strong therapeutic overtones. After all,
patients’ perceptions of the clinic, their motivation,
and their expectations for help may all be shaped to
a significant extent by their experiences in intake
interviews or in diagnostic screening sessions.

We organize our presentation in this section
according to the purpose of an interview. How-
ever, it is important to keep in mind that structured
and unstructured versions of all these interviews
exist.

The Intake-Admission Interview

An intake interview generally has two purposes:
(a) to determine why the patient has come to the
clinic or hospital and (b) to judge whether the
agency’s facilities, policies, and services will meet
the needs and expectations of the patient. Many
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times, a psychiatric social worker conducts such
interviews. Often, these talks are face-to-face, but
there has been an increasing tendency to use tele-
phone contacts prior to the initial interview.

A skilled, sensitive telephone interviewer can
obtain much of the information that has tradition-
ally been gathered at the clinic. Under some
conditions or in particular clinics, the intake inter-
view may be conducted by the same person who
later does the diagnostic interview or the test
workup. An advantage of this procedure is that
patients do not get shoved from pillar to post as
they make the rounds from one type of interview
to the next.

Another function of the initial interview is to
inform the patient of such matters as the clinic’s
functions, fees, policies, procedures, and personnel.
Patients are consumers and have every right to
information regarding services and charges. These
concrete details can certainly influence patients’
motivation for therapy and can often dispel some
myths that might decrease their expectations for
help. Box 6-2 presents an example of an intake
report based on an interview with a prospective
client in a community-based outpatient clinic.

The Case-History Interview

In a case-history interview, as complete a personal and
social history as possible is taken. The clinician is
interested both in concrete facts, dates, and events
and in the patient’s feelings about them. It is impor-
tant to note that a relentless pursuit of dates and
names can sometimes obscure important data and
create in the patient a set to respond in concrete
terms. This mental set can sometimes impede prog-
ress in later interviews.

Basically, the purpose of a case history is to
provide a broad background and context in which
both the patient and the problem can be placed.
Our diagnostic and therapeutic technology is not
yet so advanced that specific behaviors, problems,
or thoughts can always be understood in exactly the
same way in every person. It is therefore essential
that the patient’s problems be placed in a proper
historical-developmental context so that their

diagnostic significance and their therapeutic impli-
cations can be more reliably determined.

The range of material covered in personal-
social histories is quite broad. It covers both child-
hood and adulthood, and it includes educational,
sexual, medical, parental-environmental, religious,
and psychopathological matters. Although, as
noted earlier, much of this material will be factual,
it is extremely important to note how patients pres-
ent the material—how they speak about it, the
emotional reactions to the material, evasiveness or
openness, and so on.

Although most patients, particularly competent
adults, provide their own personal-social history,
other knowledgeable adults can often furnish
invaluable data and impressions. A parent, spouse,
an employer, a teacher, or a friend can be rich
sources of information. Depending on the age or
cognitive ability of the client, these “external infor-
mants” sometimes are the only valid sources of use-
able information. In addition, there are issues of
confidentiality and trust. Even when the patient
gives consent and helps recruit the informants,
many clinicians fear that using them can impede
the subsequent therapeutic relationship. Still, outside
sources can often provide a picture of the patient that
cannot be achieved in any other fashion. Table 6-2
presents a typical case-history outline.

The Mental Status Examination

Interview

A mental status examination is typically conducted to
assess the presence of cognitive, emotional, or
behavioral problems. The general areas covered in
these interviews, along with excerpts from a sample
report, are shown in Table 6-3.

A major limitation of mental status interviews
has been their unreliability, because they are often
highly unstructured in execution. To address this
problem, structured mental status examination
interviews have been devised. Here, specific ques-
tions are asked to assess behavior in a variety of
areas. It is important for clinical psychologists to
be familiar with the mental status examination
because these interviews are one of the primary
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BOX 6-2 Sample Intake Report

Name: MORTON, Charles (fictitious name)

Age: 22

Sex: Male

Occupation: Student

Date of interview: June 1, 1998

Therapist: Luke Baldry, Ph.D. (fictitious name)

Identifying Information: The client is a 22-year-old White
male who is presently a full-time student at a large
midwestern university. Currently, he lives alone in an
apartment and works part-time at a local grocery store.

Chief Complaint: The client presents to the clinic today
complaining of “depression” that reportedly has
become worse over the past 2 weeks.

History of Presenting Problem: The client reports that
he has experienced symptoms of depression “off
and on” for the past year. These symptoms include
(a) depressed mood (“feeling sad”); (b) appetite
disturbance but no significant weight loss; (c) sleep
disturbance (early morning awakening); (d) fatigue;
(e) feelings of worthlessness; and (g) difficulty concen-
trating. All of these symptoms have been present
nearly every day over the past 2 weeks.

The client reports that about 1 year ago, a long-
standing romantic relationship of 4 years ended. Fol-
lowing this breakup, the client reports, he became
increasingly withdrawn and, in addition to some of the
symptoms noted above, experienced several crying
spells.

Although his adjustment to this event became
better as time progressed, the client reports that the
breakup “shook” his confidence and led to a decrease
in the number of social activities he engaged in. Fur-
ther, he reports that he has not dated since. Last
semester, the client transferred to this university from
a community college in another midwestern location.
He reports that the move was difficult both emotion-
ally and academically. Specifically, being away from his
hometown, family, and friends has led him to feel
more isolated and dysphoric. Further, his grades this
past semester reportedly suffered. He reports that his
grades dropped from A’s at his previous school to C’s at
this university. Toward the end of this past semester
(once his probable grades in his classes became appar-
ent), he developed an increasing number of depressive
symptoms.

Past Treatment History: The client reports that he has
not previously sought out psychological or psychiatric
treatment.

Medical History: No significant medical history was
reported.

Substance Use/Abuse: The client denies any current
symptoms of substance abuse or dependence. He has
“tried” marijuana on three occasions in the past but
denies current use. He reports drinking, on average,
three or four cans of beer per week.

Medication: The client reports that he is not currently
taking any medication.

Family History: Both of the client’s biological parents
are living, and he has one brother (age 20) and one
sister (age 26). The client reports that his mother suf-
fers from depression and has received outpatient
treatment on numerous occasions. Further, he reports
that his maternal grandfather was diagnosed with
depression. No substance use problems among family
members were noted.

Suicidal/Homicidal Ideation: The client denied any current
or past suicidal or homicidal ideation, intent, or action.

Mental Status: The client was well-groomed, coopera-
tive, and dressed appropriately. He was alert and ori-
ented in all spheres. His mood and affect were
dysphoric. His speech was clear, coherent, and goal-
directed. Some attention and concentration difficulties
were noted. Further, his immediate memory was mildly
impaired. No evidence of formal thought disorder,
delusions, hallucinations, or suicidal/homicidal ideation
was found. His insight and judgment appear to be fair.

Diagnostic Impression

Axis I: 296.22, Major Depressive Disorder, Single
Episode

Axis II: V71.09, No Diagnosis

Axis III: None

Axis IV: Problems related to the social environment;
Educational problems

Axis V: GAF 55 (current)

Recommendations: Individual psychotherapy.
Cognitive-behavioral treatment for depression.

Luke Baldry, Ph.D.
Licensed Clinical Psychologist
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modes of clinical assessment for a variety of mental
health professionals (including psychiatrists).

The Crisis Interview

Increasingly, clinicians have been functioning in
novel settings, including storefront clinics and tele-
phone hotlines specializing in advice or comfort to
drug abusers, to parents fearful of abusing their chil-
dren, or to persons who are just lonely. Many of
the usual “rules” of interviewing or the usual cate-
gorizations of interviews are blurred in these
instances. However, the basic principles remain.

Take the example of a mother who, during the
absence of her husband, became terrified that she
would abuse her small son. The following tele-
phone conversation ensued:

MOTHER: My God, help me. Is this the place …
that … I mean, I need somebody.
Tell me.

VOLUNTEER: Yes, it is. Tell me what it is. Go ahead
and talk.

MOTHER: I’m so nervous. I feel like I’ll bust.
Danny is crying, and my husband isn’t
here, and I’ve got to stop him. I can’t
stand it any longer.

VOLUNTEER: OK, I think I understand. Are you
alone?

MOTHER: Yes, but I can’t handle it.

VOLUNTEER: I know. And you’re very upset. But I
think we can talk it over. Where are
you? What’s your address?

T A B L E 6-2 A Typical Case-History Outline

1. Identifying data, including name, sex, occupation, address, date and place of birth, religion, and education.

2. Reason for coming to the agency and expectations for service.

3. Present situation, such as description of daily behavior and any recent or impending changes.

4. Family constellation (family of orientation), including descriptions of mother, father, and other family members
and the respondent’s role in the family in which he or she grew up.

5. Early recollections, descriptions of earliest clear events and their surroundings.

6. Birth and development, including ages of walking and talking, problems compared with other children, and the
person’s view of his or her early experiences.

7. Health, including childhood and later diseases and injuries, problems with drugs or alcohol, and comparison of
one’s body with others.

8. Education and training, including subjects of special interest and achievement.

9. Work record, including reasons for changing jobs and attitudes toward work.

10. Recreation and interests, including volunteer work, reading, and the respondent’s report of adequacy of self-
expression and pleasures.

11. Sexual development, covering first awareness, kinds of sexual activities, and view of the adequacy of sexual
expressions.

12. Marital and family data, covering major events and what led to them, and comparison of present family of birth
and orientation.

13. Self-description, including strengths, weaknesses, and ideals.

14. Choices and turning points in life, a review of the respondent’s most important decisions and changes, including
the single most important happening.

15. View of the future, including what the subject would like to see happen next year and in five or ten years, and
what is necessary for these events to happen.

16. Any further material the respondent may see as omitted from the history.

SOURCE: Norman D. Sundberg, Assessment of Persons, copyright © 1977, pp. 97–98. Reprinted by permission of Pearson Education, Upper Saddle River, NJ.
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MOTHER: I’m at home at 308 Park Place. I wish
John would come home. I feel better
when he’s here. I just can’t handle it.
Nobody thought I should get
married.

VOLUNTEER: What do you think is wrong? Are you
afraid of hurting Danny?

MOTHER: He won’t stop crying. He’s
always crying. John doesn’t know
what it’s like. I suppose he blames
me—I know my mother does.
(Starts crying uncontrollably.)

VOLUNTEER: Look, that’s all right. Take it easy.
Where is John?

MOTHER: He’s … he drives a truck. He won’t
be back till Thursday.

VOLUNTEER: I think I understand … and I know
this is hard for you. Have you talked
with anybody about your feelings on
these things?

MOTHER: No. Well, with Marge next door a
little bit. She said she felt like that a
few times. But … I don’t know.

T A B L E 6-3 Mental Status Examination Interview of a 24-Year-Old Man Diagnosed
with Schizophrenia

General Outline of Mental Status Examination

I. General Presentation: Appearance, Behavior, Attitude

II. State of Consciousness: Alert, Hyperalert, Lethargic

III. Attention and Concentration

IV. Speech: Clarity, Goal-directedness, Language deficits

V. Orientation: To Person, Place, Time

VI. Mood and Affect

VII. Form of Thought; Formal Thought Disorder

VIII. Thought Content: Preoccupations, Obsessions, Delusions

IX. Ability to Think Abstractly

X. Perceptions: Hallucinations

XI. Memory: Immediate, Recent, Remote

XII. Intellectual Functioning

XIII. Insight and Judgment

* * * * * * * * * * * * * * * * *

The patient appeared disheveled and exhibited “odd” behavior throughout the interview. Although he appeared alert,
some impairment in his attention and concentration was noted. Specifically, he experienced difficulty repeating a series
of digits and performing simple calculations without the aid of pencil and paper. No language deficits were noted,
although the patient’s speech was at times difficult to understand and did not appear to be goal-directed (not a
response to the question posed). He was oriented to person and place, but was not oriented to time. Specifically, he was
unsure of the month and day. He reported his mood as “fine”; his affect appeared to be blunted. He demonstrated
some signs of formal thought disorder: tangentiality and loose associations. He denied suicidal ideation but did report
his belief that he was being “framed by the FBI” for a crime he did not commit. When confronted with the fact that he
was in a psychiatric hospital, not a prison, he stated that this was all part of an FBI “cover-up,” so that he could be made
to look “crazy.” Although he denied hallucinations, his behavior suggested that, on occasion, he was responding to
auditory hallucinations. For example, he stared off into space and began whispering on several occasions. His ability to
abstract appeared to be impaired. For example, when asked how a baseball and an orange are alike, he responded,
“They both are alive.” The patient’s immediate and recent memories were slightly impaired, although his remote mem-
ory was intact. It is estimated that he is of average intelligence. Currently, his insight and judgment appear to be poor.
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The volunteer in this situation kept on reinfor-
cing the notion that she understood. The calm yet
confident manner of the volunteer seemed to reas-
sure the mother, who agreed to come in the next
afternoon and to bring her son along with her.

Obviously, the purpose of the crisis interview is
to meet problems as they occur and to provide an
immediate resource. Their purpose is to deflect
the potential for disaster and to encourage callers
to enter into a relationship with the clinic or make
a referral so that a longer-term solution can be
worked out. Such interviewing requires training,
sensitivity, and judgment. Asking the wrong ques-
tion in a case-history interview may only result in
a piece of misinformation. However, a caller who
is asked a wrong question on the telephone may
hang up. As clinical services begin to transcend
the boundaries of the conventional clinic, there

is a chance that they will be diluted by having
to operate in situations that offer less opportunity
for control. But the problems seem to be out-
weighed by the opportunity to intervene during
real crises.

The Diagnostic Interview

As mentioned in Chapter 5, clinical psychologists
evaluate patients according to DSM-IV criteria.
Insurance companies, research protocols, or even
court proceedings may require a diagnostic evalua-
tion. How clinicians arrive at such a formulation,
however, is for the most part left up to them. His-
torically, they used a clinical interview—a free-form
unstructured interview whose content varied greatly
from clinician to clinician. As might be expected,
this interviewing method often results in unreliable
ratings because two clinicians evaluating the same

BOX 6-3 Clinical Psychologist Perspective: Thomas A. Widiger, Ph.D.

Dr. Thomas Widiger, a professor in the Psychology
Department of the University of Kentucky, is perhaps
best known for his work in the areas of classification
and diagnosis of mental disorders. In his career, he has
published close to 200 articles, books, or book chap-
ters. As one of the few psychologists intimately
involved in the latest revision of the diagnostic manual
of mental disorders, Dr. Widiger served as research
coordinator of DSM-IV. Dr. Widiger is the author of
two semistructured interviews, the Personality Disorder
Interview-IV, or PDI-IV (Widiger, Mangine, Corbitt, Ellis,
& Thomas, 1995) and the Structured Interview for the
Five Factor Model of Personality (Trull & Widiger,
1997). We had the chance to ask Dr. Widiger a few
questions about his background, his perspective on the
field, and his thoughts on structured interviews.

What originally got you interested in the field of
clinical psychology?
I suppose that what originally got me interested in
clinical psychology was genetic dispositions and paren-
tal influences. However, my memory is that I was
interested in why I was the way I was. Most of my
friends who were in college were art majors, although
one was pre-dental and another was pre-medicine
(none were psychology majors). Those who did not
attend college worked in the fields of auto mechanics

and highway repair. For the first 2 years of college I
majored in creative writing. I wanted to be a novelist.

However, I did recognize that it would be very
difficult to make a reasonable living writing poetry and
novels. In the second semester of my sophomore year, I
took a course in abnormal psychology. I found it very
interesting, rivaling even an English literature course
that was taught by a very long-haired hippie who had
students over to his house to discuss Vonnegut, Heller,
and Castenada (the good old days). Clinical psychology
was a field that was concerned with issues that were
(or should be) of central importance to any individual’s
life—why you are the way you are and what you can
do about it. Perhaps my interest was typical for a
college-age student going through a normal period of
identity confusion, or perhaps it reflected a concern
with my own conflicts and struggles.

At the end of the semester, I asked the instructor
to recommend some additional readings. I was
attending a junior college, and this was the only
advanced course in psychology that was offered. He
recommended three books: Freud’s Interpretation of
Dreams, R. D. Laing’s Divided Self, and Sandor Ferenc-
zi’s Sex in Psychoanalysis. I have no idea why he
included Ferenczi’s text along with Freud’s and Laing’s;
one can only speculate. In any case, I was fascinated
with the texts by Freud and Laing. I read them through
voraciously, bought additional books by Freud, Laing,
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and others, and decided then to switch my major to
clinical psychology.

Describe what activities you are involved in as a
clinical psychologist.
My primary activity within clinical psychology is con-
ducting and supervising research. I am fortunate to be
assisted by many bright, motivated, and talented
graduate students. Most of my studies are in collabo-
ration with them. We meet regularly to discuss and
generate new ideas for research, as well as to work out
the nuts and bolts of ongoing projects. In my opinion,
most (if not all) of the controversies and disputes
within clinical psychology can be meaningfully
informed, if not ultimately resolved, by empirical
research, and I enjoy the challenge of trying to design
and implement informative projects.

I also teach a number of graduate and under-
graduate courses, including Abnormal Psychology, Psy-
chopathology, History of Clinical Psychology, Ethical
Issues in Clinical Psychology, and Personality. I try to
emphasize current issues and controversies. Some of
my more successful studies were generated in part
through class discussions.

I am also an investigator for Kentucky’s State
Board of Psychology. Clinical psychologists within the
state of Kentucky must be licensed by the State Board,
and this board receives complaints regarding fraudu-
lent and unethical practices. I am usually investigating
two or three psychologists at any particular point in
time. This is difficult and time-consuming work and
always unpleasant (if not demoralizing), as there are
no winners.

I also have a small private practice, confined to just
one or two persons, usually undergraduate or graduate
students enrolled within other departments of the uni-
versity. I also supervise the psychotherapy provided by
two or three graduate students within the Psychological
Services Center, a small clinic operated by the University
of Kentucky Department of Psychology. My own partic-
ular approach to psychotherapy is eclectic, although
I emphasize in particular the cognitive-behavioral and
psychodynamic (object-relational) perspective.

Outside of this, I garden, gamble, and wait for the
college basketball season to begin.

What are your particular areas of expertise or interest?
My primary areas of interest are diagnosis, assess-
ment, and classification, particularly dimensional ver-
sus categorical models of classification, gender
differences and biases, and personality disorders.
There are indeed specific etiologies and pathologies,
but I believe that most instances of mental disorder
are the result of a complex interaction over time of a

number of biogenetic dispositions and environmental
experiences. A demarcation between normal and
abnormal functioning is meaningful but in many
respects arbitrary. I do not consider persons with
mental disorders to be qualitatively different from us
(“I’m OK and you’re not”). I have never met a person
who I believe is without mental illness. This is perhaps
a provocative remark, but perhaps it shouldn’t be. We
have no problem acknowledging that we have suf-
fered from many physical disorders throughout our
lives and are probably currently suffering from a
number of them. However, due in large part to the
stigmatization of a mental disorder (the fear that we
are not in fact “masters of our domain”), we some-
how believe that we have never suffered from or
never will suffer from a mental disorder (“I’m OK and
you’re OK”). Life can be extremely difficult, and our
genetic dispositions and familial/social/cultural
experiences will inevitably leave us with flaws, con-
flicts, dysregulations, irrationalities, and limitations
that will significantly impair our ability to live a fully
satisfying, meaningful, and enjoyable existence. Per-
haps none of us is entirely psychologically healthy
(“I’m not OK and neither are you”).

What are the future trends you see for clinical
psychology?
The future of clinical psychology is a good question.
We appear to be in a significant time period for the
profession. It may be very different 50 years from now,
which is perhaps not surprising given that it was very
different 50 years ago. My younger colleagues some-
times have the impression that this is an established
profession that will successfully resist economic pres-
sures to dissolve. In fact, however, it is itself a young
profession that came into existence largely in response
to economic pressures.

What are the advantages of structured interviews, and
what future developments do you see in this area of
assessment?
Criticism is perhaps the lifeblood of scientific progress.
The scientific documentation of the efficacy of psy-
chotherapy developed in large part to address the
charge that psychotherapy had no real or meaningful
benefits. A comparable trend is occurring with respect
to clinical assessment, including unstructured clinical
interviews. Clinicians are having to defend the validity
and credibility of their diagnoses and assessments to
judges, lawyers, review boards, insurance companies,
and so forth. Some of the attacks will have a self-
serving (perhaps even unethical) motivation, but they
must still be addressed.

(Continued)
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patient may arrive at different diagnostic formula-
tions. Research on the reliability of diagnoses using
unstructured clinical interviews has not supported
this approach (e.g., Matarazzo, 1983; Ward, Beck,
Mendelson, Mock, & Erbauch, 1962).

Fortunately, things have changed. Researchers
have developed structured diagnostic interviews that

can be used by clinical psychologists in their research
or clinical work. A structured diagnostic interview
consists of a standard set of questions and follow-up
probes that are asked in a specified sequence. The
use of structured diagnostic interviews ensures that
all patients or subjects are asked the same questions.
This makes it more likely that two clinicians who

BOX 6-3 Clinical Psychologist Perspective: Thomas A. Widiger, Ph.D. (Continued)

One of the major innovations of the third edi-
tion of the American Psychiatric Association’s (1980)
Diagnostic and Statistical Manual of Mental Disor-
ders (DSM-III) was the provision of relatively specific
and explicit criteria sets to facilitate the obtainment
of reliable clinical diagnoses. Prior to DSM-III, clinical
diagnoses were so unreliable that there was no
doubt that they lacked validity. If two clinicians
provided different diagnoses, it is highly unlikely
that both of them were correct. The relatively spe-
cific and explicit criteria sets in DSM-III have led to
the obtainment of reliable diagnoses within
research, which has in turn led to highly informative
(and replicated) research concerning etiology,
pathology, and treatment.

However, research has also indicated that unre-
liable diagnoses continue to be provided within
applied clinical settings, largely because of the fail-
ure to conduct systematic and comprehensive
assessments of the diagnostic criteria sets. There will
be instances in which there are valid reasons for not
adhering to the DSM, but any such deviation should
at least be acknowledged and documented.
Unstructured clinical assessments in routine clinical
practice do tend to be unsystematic, idiosyncratic,
and unreliable. As a result, they fail to correlate
meaningfully with external validators (that is, with
valid indicators of etiology, pathology, and treat-
ment); they often correlate with indicators of gen-
der, ethnic, and other biased expectations or
assumptions; and they often lack credibility when
critiqued by an external review.

Semi-structured clinical interviews offer many
advantages and benefits. They ensure that the inter-
view will be systematic, comprehensive, and replicable.
They minimize the occurrence of idiosyncratic biases
and assumptions. They provide inquiries and probes
that have been shown empirically to generate useful
information. Reliable and valid diagnoses within clini-
cal practice will be obtained if the interview is

systematic, comprehensive, and objective. Semi-
structured interviews should be used in forensic, dis-
ability, and other formal assessments and should be
part of initial intake assessments (along with self-
report screening inventories). This is not to say that
semi-structured interviews do not have limitations.

They can be problematic to establishing rapport,
and they will at times be superficial and inappropri-
ately constraining. However, semi-structured inter-
viewing can be incorporated into a clinical practice
without suffering serious costs. Most graduate pro-
grams in clinical psychology devote a year of training
to assessment. In the early years of the profession,
none of this time appeared to be given to the impor-
tance of objective, systematic, and comprehensive
clinical interviewing. However, this does appear to be
changing. I do expect the assessment training of grad-
uate students in clinical psychology in the future to
give more attention to the value and techniques of
semi-structured clinical interviews.

Thomas A. Widiger
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IF SCREENING QUESTION #7 ANSWERED “NO,” 
SKIP TO *OBSESSIVE COMPULSIVE DISORDER*.

IF QUESTION #7 
ANSWERED “YES”: You’ve 
said that there are other
things that you’ve been 
especially afraid of, like flying, 
seeing blood, getting a shot, 
heights, closed places, or 
certain kinds of animals or
insects . . . 

IF SCREENER NOT USED:
Are there any other things
that you have been especially
afraid of, like flying, seeing
blood, getting a shot, heights,
closed places, or certain kinds
of animals of insects?

GO TO
*OBSES-
SIVE
COMPUL-
SIVE
DIS-
ORDER*

?     1     2     3       F67

IF NO: GO TO
*OBSESSIVE COM-
PULSIVE DISORDER*

SCREEN Q #7

B. Exposure to the phobic 
stimulus almost invariably provokes 
an immediate anxiety response,
which may take the form of a situ-
ationally bound or situationally 
predisposed panic attack. Note: in 
children, the anxiety may be
expressed by crying, tantrums, 
freezing, or clinging.

C. The person recognizes that the
fear is excessive or unreasonable.
Note: in children, this feature may
be absent.

GO TO
*OBSES-
SIVE
COMPUL-
SIVE
DIS-
ORDER*

?     1     2     3       F68

GO TO
*OBSES-
SIVE
COMPUL-
SIVE
DIS-
ORDER*

?     1     2     3       F69

Tell me about that.

What were you afraid would 
happen when (CONFRONTED
WITH PHOBIC STIMULUS)?

Did you always feel frightened
when you (CONFRONTED
PHOBIC STIMULUS)?

Did you think that you were more
afraid of (PHOBIC STIMULUS)
than you should have been (or
than made sense)?

*SPECIFIC PHOBIA* SPECIFIC PHOBIA CRITERIA

YES          NO

A. Marked and persistent fear
that is excessive or unreasonable,
cued by the presence or anticipa-
tion of a specific object or situation
(e.g., flying, heights, animals, re-
ceiving an injection, seeing blood).

? = inadequate information     1 = absent or false     2 = subthreshold     3 = threshold or true

F I G U R E 6-1 Specific Phobia section of the Structured Clinical Interview for Axis I SDM-IV Disorders (SCID-I).

SOURCE: From Structured Interview for Axis I DSM-IV Disorders by M. B. First, R. L. Spitzer, M. Gibson, and J. B. W. Williams, p. F16–F19. Copyright © 1996
Biometrics Research. Reprinted by permission.
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D. The phobic situation(s) is
avoided or else endured with 
intense anxiety or distress.

E. The avoidance, anxious anti-
cipation, or distress in the feared
situation interferes significantly
with the person’s normal routine,
occupational (academic) function-
ing, or with social activities or
relationships with others, or there
is marked distress about having the
phobia.

F. For individuals under age 18
years, the duration is at least 6
months.

G. The anxiety, panic attacks, or
phobic avoidance associated with
the specific object or situation are
not better accounted for by another
mental disorder, such as Obsessive-
Compulsive Disorder (for example,
fear of contamination), Posttraumatic
Stress Disorder (for example, 
avoidance of stimuli associated with
a severe stressor), Separation 
Anxiety Disorder (for example, 
avoidance of school), Social Phobia
(for example, avoidance of social
situations because of fear of
embarrassment), Panic Disorder 
with Agoraphobia, or Agoraphobia 
without History of Panic Disorder.

Did you go out of your way to 
avoid (PHOBIC STIMULUS)?

(Are there things you didn’t do
because of this fear, that you would
otherwise have done?)

     IF NO: How hard (is/was) it
     for you to (CONFRONT 
     PHOBIC STIMULUS)?

IF UNCLEAR WHETHER FEAR
WAS CLINICALLY SIGNIFICANT:
How much did (PHOBIA) interfere
with your life?

(Is there anything you’ve avoided
because of being afraid of 
(PHOBIC STIMULUS)?

     IF DOES NOT INTERFERE
     WITH LIFE: How much has the
     fact that you were afraid of
     (PHOBIC STIMULUS)
     bothered you?

IF YOUNGER THAN AGE 18:
How long have you had these 
fears?

IF NOT ALREADY CLEAR:
RETURN TO THIS ITEM AFTER
COMPLETING SECTION ON
PTSD AND OBSESSIVE-
COMPULSIVE DISORDER.

GO TO
*OBSES-
SIVE
COMPUL-
SIVE
DIS-
ORDER*

?     1     2     3       F70

GO TO
*OBSES-
SIVE
COMPUL-
SIVE
DIS-
ORDER*

?     1     2     3       F71

GO TO
*OBSES-
SIVE
COMPUL-
SIVE
DIS-
ORDER*

?     1     2     3       F72

GO TO
*OBSES-
SIVE
COMPUL-
SIVE
DIS-
ORDER*

?     1     2     3       F73

? = inadequate information     1 = absent or false     2 = subthreshold     3 = threshold or true

F I G U R E 6-1 (Continued)
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evaluate the same patient will arrive at the same diag-
nostic formulation (high interrater reliability).

Several structured diagnostic interviews are
available to clinical psychologists to help evaluate

both adults and youth. Figure 6-1 presents a por-
tion of the Structured Clinical Interview for Axis I
DSM-IV Disorders (First, Spitzer, Gibbon, & Wil-
liams, 1995), known as the SCID-I. This section of

SPECIFIC PHOBIA CRITERIA
A, B, C, D, E, F, AND G 
ARE CODED “3”

INDICATE TYPE:
(Check all that apply)

     Animal Type (includes insects)

     Natural Environment Type (includes storms, 
     heights, water)

     Blood/Injection/Injury Type (includes 
     seeing blood or injury or receiving an 
     injection or other invasive procedure)

     Situational Type (includes public trans-
     portation, tunnels, bridges, elevators,
     flying, driving, or enclosed places)

     Other Type (for example, fear of situations
     that might lead to choking, vomiting, or
     contracting an illness)
     Specify:

?     1     2     3       F74

F75

F76

F77

F78

F79

?     1     2     3        F80

GO TO 
*OBSESSIVE 
COMPULSIVE 
DISORDERS

SPE-
CIFIC
PHO-
BIA

*SPECIFIC PHOBIA CHRONOLOGY*

IF UNCLEAR: During the past 
month have you been bothered by
(SPECIFIC PHOBIA)?

Has met criteria for Specific
Phobia during past month

INDICATE CURRENT SEVERITY:
1 – Mild: Few, if any, symptoms in excess of those required to make the diagnosis
     are present, and symptoms result in no more than minor impairments in social
     or occupational functioning.
2 – Moderate: Symptoms or functional impairment between “mild” and  “severe”
     are present.
3 – Severe: Many symptoms in excess of those required to make the diagnosis or
     several symptoms that are particularly severe are present, or the symptoms re-
     sult in marked impairment in social or occupational functioning.

CONTINUE WITH *AGE AT ONSET*, BELOW.

F81

? = inadequate information     1 = absent or false     2 = subthreshold     3 = threshold or true

F I G U R E 6-1 (Continued)
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the SCID-I assesses the presence of the DSM-IV
criteria for Specific Phobia. The questions the inter-
viewer asks appear in the left column, and the
actual DSM-IV criteria for this disorder appear in
the middle column.

Despite the availability of a wide range of struc-
tured interviews for diagnosis, it appears that few
clinicians use these in everyday practice. For example,
a recent study estimated that clinicians used structured
diagnostic interviews with only about 15% of
their patients (Bruchmüller, Magraf, Suppiger, &
Schneider, 2011). Interestingly, clinicians markedly
underestimated their patients’ acceptance of struc-
tured interviews, and this appeared to be at least
partially responsible for the clinicians’ reluctance to
use these in routine clinical practice. A previous
study of patients that had undergone structured
interviewing indicated that patients on average were
highly satisfied with the interview, almost all patients
rated their relationship to the interviewer as posi-
tive, and only a small proportion felt “questioned
out” after the procedure (Suppiger, In-Albon,

Hendriksen, Hermann, Magraf, & Schneider,
2009). These studies, therefore, suggest that we as
clinicians should not assume that structured diagnostic
interviews will be viewed as onerous or unhelpful to
our patients and clients. Rather, if used routinely,
these interviews can help us arrive at reliable and
valid diagnoses that can inform treatment and
intervention.

REL IAB IL I TY AND VAL ID ITY

OF INTERV IEWS

As with any form of psychological assessment, it is
important to evaluate the reliability and validity of
interviews. The reliability of an interview is typically
evaluated in terms of the level of agreement between
at least two raters who evaluated the same patient or
client. Agreement refers to consensus on diagnoses
assigned, on ratings of levels of personality traits, or
on any other type of summary information derived
from an interview. This is often referred to as

GO TO 
*OBSESSIVE 
COMPULSIVE 
DISORDER*

IF CURRENT CRITERIA NOT FULLY MET (OR NOT AT ALL):
4 – In Partial Remission: The full criteria for the disorder were previously met but
     currently only some of the symptoms or signs of the disorder remain.
5 – In Full Remission: There are no longer any symptoms or signs of the disorder
     but it is still clinically relevant to note the disorder—for example, in an individual
     with previous episodes of Specific Phobia who has been symptom-free on an
     antianxiety agent for the past three years.
6 – Prior History: There is a history of the criteria having been met for the disorder
     but the individual is considered to have recovered from it.

When did you last have (ANY SX
OF SPECIFIC PHOBIA)?

F82

F83

F84

Number of months prior to
interview when last had a
symptom of Specific Phobia

*AGE AT ONSET*

IF UNKNOWN: How old were you 
when you first started having
(SXS OF SPECIFIC PHOBIA)?

Age at onset of Specific Phobia
(CODE 99 IF UNKNOWN)

? = inadequate information     1 = absent or false     2 = subthreshold     3 = threshold or true

F I G U R E 6-1 (Continued)
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interrater reliability. It can be quantified in many ways,
including the kappa coefficient (Cohen, 1960) or the
intraclass correlation coefficient (Shrout & Fleiss,
1979).

The validity of an interview concerns how well
the interview measures what it intends to measure.
For example, a demonstration that scores from a de-
pression interview correlate highly with scores from
a well-respected self-report measure of depression
would suggest there is some degree of validity in
the use of this interview’s scores to assess depression.
Evidence for an interview’s predictive validity would be
demonstrated if scores from this measure were signif-
icantly correlated with (and therefore “predicted”)
future events believed to be relevant to that con-
struct. For example, if scores from our depression
interview were highly correlated with poorer aca-
demic performance over the next 2 months, then
we might say we have evidence supporting the pre-
dictive validity of our interview.

As should be apparent, both the reliability and
validity of a measure, such as an interview, are a
matter of degree. Scores from interviews, like those
from psychological tests, are neither perfectly reliable
nor perfectly valid. But the higher the reliability and
validity, the more confident we are in our conclu-
sions. Let us turn now to look more closely at reli-
ability and validity issues regarding interviews.

Reliability

Standardized (structured) interviews with clear scor-
ing instructions will be more reliable than unstruc-
tured interviews. The reason is that structured
interviews reduce both information variance and cri-
terion variance. Information variance refers to the
variation in the questions that clinicians ask, the
observations that are made during the interview,
and the method of integrating the information that
is obtained (Rogers, 1995). Criterion variance refers
to the variation in scoring thresholds among clini-
cians (Rogers, 1995). Clear-cut scoring guidelines
make it more likely that two clinicians will score
the same interviewee response in a similar way.

Because most of the research on the psychomet-
ric properties of interviews has focused on structured

diagnostic interviews, we discuss these in some detail.
For many years, diagnostic interviews were consid-
ered quite unreliable (Matarazzo, 1983; Ward et al.,
1962). However, several things changed. First, with
the introduction of DSM-III (American Psychiatric
Association, 1980), operational criteria were devel-
oped for most of the mental disorder diagnoses. This
made it much easier to know what features to assess
in order to rule in or rule out a particular mental
disorder diagnosis. Second, and perhaps more impor-
tant, several groups of investigators developed struc-
tured interviews to systematically assess the various
DSM criteria for mental disorders. Clearly, the reli-
ability of the diagnostic information derived from
structured interviews exceeds that obtained from
unstructured interviews (Rogers, 1995).

As previously mentioned, the most common
type of reliability assessed and reported for struc-
tured diagnostic interviews is interrater reliability.
Another measure of reliability that is examined in
structured diagnostic interviews, as well as other
interviews, is test–retest reliability—the consistency
of scores or diagnoses across time. We expect that,
in general, individuals should receive similar scores
or diagnoses when an interview is readministered.
For example, a patient assigned a diagnosis of major
depressive disorder based on a structured interview
would be expected to receive the same diagnosis if
reinterviewed (using the same structured interview)
the next day. We expect the test–retest reliability of
an interview to be quite high when the intervening
time period between the initial testing and the
retest is short (hours or a few days). However,
when the intervening time period is long (months
or years), test–retest reliability typically suffers. One
reason—especially when assessing “current” mental
disorder diagnoses—is that the psychological status
of the patient may have changed. For example, the
fact that a patient does not again receive a major
depressive disorder diagnosis at 6-month retest is
not necessarily an indictment of our structured
interview. Because major depressive episodes can
be of relatively short duration, our interview may
be quite accurate in revealing no diagnosis at retest.

The point is that the level of test–retest reliabil-
ity that is obtained must be interpreted in the
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context of the nature of the variable (a brief state or
temporary syndrome vs. a long-standing personality
trait) as well as the length of the intervening time
period between test and retest. When test–retest reli-
ability is low, this may be due to a host of factors,
including subjects’ tendency to report fewer symp-
toms at retest, subjects’ boredom or fatigue at retest,
or the effect of variations in mood on the report of
symptoms (Sher & Trull, 1996). Table 6-4 describes
reliability indices for structured interviews.

Table 6-5 presents a hypothetical data set from a
study assessing the reliability of alcoholism diagnoses
derived from a structured interview. This example
assesses interrater reliability (the level of agreement
between two raters), but the calculations would be
the same if one wanted to assess test–retest reliability.
In that case, the data for Rater 2 would be replaced
by data for Testing 2 (Retest). As can be seen, the
two raters evaluated the same 100 patients for the
presence/absence of an alcoholism diagnosis, using
a structured interview. These two raters agreed in
90% of the cases [(30 60)/100]. Agreement here
refers to coming to the same conclusion—not just
agreeing that the diagnosis is present but also that
the diagnosis is absent. Table 6-5 also presents the
calculation for kappa—a chance-corrected index of
agreement that is typically lower than overall agree-
ment. The reason for this lower value is that raters
will agree on the basis of chance alone in situations
where the prevalence rate for a diagnosis is relatively
high or relatively low. In the example shown in
Table 6-5, we see that the diagnosis of alcoholism
is relatively infrequent.

Therefore, a rater who always judged the disor-
der to be absent would be correct (and likely to agree
with another rater) in many cases. The kappa

coefficient takes into account such instances of agree-
ment based on chance alone and adjusts the agree-
ment index (downward) accordingly. In general, a
kappa value between .75 and 1.00 is considered to
reflect excellent interrater agreement beyond chance
(Cicchetti, 1994).

Validity

The validity of any type of psychological measure
can take many forms. Content validity refers to the
measure’s comprehensiveness in assessing the vari-
able of interest. In other words, does it adequately

T A B L E 6-5 Diagnostic Agreement Between
Two Raters

Rater 2

Present Absent

Present

30 5

Rater 1 a b

Absent

5 60

c d

N 100

Overall Agreement a d /N .90

Kappa
a d N a b a c c d b d N2

1 a b a c c d b d N2

ad bc
ad bc N b c 2

1775
2275

.78

T A B L E 6-4 Common Types of Reliability That Are Assessed to Evaluate Interviews

Type of Reliability Definition Statistical Index

Interrater or
interjudge reliability

Index of the degree of agreement between two or more
raters or judges as to the level of a trait that is present or
the presence/absence of a feature or diagnosis

Pearson’s r
Intraclass correlation Kappa

Test–retest reliability Index of the consistency of interview scores across some
period of time

Pearson’s r
Intraclass correlation
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measure all important aspects of the construct of
interest? For example, if an interview is designed
to measure depression, then we would expect it
to contain multiple questions assessing various emo-
tional, cognitive, and physiological aspects of
depression.

Criterion-related validity refers to the ability of a
measure to predict (correlate with) scores on other
relevant measures. These measures may be admin-
istered concurrently with the interview (concurrent
validity) or at some point in the future (predictive
validity). For example, an interview assessing con-
duct disorder in childhood may be said to have
criterion-related validity to the extent that its scores
correlate with measures of peer rejection and
aggressive behavior.

Discriminant validity refers to the interview’s
ability not to correlate with measures that are not
theoretically related to the construct being mea-
sured. For example, there is no theoretical reason
a specific phobia (e.g., of heights) should be corre-
lated with level of intelligence. Therefore, a dem-
onstration that the two measures are not
significantly correlated would indicate the specific
phobia interview’s discriminant validity.

Finally, construct validity is used to refer to all of these
aspects of validity. Thus, many researchers describe
the process of developing and validating a measure as
a process of construct validation. Table 6-6 describes
these validity indices.

In the case of structured diagnostic interviews,
content validity is usually assumed because these

interviews were developed to measure the DSM
criteria for specific mental disorders. That leaves
the need for validation efforts aimed at establishing
an interview’s criterion-related, discriminant, and
construct validity.

Although some validation studies have been
conducted, many more studies are needed. Let us
take a popular structured diagnostic interview, the
SCID, as an example. As noted by Rogers (1995),
relatively few studies have attempted to demonstrate
the criterion-related or discriminant validity of the
SCID. Specifically, not many studies have compared
SCID diagnoses and scores to those obtained from
other diagnostic interviews, to clinical diagnoses, or
to scores from self-report inventories.

Why is this the case? L. N. Robins (1985) has
noted several difficulties associated with validating a
structured diagnostic interview. Laboratory tests that
validate mental disorder diagnoses are not available.
Therefore, there is no “gold standard” to use as a com-
parison. Further, structured diagnostic interviews were
developed at least partially because of a dissatisfaction
with self-report inventories. Therefore, it does not
seem appropriate or desirable to use a self-report
inventory as a gold standard. Any lack of agreement
between a structured diagnostic interview and a self-
report inventorymay bemore of an indictment against
the validity of the self-report inventory than it is against
the validity of the structured diagnostic interview. The
same problem exists with using a “clinical impression”
(based on an unstructured clinical interview) as a com-
parison. Some investigators have used a test–retest

T A B L E 6-6 Common Types of Validity That Are Assessed to Evaluate Interviews

Type of Validity Definition

Content validity The degree to which interview items adequately measure the various aspects of the variable
or construct.

Predictive validity The degree to which interview scores can predict (correlate with) behavior or test scores that
are observed or obtained at some point in the future.

Concurrent validity The extent to which interview scores are correlated with a related, but independent, set of
test/interview scores or behaviors.

Construct validity The extent to which interview scores are correlated with other measures or behaviors in a
logical and theoretically consistent way. This will involve a demonstration of both convergent
and discriminant validity.

NOTE: Predictive and concurrent validity are both subtypes of criterion-related validity.
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design to address the validity issue; however, this speaks
more to the stability or reliability of interview scores
than to the validity of the measure. Of course, we
would expect that a valid measure would also be reli-
able. But the test–retest design does not directly address
the validity question.

These points are well taken. We must realize
that no infallible criterion measure exists for com-
parison purposes. In these situations, we conduct
multiple validity studies using a variety of criterion
measures. Our confidence in the validity of our
structured interview will increase as a function of
the number of times we find that scores from our
measure are highly associated with scores from
alternative measures of the same or similar con-
structs and are not significantly related to scores
from measures of constructs that, theoretically,
should be unrelated to the diagnosis in question.

Suggestions for Improving Reliability

and Validity

The following suggestions summarize some of the
previous discussion; they should help improve both
the reliability and validity of interviews.

1. Whenever possible, use a structured interview.
A wide variety of structured interviews exist for
conducting intake-admission, case-history,
mental status examination, crisis, and diagnostic
interviews.

2. If a structured interview does not exist for your
purpose, consider developing one. Generate a
standard set of questions to be used, develop a
set of guidelines to score respondents’ answers,
administer this interview to a representative
sample of subjects, and use the feedback from
subjects and interviewers to modify the inter-
view. If nothing else, completing this process
will help you better understand what it is that
you are attempting to assess and will help you
become a better interviewer.

3. Whether you are using a structured interview
or not, certain interviewing skills are essential:
establishing rapport, being an effective com-
municator, being a good listener, knowing

when and how to ask additional questions, and
being a good observer of nonverbal behavior.

4. Be aware of the patient’s motives and expec-
tancies with regard to the interview. For
example, how strong are his or her needs for
approval or social desirability?

5. Be aware of your own expectations, biases, and
cultural values. Periodically, have someone else
assess the reliability of the interviews you
administer and score.

THE A RT AND SCIENCE

OF IN TERVIEWIN G

Becoming a skilled interviewer requires practice.
Without the opportunity to conduct real inter-
views, to make mistakes, or to discuss techniques
and strategies with more experienced interviewers,
a simple awareness of scientific investigations of
interviewing will not confer great skill. What,
then, are the functions of research on interviewing?
A major one is to make clinicians more humble
regarding their “intuitive skills.” Research suggests,
for example, that prior expectancies can color the
interviewer’s observations, that implicit theories of
personality and psychopathology can influence
the focus of an interview, and that the match or
mismatch of interviewer and interviewee in terms
of race, age, and gender may influence the course
and outcome of the interview. Thus, a number of
influences on the interview process have been
identified.

Furthermore, if we never test our hypotheses, if
we never assess the validity of our diagnoses, if we
never check our reliability against someone else, or
if we never measure the efficacy of a specific inter-
view technique, then we can easily develop an
ill-placed confidence that will ultimately be hard
on our patients. It may be true, as some cynics
argue, that 10 studies, all purporting to show that
“mm-hmm” is no more effective than a nod of the
head in expressing interviewer interest, still fail to
disprove that in one specific or unique clinical
interaction there may indeed be a difference. But
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such studies and many others like them will surely
give us pause and encourage us to question our
assumptions.

Although no single interview study will offer
an unambiguous solution to an interview problem,
these studies have a cumulative effect. Research can
offer suggestions about improving the validity of
our observations and techniques, shatter some

timeworn illusions, and splinter a few clichés. By
the sheer cumulative weight of its controlled, sci-
entific approach, research can make interviewers
more sensitive and effective. A clinician steeped in
both the art and the science of interviewing will be
more effective (though hardly more comfortable)
than one who is conscious of only one of these
dual aspects of interviewing.

CHAP TER SUMMARY

Clinical assessment involves an evaluation of an indivi-
dual’s strengths and weaknesses, a conceptualization
of the problem at hand, and some prescription for
alleviating the problem. The interview is the most
basic and most serviceable assessment technique
used by clinical psychologists. There are two primary
distinguishing factors among interviews. First, inter-
views differ with regard to their purpose. In this
chapter, we have discussed the intake-admission
interview, the case-history interview, the mental sta-
tus examination interview, the crisis interview, and
the diagnostic interview. A second distinguishing fea-
ture concerns whether the interview is unstructured

(often called a clinical interview) or structured. In
contrast to unstructured interviews, structured inter-
views require the clinician to ask verbatim a set of
standardized questions in a specified sequence.

Regardless of the type of interview or its pur-
pose, certain skills are required, including rapport,
good communication skills, appropriate follow-up
questions, and good observational skills. As with
any form of psychological assessment, it is important
to evaluate the reliability and validity of interview
scores. Finally, we have made several suggestions
for improving the reliability and validity of inter-
view scores.

KEY TERMS

assessment interview One of the most basic
techniques employed by the clinical psychologist
for the purpose of answering a referral question. If
administered skillfully, the assessment interview
can provide insight into the problem and inform
clinical decision making.

case-history interview An interview conducted
for the purpose of gaining a thorough understanding
of the patient’s background and the historical/
developmental context in which a problem emerged.

clinical assessment An approach to assessment
that involves an evaluation of an individual’s
strengths and weaknesses, a conceptualization of
the problem at hand, and the generation of
recommendations for alleviating the problem.

computer interviewing The use of computers
for administering clinical interviews.

concurrent validity A form of criterion-related
validity. The extent to which interview scores
correlate with scores on other relevant measures
administered at the same time.

construct validity The extent to which
interview scores correlate with other measures
or behaviors in a logical and theoretically
consistent way. To be construct valid, an
interview must demonstrate all of the aspects of
validity.

content validity The degree to which interview
items adequately measure all aspects of the
construct being measured.
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crisis interview An interview conducted for
the purposes of (a) defusing or problem
solving through the crisis at hand and
(b) encouraging the individual to enter into a
therapeutic relationship at the agency or
elsewhere so that a longer-term solution can
be worked out.

criterion-related validity The extent to which
interview scores predict (correlate with) scores on
other relevant measures.

diagnostic interview An interview conducted
for the purpose of arriving at a DSM-IV diagnostic
formulation.

discriminant validity The extent to which
interview scores do not correlate with measures
that are not theoretically related to the construct
being measured.

intake-admission interview An interview con-
ducted for the purposes of (a) determining why the
patient has come to an agency (e.g., clinic,
hospital), (b) determining whether the agency can
meet the patient’s needs and expectations, and
(c) informing the patient about the agency’s
policies and procedures.

interrater reliability The level of agreement
between at least two raters who have evaluated the
same patient independently. Agreement can refer
to consensus on symptoms assigned, diagnoses
assigned, and so on.

kappa coefficient A statistical index of interrater
reliability computed to determine how reliably
raters judge the presence or absence of a feature or
diagnosis.

mental status examination interview An
interview conducted to evaluate the patient for the
presence of cognitive, emotional, or behavioral
problems. In the MSE interview, the clinician
assesses the patient in a number of areas, including
(but not limited to) general presentation, quality of
speech, thought content, memory, and judgment.

predictive validity A form of criterion-related
validity. The extent to which interview scores
correlate with scores on other relevant measures
administered at some point in the future.

rapport A word often used to characterize the
relationship between patient and clinician. In the
context of the clinical interview, building good
rapport involves establishing a comfortable atmo-
sphere and sharing an understanding of the
purpose of the interview.

referral question The question posed about the
patient by the referral source (e.g., Why is a
particular child earning poor grades?).

structured diagnostic interview A diagnostic
interview that consists of a standard set of questions
asked in a specified sequence. The questions may
be keyed to the diagnostic criteria for a number of
disorders.

test–retest reliability The consistency of inter-
view scores over time. Generally, we expect
individuals to receive similar diagnoses from one
administration to the next if the interval between
administrations is short.

unstructured interview An interview in which
the clinician asks any questions that come to mind
in any order.
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7

The Assessment of Intelligence

FOCUS QUESTIONS

1. What is intelligence, and what are some of the
problems we face in measuring this construct?

2. What is the relationship between intelligence
and school success as well as between intelli-
gence and occupational status and success?

3. What do studies suggest regarding the genetic
versus environmental influence on intelligence?

4. How are the Stanford-Binet Fifth Edition (SB-5)
and Wechsler scales (WAIS-IV, WISC-IV) similar?
How are they different?

5. How are intelligence tests used in a
clinical situation? What are some of the
limitations regarding their use in these
situations?

CHAPTER OUTLINE

Intelligence Testing: Yesterday and Today

The Concept of Intelligence
BOX 7-1: The Bell Curve
Brief Review of Reliability and Validity
Definitions of Intelligence
Theories of Intelligence

The IQ: Its Meaning and Its Correlates
The Intelligence Quotient (IQ)
Correlates of the IQ
Heredity and Stability of IQ Scores
BOX 7-2: Behavioral Genetics
BOX 7-3: The Concept of Heritability

The Clinical Assessment of Intelligence

The Stanford-Binet Scales
The Wechsler Scales
The WAIS-IV
The WISC-IV
A Brief Case Report: Intellectual Evaluation
The WPPSI-III
The Clinical Use of Intelligence Tests
The Case of Harold
Some Final Observations and Conclusions

CHAPTER SUMMARY

KEY TERMS

WEB SITES OF INTEREST
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T he history of clinical psychology is inextricably
tied to the assessment of intelligence. Without

the success in this and related assessment enterprises,
there might not have been a field of clinical psy-
chology. As the years passed, however, clinicians
became increasingly interested in other aspects of
the profession, such as therapy. Assessment began
to take a back seat, and technicians started to
conduct assessments, as they had prior to World
War II. However, as indicated in earlier chapters,
assessment experienced a renaissance of sorts. Intel-
ligence tests in particular remain prominent in the
clinical psychologist’s arsenal of assessment devices
(Camara, Nathan, & Puente, 2000).

In this chapter, we provide some background
relevant to the controversies over intellectual assess-
ment, present major definitions and theories of intel-
ligence, focus on the measurement of intelligence,
and finally, discuss the appropriate interpretation of
intelligence test scores.

INTELL IGENCE TEST ING :

YESTERDA Y A ND TO DA Y

Several important historical developments in the lat-
ter half of the 19th century greatly influenced the
ultimate introduction of measures of intelligence
(Hunt, 2011; Thorndike, 1997; Wasserman &
Tulsky, 2005; White, 2006). First, compulsory edu-
cation in the United States and other countries
resulted in a very diverse student body. Many stu-
dents came from “uneducated” families or families
that did not speak English. As a result, the failure
rate in schools shot up dramatically. To preserve
resources, there was pressure to identify those most
likely to succeed in school. Second, psychological
scientists believed, and ultimately demonstrated,
that mental abilities could be measured. Although
early attempts focused primarily on measures of sen-
sory acuity and reaction time (e.g., Francis Galton,
James McKeen Cattell), the groundwork was laid.

Alfred Binet and his collaborator, Theodore
Simon, became leaders in the intelligence testing
movement when they devised the Binet-Simon
test to identify individual differences in mental func-
tioning (see Chapter 2). Binet’s original purpose was
to develop an objective method of identifying those
truly lacking in academic ability (as opposed to those
with behavior problems). Like others of the day,
Binet and Simon regarded intelligence as a “faculty”
that was inherited, although they also spoke of it as
affected by training and opportunity. With the
interest in quantifying intellectual performance and
with the continuing growth of compulsory educa-
tion in Europe and North America, intelligence
testing became firmly entrenched (Hunt, 2011;
Thorndike, 1997; Wasserman & Tulsky, 2005).

Institutions such as schools, industries, military
forces, and governments were, by their nature,
interested in individual differences (e.g., levels of
intelligence) that might affect performance in
those settings; therefore, intelligence testing pros-
pered. For many years, the critical importance and

F I G U R E 7-1 Alfred Binet developed the first widely
accepted test of intelligence. The test, which eventually
became the Stanford-Binet, has undergone numerous
revisions over the years.
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widespread use of intelligence tests went largely
unchallenged. However, by the end of the 1960s,
everyone from psychologists to consumer advocates
seemed to be attacking the validity of these tests.
Basically, the argument was that such tests discrimi-
nate through the inclusion of unfair items.

As a result of a lengthy civil rights suit (Larry P.
v. Wilson Riles) begun in 1971, the California State
Board of Education in 1975 imposed a moratorium
on the use of intelligence tests to assess disabilities in
African Americans. The court held that IQ testing is
prejudicial to African American children and tends
to place them, without real justification, in allegedly
stigmatizing programs for cognitively impaired
individuals. Others disputed the court’s judgment,
however. Some African Americans contemplated a
court challenge of the ruling, claiming it assumed
that African Americans would do poorly on the
tests. Still others argued that IQ testing is not a
social evil but the principal means by which we
can right the wrongs imposed upon minorities by
a devastating environment.

Stephen Gould’s (1981) popular book The
Mismeasure of Man was a scathing critique of the
intelligence testing movement and of the “reifica-
tion” of the notion of intelligence. Essentially,
Gould argued that theorists such as Spearman (see
below) mistakenly accorded general intelligence, or
g, the status of a true entity because of their misun-
derstanding of factor analytic techniques. Further,
Gould contended that those arguing for the herita-
bility of intelligence were in some cases mistaken
and in other cases guilty of fraud. Gould’s book was
a huge success that further intensified the attack on
intelligence testing.

This rather heated debate resurfaced in the 1990s
with the publication of The Bell Curve (Herrnstein &
Murray, 1994). In this book, Herrnstein and Murray
reviewed the concept of intelligence, recounted the
history of intelligence testing, responded to many of
the critiques offered by Gould (1981), and delved
into public policy issues such as poverty, crime, wel-
fare, and affirmative action. Even today, the merits of
the Herrnstein and Murray book continue to be
debated (Alderfer, 2003; Nisbett, 2009; Sternberg,
Grigorenko, & Kidd, 2005). Box 7-1 briefly presents

some of the more controversial aspects of this book.
Whatever the outcome of all the controversy, it does
illustrate that intellectual assessment is not an obscure
academic activity; it is right there in the midst of
contemporary social and public policy issues.

There is little question that intelligence tests
have been misused at times in ways that have penal-
ized underrepresented groups. There is also little
doubt that some tests have contained certain items
that have adversely affected the performance of some
minorities. We should, therefore, do everything we
can to develop better tests and to administer and
interpret them in a sensitive fashion. However,
banning tests seems an inappropriate cure that may
ultimately harm the very people who need help.

THE CONCEPT OF INTELL IGENCE

Two issues that have plagued psychologists from
the beginning are still not resolved (Sternberg
et al., 2005; Wasserman & Tulsky, 2005; White,
2000). First, exactly what is meant by the term intel-
ligence? Second, how do we develop valid instru-
ments for measuring it? In this section, we address
both questions. But first, we need to review the
psychometric concepts of reliability and validity.

Brief Review of Reliability

and Validity

As we discussed in the previous chapter, all inter-
views and tests must demonstrate both reliability
and validity to be useful. Tables 7-1 and 7-2 present
brief definitions of the most common forms of
reliability and validity used to evaluate psychologi-
cal tests.

Reliability. With regard to psychological tests,
reliability refers to the consistency with which indi-
viduals respond to test stimuli. There are several
ways of evaluating reliability. First, there is test–retest
reliability—the extent to which an individual makes
similar responses to the same test stimuli on repeated
occasions. If each time we test a person we get
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different responses, the test data may not be very
useful. In some instances, clients may remember on
the second occasion their responses from the first
time. Or they may develop a kind of “test-
wiseness” from the first test that influences their
scores the second time around. In still other cases,
clients may rehearse between testing occasions or
show practice effects. For all these reasons, another
gauge of reliability is sometimes used—equivalent-
forms reliability. Here, equivalent or parallel forms of
a test are developed to avoid the preceding problems.

Sometimes it is too expensive (in time or money)
to develop an equivalent form, or it is difficult or
impossible to be sure the forms are really equivalent.
Under such circumstances, or when retesting is not
practical, assessing split-half reliability is a possibility.
This means that a test is divided into halves (usually
odd-numbered items versus even-numbered items),
and participants’ scores on the two halves are com-
pared. Split-half reliability also serves as one possible
index of a test’s internal consistency reliability. Do the
items on the test appear to be measuring the same

BOX 7-1 The Bell Curve

Perhaps no other psychology book in recent times has
generated as much controversy as Herrnstein and
Murray’s (1994) The Bell Curve. Briefly, Herrnstein and
Murray argue that, since the 1960s, the United States
has become increasingly divided based on the cognitive
or intellectual ability of its citizens. What has emerged
is a class labeled the “cognitive elite” who are primar-
ily concentrated in a small group of occupations (e.g.,
doctors, lawyers, professors) that essentially screen for
high IQ. Although intelligence is a product of both
genetic and environmental factors, our country’s
attempt to “equalize” the environment for all (i.e.,
give everyone the same opportunities to succeed)
ironically leads to a situation in which the genes we
inherit are the primary source of individual differences.
In a sense, Herrnstein and Murray contend, this will
only serve to widen the gap between the haves and
the have-nots in coming generations. The authors also
present evidence supporting their position that cogni-
tive ability/intelligence is the most important predictor
of outcomes such as financial stability, success in col-
lege, welfare dependence, producing “illegitimate”
children, and criminal behavior. They also review the
data on ethnic/racial differences in IQ and argue that
efforts to raise IQ scores through educational programs
or programs such as Head Start have not produced
positive long-term effects. Finally, Herrnstein and
Murray provide a number of prescriptions for remedy-
ing the current disparity, including overhauling affir-
mative action policies for education and the workplace
as well as returning decision-making power to local
governing bodies.

Most of the negative reaction to this book
appears to be based on disagreement with the authors’
prescriptions for social policy and, at times, appears to
take the form of ad hominem arguments. In addition,

some critics have taken issue with the methodology,
analysis, and interpretation of some of the empirical
studies cited and discussed in the book. On the other
hand, a group of experts in the field of intelligence
published a brief article in the Wall Street Journal
(Arvey et al., 1994) that outlined “mainstream” con-
clusions among researchers on intelligence. Many of
the points made in The Bell Curve are consistent with
these conclusions. The experts, however, stopped short
of prescribing social policy based on these conclusions.

Alderfer (2003) argues that psychologists have not
gone far enough in highlighting the limitations of the
empirical analysis presented in The Bell Curve. Alderfer
remains unconvinced by the authors’ “scientific argu-
ments,” including the heritability of intelligence as
well as the relations between IQ and social problems
(e.g., poverty, unemployment, welfare, imprisonment).
According to Alderfer, socioeconomic status is perhaps
the major contributing factor for racial differences in
IQ and is the third variable responsible for the appar-
ent association between IQ and social problems.
Therefore, he urges psychologists to focus their ener-
gies on combating injustices, including racism, that
lead to poorer achievement.

Finally, Sternberg et al. (2005) presented a series
of compelling arguments that highlighted the lack of
consensus, even today, as to the definition and mea-
surement of intelligence, as well as the fact that the
concept of “race” is actually a social construction
without biological or genetic basis. Furthermore, both
IQ scores as well as heritability estimates for intelli-
gence are highly variable within racial groups. There-
fore, the lack of precision in defining intelligence and
the great variability in estimates within groups limit
any conclusions that can be drawn regarding the rela-
tions between IQ and race and genetics.
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thing? That is, are the items highly correlated with
each other? The preferred method of assessing internal
consistency reliability involves computing the average
of all possible split-half correlations for a given test
(Cronbach’s alpha).

Another aspect of reliability, interrater or inter-
judge reliability, was discussed in the previous chapter
in the context of interview assessment. The goal
here is to demonstrate that independent observers
can agree about their ratings or judgments of some
particular aspect of the person’s behavior.

Regardless of the kind of reliability in ques-
tion, the goal is to demonstrate consistency in the
data. A test must be able to provide evidence that
the scores it yields are consistent over time and
over examiners or are otherwise reliable (as in

split-half or equivalent-forms reliability). Without
reliability, consistency, or stability of measure-
ment, a test cannot be valid. However, even
though a test shows reliability, this does not auto-
matically imply validity. For example, a test
involving the ability to discriminate among colors
may produce scores that are highly reliable over
time, yet not be a valid measure of intelligence.

Validity. In general, validity refers to the extent to
which an assessment technique measures what it is
supposed to measure. Like reliability, there are sev-
eral forms of validity. Content validity indicates the
degree to which a group of test items actually cov-
ers the various aspects of the variable under study.
For example, a test that purported to measure

T A B L E 7-1 Common Types of Reliability That Are Assessed to Evaluate Psychological Tests

Type of Reliability Definition Statistical Index

Test–retest reliability Index of the consistency of test scores across some period
of time

Pearson’s r
Intraclass correlation

Equivalent forms reliability Index of the consistency of test scores across time; not
vulnerable to a “practice effect” (not repeating the same
test)

Pearson’s r

Split-half reliability Index of the internal consistency of the test (do the items
seem to be measuring the same variable or construct?)

Pearson’s r

Internal consistency reliability Preferred index of internal consistency, in which the
average of all possible split-half correlations is computed

Cronbach’s alpha
Kuder-Richardson-20

Interrater or interjudge reliability Index of the degree of agreement between two or more
raters or judges as to the level of a trait that is present or
the presence/absence of a feature or diagnosis

Pearson’s r
Intraclass correlation
Kappa

T A B L E 7-2 Common Types of Validity That Are Assessed to Evaluate Psychological Tests

Type of Validity Definition

Content validity The degree to which the test items adequately measure the various aspects of the variable or
construct.

Predictive validity The degree to which test scores can predict (correlate with) behavior or test scores that are
observed or obtained at some point in the future.

Concurrent validity The extent to which test scores are correlated with a related, but independent, set of test
scores or behaviors.

Construct validity The extent to which test scores are correlated with other measures or behaviors in a logical
and theoretically consistent way. This will involve a demonstration of both convergent and
discriminant validity.

NOTE: Predictive and concurrent validity are both subtypes of criterion-related validity.
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overall adjustment but that contained only items
dealing with adjustment at work would not have
content validity because it failed to include items
dealing with adjustment at home, with friends,
and in other contexts. Predictive validity is demon-
strated when test scores accurately predict some
behavior or event in the future. A test designed to
predict school success is valid if scores today reflect
the school achievement behavior of children 2 years
hence. Concurrent validity involves relating today’s
test scores to a concurrent criterion (e.g., teachers’
judgments of school success). Finally, construct valid-
ity is shown when test scores relate to other mea-
sures or behaviors in a logical, theoretically
expected fashion. For example, suppose we have a
test for alienation. Given the nature of alienation, a
valid test of it might be expected to correlate with
lack of vigor or even depression. If our test does
that, our confidence in its construct validity is
increased.

Definitions of Intelligence

So what should intelligence tests measure? In one
sense, intelligence tests are achievement tests because
they measure what one has learned (Sternberg et al.,
2005). There is no universally accepted definition of
intelligence (Wasserman & Tulsky, 2005). However,
over the years, most have fallen into one of three
classes:

1. Definitions that emphasize adjustment or
adaptation to the environment—adaptability to
new situations, the capacity to deal with a
range of situations.

2. Definitions that focus on the ability to learn—
on educability in the broad sense of the term.

3. Definitions that emphasize abstract thinking—
the ability to use a wide range of symbols and
concepts, the ability to use both verbal and
numerical symbols.

To illustrate a little of the long-standing diver-
sity of definitions, consider the following examples:

■ [Intelligence is] the aggregate or global capacity
of the individual to act purposefully, to think

rationally, and to deal effectively with his
environment. (Wechsler, 1939, p. 3)

■ As a concept, intelligence refers to the whole
class of cognitive behaviors which reflect an
individual’s capacity to solve problems with
insight, to adapt himself to new situations, to
think abstractly, and to profit from his experi-
ence. (Robinson & Robinson, 1965, p. 15)

■ Intelligence is a very general mental capability that,
among other things, involves the ability to reason,
plan, solve problems, think abstractly, compre-
hend complex ideas, learn quickly and learn from
experience. It is not merely book learning, a
narrow academic skill, or test-taking smarts.
Rather, it reflects a broader and deeper capability
for comprehending our surroundings—“catching
on,” “making sense” of things, or “figuring out”
what to do. (Arvey et al., 1994)

■ Intelligence is defined in terms of the ability to
achieve success in life in terms of one’s personal
standards, within one’s socio-cultural context.
(Sternberg, 2003, p. 141)

The foregoing classes of and specific definitions
of intelligence are not mutually exclusive. Further-
more, several of these definitions contain distinct
overtones of both social values and motivational
elements. Beyond this, however, many definitions
of intelligence are so broad or general as to be
nearly useless. In many ways, there is an overall
sameness to tests of intelligence that belies their
origins in diverse definitions. Thus, one begins to
wonder whether definitions really make all that
much difference or whether constructing IQ tests
is just an atheoretical, pragmatic enterprise in which
we generate items that we hope will correlate with
some external criterion (e.g., school grades).

Theories of Intelligence

There have been many theoretical approaches to
the understanding of intelligence. These include
psychometric theories, developmental theories,
neuropsychological theories, and information-
processing theories (Deary, Penke, & Johnson,
2010; Flanagan & Harrison, 2005; Hunt, 2011;
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Kamphaus, 1993; Neisser et al., 1996; Sternberg
et al., 2005). Over the years, there has been no
shortage of either theories or controversies. We
present only a brief overview of several leading
theories here.

Factor Analytic Approaches. Spearman (1927),
the father of factor analysis, posited the existence of
a g factor (general intelligence) and s factors (specific
intelligence). The elements that tests have in com-
mon are represented by g, whereas the elements
unique to a given test are s factors. Basically, how-
ever, Spearman’s message, buttressed by factor ana-
lytic evidence, was that intelligence is a broad,
generalized entity.

A number of individuals took issue with Spear-
man’s contentions, including E. L. Thorndike and
L. L. Thurstone. For example, Thurstone (1938)
presented evidence (based on a factor analysis of
over 50 separate tests that had been administered
to 240 participants) for a series of “group” factors
rather than the almighty g factor. Ultimately, Thur-
stone described seven group factors, which he
labeled Numerical Facility, Word Fluency, Verbal
Comprehension, Perceptual Speed, Spatial Visuali-
zation, Reasoning, and Associative Memory (Thur-
stone’s Primary Mental Abilities). Unfortunately,
Spearman and Thurstone were using different
methods of factor extraction (principal components
vs. principal factors) and rotation, which often result
in different solutions even when applied to the

same data set (Gould, 1981). It is also possible that
the discrepant results were due to Spearman analyz-
ing data from a wider range of cognitive ability
levels (i.e., school children) while Thurstone relied
more on data gathered from high cognitive ability
students (i.e., those from a select academic institu-
tion) (Hunt, 2011). Further, both men appeared to
be guilty of reifying the factor(s) “discovered” by
their respective analyses. The end result was an at
times acrimonious debate between Spearman and
Thurstone and their respective followers.

Cattell’s Theory. The work of R. B. Cattell
(1987) emphasized the centrality of g. At the same
time, Cattell offered a tentative list of 17 primary
ability concepts. He described two important
second-order factors that seem to represent a parti-
tioning of Spearman’s g into two components: fluid
ability (the person’s genetically based intellectual
capacity) and crystallized ability (the capacities, tapped
by the usual standardized intelligence test, that can
be attributed to culture-based learning). Essentially,
Cattell’s approach might be described as a hierarchi-
cal model of intelligence. An example of this sort of
model is shown schematically in Figure 7-2.

Guilford’s Classification. The views of Guilford
(1967) were quite different from those of Cattell,
Spearman, Thurstone, and most other psychome-
tricians. Guilford proposed a Structure of the Intellect
(SOI) model and then used a variety of statistical and

Major
group 
factors

Minor
group 
factors

Specific 
factors

Verbal Number
Mechanical
information Spatial Manual Figural

Verbal-educational (v:ed) Practical (k:m)

General (g)

F I G U R E 7-2 Model of a hierarchical organization of abilities.

SOURCE: Adapted from The Structure of Human Abilities, rev. ed., by P. E. Vernon, p. 22. Copyright © 1960 by Methuen & Co., Ltd. Reprinted by permission
of Thomson Publishing Services.
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factor analytic techniques to test it. Whereas other
psychometric approaches generally attempted to
infer a model from the data, Guilford used the
model as a guide in generating data.

Guilford reasoned that the components of
intelligence could be organized into three dimen-
sions: operations, contents, and products. The
operations are cognition, memory, divergent
production (constructing logical alternatives),
convergent production (constructing logic-tight
arguments), and evaluation. The content dimension
involves the areas of information in which the
operations are performed: figural, symbolic, seman-
tic, and behavioral. Finally, when a particular men-
tal operation is applied to a specific type of content,
there are six possible products: units, classes,
systems, relations, transformations, and implications.
If we contemplate all possible combinations, we
arrive at 120 separate intellectual abilities. Perhaps
the most widely held reservation about Guilford’s
approach is that it is a taxonomy or classification
rather than a theory.

More Recent Developments. Traditionally, intel-
ligence tests have been constructed to assess what we
know or can do. Recent approaches, however, have
begun to take on a highly cognitive or information-
processing look. For example, some researchers try
to describe a person’s moment-by-moment attempts
to solve a problem—from the moment a stimulus
registers to the person’s verbal or motor response.
This is a more dynamic view of intelligence than
the older theories of mental components. Some of
these researchers have focused on speed of informa-
tion processing and others on strategies of processing.
A number of levels of processing have been studied,
including speed of processing, speed in making
choices in response to stimuli, and speed with
which individuals can extract various aspects of
language from their long-term memory. But many
problems and questions remain. Is there a central
processing mechanism for information? How do
the processing elements change as the person devel-
ops? Are there general problem-solving skills or
merely skills specific to certain ability areas? Perhaps
time will tell.

Gardner (1983, 1999) has described a theory of
multiple intelligences. Human intellectual compe-
tence involves a set of problem-solving skills that
enable the person to resolve problems or difficulties.
Sometimes this results in the potential for acquiring
new information. To date, Gardner has described a
family of eight intelligences: linguistic, musical,
logical-mathematical, spatial, bodily-kinesthetic, nat-
uralistic, interpersonal, and intrapersonal (Chen &
Gardner, 2005). For example, the interpersonal refers
to the ability to notice, appreciate, and make distinc-
tions among other individuals in terms of feelings,
beliefs, and intentions. A major criticism of Gardner’s
theory is that some of his proposed “intelligences”
may be better conceptualized as “talents” than as
forms of intelligence (Neisser et al., 1996). Never-
theless, Gardner’s views have attracted a great deal of
attention from psychologists and educators alike and
emphasize areas of potential and ability that are not
tapped by traditional psychological tests.

To cite another example of a theory of multi-
ple forms of intelligence, Sternberg (1985, 1991,
2005) has proposed a triarchic theory of intelligence.
He maintains that people function on the basis of
three aspects of intelligence: componential, experi-
ential, and contextual. This approach deemphasizes
speed and accuracy of performance. Instead, the
emphasis is on planning responses and monitoring
them. The componential aspect refers to analytical
thinking; high scores would characterize the person
who is a good test-taker. The experiential aspect
relates to creative thinking and characterizes the
person who can take separate elements of experi-
ence and combine them insightfully. Finally, the
contextual aspect is seen in the person who is
“street smart”—one who is practical, knows how
to play the game, and can successfully manipulate
the environment. According to Sternberg, a per-
son’s performance is governed by these three
aspects of intelligence. However, whether all the
foregoing can account for individual differences or
is just a theory of cognition is debatable.

Although Spearman, Thurstone, and others
may seem to have given way to Cattell, Guilford,
Gardner, or Sternberg, clinicians’ day-to-day use of
tests suggests that they have not really outgrown the
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g factor of Spearman or the group factors of Thur-
stone. The whole notion of a single IQ score that
can represent the individual’s intelligence strongly
implies that we are trying to discover how much g
the person has. At the same time, however, most
current intelligence tests are composed of subtests
so that the total IQ represents some average or com-
posite of subtest scores. This implies that, to some
extent at least, we have also accepted Thurstone’s
group factors. We seem to want to identify and
quantify how much intelligence the person has, yet
we cannot escape the belief that intelligence is some-
how patterned—that two people may have the same
overall IQ score and still differ in specific abilities.
Thus, it would appear that practicing clinicians
think more in line with Spearman or Thurstone
and are less affected by the recent information-
processing and multiple intelligence perspectives.

THE IQ : I TS MEA NI NG

AND ITS CORRELATES

The Intelligence Quotient (IQ)

Ratio IQ. Binet regarded the mental age (MA) as
an index of mental performance. Each item success-
fully passed on a Binet test signified a certain num-
ber of months’ credit. At the conclusion of the test,
the items passed were added up and the MA
emerged. Thus, there was nothing magical about
an MA; all it meant was that X number of items
had been passed. Subsequently, Stern (1938) devel-
oped the concept of intelligence quotient (IQ) to cir-
cumvent several problems that had arisen in using
the difference between the chronological age (CA) and
the MA to express deviance. At first glance, two
children, one with an MA of 4 years and a CA of
5 years and another with an MA of 14 years and a
CA of 15 years, would seem to be equally deficient.
However, this is not the case because intellectual
growth is much more rapid at younger age levels.
Therefore, even though there is only a 1-year
discrepancy between the MA and the CA of
both children, the younger child is actually more
deficient, intellectually, than the older one. The

IQ notion enables us to perform the following
computation:

IQ = MA/CA × 100

As a result, we find that our 15-year-old has an
IQ of 93, whereas the 5-year-old has an IQ of 80.
These differing scores better reflect the reality of
more rapid intellectual growth at younger ages.

It should be noted that in measuring intelli-
gence, we cannot be sure that we are dealing with
equal-interval measurement. We cannot be sure that
an IQ of 100 is really twice as much as an IQ of 50
or that our scale has an absolute zero point. We
cannot add and subtract IQs. All we can do is state
that a person with an IQ of 100 is brighter than a
person with an IQ of 50. All of this should serve to
remind us that IQs and MAs are merely scores.

Deviation IQ. Although initially appealing, the
ratio IQ is significantly limited in its application to
older age groups. The reason is that a consistent
(even if very high) mental age (MA) score accom-
panied by an increasing chronological age (CA)
score will result in a lower IQ. Thus, it may appear
that IQ has decreased over time when in fact one’s
intellectual ability has been maintained.

To deal with this problem, Wechsler intro-
duced the concept of deviation IQ. The assumption
is made that intelligence is normally distributed
throughout the population. A deviation IQ then
involves a comparison of an individual’s perfor-
mance on an IQ test with that of his or her age
peers. Thus, the same IQ score has a similar mean-
ing, even if two individuals are markedly different
in age (e.g., a 22-year-old vs. an 80-year-old). In
both cases, an IQ of 100 indicates an average level
of intellectual ability for that age group.

Correlates of the IQ

Whether intelligence tests are valid depends on how
we define intelligence. If we are looking for some
global entity that transcends school success or related
achievements, the answer is probably no. But if we
define intelligence mainly as a predictor of success in
school, then the answer is likely to be yes.
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Whether we define intelligence in terms of g,
separate abilities, or hierarchical relationships among
factors, society ultimately decides which abilities will
be valued, rewarded, and nurtured. Perhaps this is
why all intelligence tests seem so much alike. They
are designed to predict what society values. Our soci-
ety tends to reward verbal ability, reasoning, reading,
information acquisition, analytic ability, and so on.

School Success. In general, IQs have been shown
to relate substantially both to success in school and to
achievement tests that measure what has been learned
(Deary et al., 2010; Hunt, 2011; Kamphaus, 1993;
Ones, Viswesvaran, & Dilchert, 2005). The correla-
tion between IQ scores and grades is about .50
(Neisser et al., 1996). It seems apparent that success
in school is related to a host of variables, including
motivation, teacher expectations, cultural back-
ground, attitudes of parents, and many others. We
are then confronted with the very difficult clinical
task of sorting out those variables. When success or
failure in school occurs, is it because of intelligence,
motivation, cultural background, or what? Any
behavior is complexly determined by many variables
other than just general or specific intelligence.

Occupational Status and Success. Because
amount of education would seem to be, in general,
a strong determinant of the kind of job one can
obtain, it will come as no surprise to learn that IQ
and occupational status are related. This relationship
seems to be true whether occupational status is
defined in terms of income, rated prestige, or social
prestige, or regardless of gender or ethnicity (Ones
et al., 2005). Interestingly, however, intelligence
scores also appear to be good predictors of job per-
formance (Hunt, 2011; Neisser et al., 1996; Ones
et al., 2005); IQ scores outperform predictors such as
biographical data, reference checks, education, and
college grades. However, once entry to a profession
has been gained, the degree of intelligence may not
separate the more eminent from the less eminent.
Apparently, some minimum level of ability is neces-
sary to achieve entry to or minimal performance in a
given occupation (though this may be debatable).
Once an individual gains entry, however, the degree

of subsequent success may be more a function of
nonintellectual factors.

Demographic Group Differences. Although
most studies find few if any significant differences
between males and females in overall IQ scores, sig-
nificant differences between the sexes have been
obtained for specific abilities (Hunt, 2011; Neisser
et al., 1996). Males tend to score significantly higher
on measures of spatial ability and, after puberty, on
measures of quantitative ability. Females tend to
score significantly higher on measures of verbal abil-
ity (Neisser et al., 1996). Among racial/ethnic
groups, Hispanic Americans and African Americans
in North America tend to obtain significantly lower
IQ scores than do European Americans in North
America (Hunt, 2011; Neisser et al., 1996; Ones
et al., 2005). These findings, although consistent,
have been the source of much controversy. Neisser
et al. (1996) point out that although we do not
know what causes these ethnic/racial differences,
the size of the differences are within a range that
could be accounted for by environmental factors,
such as differential opportunities and resources avail-
able to youth from different ethnic backgrounds in
North America. More research is needed in this area
to provide insight into the nature of these ethnic/
racial differences. Despite the differences, however,
IQ scores remain good predictors of school, college,
and work achievement among Hispanic Americans
and African Americans (Ones et al., 2005).

Heredity and Stability of IQ Scores

Heritability of Intelligence. In contrast to the
situation half a century ago, almost all psychologists
now acknowledge that intelligence is influenced, at
least in part, by genetic factors (Deary et al., 2010;
Hunt, 2011; Neisser et al., 1996; Petrill, 2005). The
reason for this reversal of opinion is the large body
of empirical evidence provided by behavioral genetics
studies over the past several decades (McGue,
Bouchard, Iacono, & Lykken, 1993; Plomin,
DeFries, McClearn, & McGuffin, 2008). Box 7-2
presents a brief overview of the methods of behav-
ioral genetics.
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BOX 7-2 Behavioral Genetics

Behavioral genetics is a research specialty in which both
genetic and environmental influences on the develop-
ment of behavior are evaluated. Proteins are produced
and regulated by genetic codes, and proteins interact
with physiological intermediaries (hormones, neuro-
transmitters, structural properties of the nervous system)
to produce behavior (Plomin, DeFries, & McClearn, 2008).
The genetic makeup of an individual, referred to as the
genotype, is fixed at birth. A person’s genotype is passed
down from the biological parents. The phenotype refers
to observable characteristics of an individual, and a per-
son’s phenotype can change. Intelligence and even men-
tal disorders are phenotypic characteristics that may
change over time. The phenotype is a product of
the genotype and the environment.

One of the most powerful (in the explanatory
sense) research designs used in behavioral genetics is
the twin method. This method involves comparing
monozygotic (MZ) twins, who are genetically identical,
with dizygotic (DZ) twins, who share only about 50%
of their genetic material, on the behavior or charac-
teristic of interest. The similarity among twin pairs is
typically presented in the form of a concordance rate
or similarity index. In its simplest form, a concordance
rate is the percentage of instances across all twin pairs
in which both twins exhibit similar behaviors or char-
acteristics. A concordance rate or similarity index for
the MZ twin sample that is significantly greater than
that for the DZ twin sample suggests that genetic
influences play an important role in the development
of that set of behaviors or features.

Because MZ twins are identical and, if reared
together, may be treated more similarly than DZ twins,
one could argue that the higher concordance rate for MZ
twins than DZ twins may have as much to do with envi-
ronmental influences as genetic influences. An even more
informative method used in behavioral genetic studies
involves sampling MZ twins reared together (MZT), MZ
twins reared apart (MZA), DZ twins reared together (DZT),
and DZ twins reared apart (DZA). In this way, it is easier to
separate genetic and environmental influences. For
example, the following findings would suggest genetic
influences in the manifestation of the behaviors or fea-
tures under study: (a) the concordance rates for MZT and
MZA twins are significantly greater than those for DZT
and DZA twins, respectively; (b) the concordance rate for
MZA twins approaches that of MZT twins; and (c) the
concordance rate of DZA twins approaches that of DZT
twins. These findings would suggest that genetics plays
an important role because similarity/concordance is a

function of the amount of genetic material shared, and
being raised in different environments does not have an
appreciable effect on similarity.

We have presented only a brief and rather sim-
plistic overview of behavioral genetics. Interest in this
field has waxed and waned over the years, and at
times the field has been the target of attacks from a
variety of groups (Plomin et al., 2008). However, it is
important to keep several points in mind. First,
concordance rates or similarity indices less than 100%
(or 1.00) necessarily implicate environmental influ-
ences. Therefore, behavioral genetics methods are
tools for identifying and quantifying environmental
as well as genetic factors in behavior. Second, finding
that a behavior or characteristic is genetically
influenced does not mean that it is immutable or
unchangeable. Genetics and the environment interact
in complex ways to produce behavior.

The twin method compares similarity of characteristics
or features among monozygotic twins to that of dizy-
gotic twins.
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A landmark review by Bouchard and McGue
(1981) summarizes many of these behavioral genetics
studies of intelligence. Table 7-3 presents some of
the data. As can be seen, similarity in intelligence
appears to be a function of the amount of genetic
material shared (monozygotic twins are more similar
in intelligence than dizygotic twins or siblings). It is
notable that this pattern also holds true for biological
relatives reared apart. McGue et al. (1993) conclude:

When taken in aggregate, twin, family, and
adoption studies of IQ provide a demon-
stration of the existence of genetic influ-
ences on IQ as good as can be achieved in
the behavioral sciences with nonexperi-
mental methods. Without positing the
existence of genetic influences, it simply is
not possible to give a credible account for
the consistently greater IQ similarity among
monozygotic (MZ) twins than among like-
sex dizygotic (DZ) twins, the significant IQ
correlations among biological relatives even
when they are reared apart, and the strong

association between the magnitude of
familial IQ correlation and the degree of
genetic relatedness. (p. 60)

In general, estimates of the percentage of IQ
variance associated with genetic factors range from
30% to 80% (Deary et al., 2010). In general, it
appears that IQ heritability estimates vary as a func-
tion of the age of the sample; these estimates are
maximal in older age groups (Deary et al., 2010;
Hunt, 2011; McGue et al., 1993).

Given the evidence that intelligence scores are
influenced by genetic factors, does this mean that
IQ is not malleable? No. This is the source of much
confusion and controversy. Recall that heritability
estimates are not 100%. This suggests that the envi-
ronment plays some role in the development of
intelligence. As McGue et al. (1993) state, behav-
ioral genetics studies of IQ “strongly implicate the
existence of environmental influences: The correla-
tion among reared-together MZ twins is less than
unity; biological relatives who were reared together
are more similar than biological relatives who were

T A B L E 7-3 Average Familial IQ Correlations (R)

Relationship Weighted Average Correlation Number of Pairs

Reared-together biological relatives

MZ twins 0.86 4,672

DZ twins 0.60 5,546

Siblings 0.47 26,473

Parent/offspring 0.42 8,433

Half-siblings 0.31 200

Cousins 0.15 1,176

Reared-apart biological relatives

MZ twins 0.72 65

Siblings 0.24 203

Parent/offspring 0.22 814

Reared-together nonbiological relatives

Siblings 0.32 714

Adoptive parent/offspring 0.19 1,397

NOTE: MZ monozygotic; DZ dizygotic. Weighted average correlation was determined using sample-size-weighted average of z transformations.

SOURCE: Adapted with permission from “Familiar Studies of Intelligence: A Review” by T. J. Bouchard, Jr., and M. McGue, 1981, Science Vol. 212, p. 1056.
Copyright © 1981 by the American Association for the Advancement of Science.
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reared apart; and there is a significant correlation
between the IQs of nonbiologically related but
reared-together relatives” (pp. 60–61).

Even if heritability estimates were 100%, this
does not rule out the possibility that IQ scores may
change. Some “genetically determined” traits, such
as height, can be influenced by environmental cir-
cumstances, and genetic disorders can be controlled
or even cured by environmental intervention. In
fact, heritability of intelligence does not appear to
be stable across the life span; it ranges from about
20% in infancy, to 60% in young adulthood, to
80% in old age (Deary et al., 2010; Petrill, 2005).

This indicates that the environment plays a
greater role in intelligence in children than in
adults, raising the possibility that interventions at
younger ages might be able to increase IQ scores.
Although some short-term gains or changes have
been noted, in general the research examining the
efficacy of psychosocial interventions for improving
IQ scores has been mixed (Kamphaus, 1993;
Neisser et al., 1996). Despite these sometimes dis-
appointing results, the general notion that favorable
environments should be provided so as to allow
individuals to realize their innate potential seems
both plausible and a worthy goal (see Box 7-3).

BOX 7-3 The Concept of Heritability

The concept of evergreens in A varies in height. The
degree to which they vary from each other is called the
variance. What produces this variance? Some is proba-
bly due to genetics. To find out how much, we equate
environmental conditions such as soil, water, and sun-
light (indicated by different shadings of the ground).
We now take a random group of seedlings chosen
from A. We plant them in this equated environment
(B) and wait patiently until they mature. We note that

the size variation in B is less than it was in A. This
reflects the fact that environmental conditions in B are
equal for all the trees so that any environmental
sources of variance have been eliminated. The remain-
ing variance in B is entirely produced by genetic fac-
tors. Therefore, the heritability of height for A is the
variance in B (the variation attributable to genetic
factors) divided by the variance in A (the total variation
in the population).

A

B

SOURCE: Adapted from Psychology, by Henry Gleitman, by permission of W. W. Norton & Company, Inc. Copyright © 1981 by W. W. Norton &
Company, Inc.
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In summary, genetic versus environmental
influences are not either/or choices. Clearly, both
play some role in the development and expression
of intelligence. Behavioral geneticists do not claim
that environment plays no role in IQ; rather, their
data clearly implicate environmental factors and
should serve as a stimulus for more research on the
nature and effect of these factors on the development
of intelligence (Deary et al., 2010; Petrill, 2005).

Stability of IQ Scores and the “Flynn” effect.
As indicated earlier, one method of assessing the reli-
ability of a measure is by computing a test–retest cor-
relation. This gives us a sense of how stable scores are
over time. As noted by Schuerger and Witt (1989),
IQ scores tend to be less stable for young children
and more stable for adults. This also fits well with the
notion that IQ scores are more influenced by the
environment (e.g., school) at younger rather than
older ages, Further, and not too surprisingly, a longer
test–retest interval (e.g., 10 years vs. 1 year) results in
lower reliability/stability estimates. Figure 7-3 depicts
stability of IQ scores as a function of age.

The implication of these findings is clear. Clin-
icians cannot assume that a single IQ test score will
accurately characterize an individual’s level of intel-
ligence throughout his or her life span. IQ scores do

tend to change, and this is especially true for young
children. For this reason, clinicians often describe
the individual’s “present level of intellectual func-
tioning” in their test reports. A variety of influences
(e.g., illness or motivational and emotional changes)
may affect an individual’s score.

Finally, it is worth briefly introducing the Flynn
effect (Flynn, 1984; Flynn & Weiss, 2007). This
refers to the empirical finding that from 1972 on,
Americans’ IQ scores have on average increased
3 points each decade. There are a number of possi-
ble explanations for this effect, ranging from people
are getting smarter to contemporary humans are
exposed more to IQ tests or at least similar types
of cognitive tasks in everyday life (Hunt, 2010).
Whether the Flynn effect reflects better educational
outcome or not, clinicians must be sure to use the
most recent normative data to ensure appropriate
comparisons to one’s peers and cohort.

THE C L IN ICAL ASSESSMENT

OF IN TELL IGENCE

In this section, we briefly describe several of the
most frequently used intelligence tests for children
and adults.

1.0
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15 27 39 513
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Increase in reliability by age

F I G U R E 7-3 Graph depicting the relationship between age and stability.

SOURCE: Scheurger and Witt, “The temporal stability and individually tested intelligence,” Journal of Clinicial Psychology Vol. 45, p. 300. Copyright © 1989 by
John Wiley and Sons, Inc. Reprinted by permission.
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The Stanford-Binet Scales

For many years, the Binet scales were the preferred
tests. They underwent many revisions after Binet’s
work in 1905. Terman’s revision in 1916 was fol-
lowed by the 1937 Revised Stanford-Binet
(Terman & Merrill, 1937). The 1960 version of the
Stanford-Binet (Terman & Merrill, 1960) gave way
to a 1972 test kit with revised norms, followed by
the fourth edition of the scales published in 1986
(Thorndike, Hagen, & Sattler, 1986). The most
recent revision of the scale appeared in 2003, the
Stanford-Binet Fifth Edition, or SB-5 (Roid, 2003).

Description. Like the 1986 version, the SB-5 is
based on a hierarchical model of intelligence. Spe-
cifically, the Stanford-Binet Fifth Edition (SB-5)
assesses five general cognitive factors, and each fac-
tor is tapped by both verbal and non-verbal subtest
activities (Roid & Pomplun, 2005):

1. Fluid reasoning involves the ability to solve new
problems and is measured by the following
subtests;

2. Quantitative reasoning involves the ability to
solve numerical and word problems as well as
to understand fundamental number concepts;

3. Visual-spatial processing involves the ability to see
relationships among objects, to recognize spa-
tial orientation, and to conduct pattern analysis;

4. Working memory involves the ability to process
and hold both verbal and non-verbal informa-
tion and then to interpret it;

5. Knowledge involves the ability to absorb general
information that is accumulated over time
through experience at home, school, work, or
the environment in general.

Each subtest is composed of items at varying
levels of difficulty, from age 2 to adulthood. This
revision uses an adaptive testing procedure called
multistage testing. The examiner first gives the
two routing subtests, the Object-Series Matrices
subtest and the Vocabulary subtest. These are called
routing subtests because the examinee’s perfor-
mance on these two subtests, a non-verbal and a
verbal subtest, respectively, help to determine the

entry point (i.e., which item to start with) for each
remaining subtest. This initial estimate of ability
provides a more appropriate entry or starting
point on subsequent subtests, and it is likely to
result in more efficient testing than relying exclu-
sively on chronological age as a guide for a starting
point. Thus, not all examinees of the same age are
given the same items. Other unique features of the
SB-5 include the infrequent use of time limits on
items, no time bonus points are possible, and the
use of teaching items (practice items) as new tasks
are introduced (Roid & Pomplun, 2005).

Standardization. Final standardization of the SB-5
included 4,800 participants, ages 2–96 years. Using
2001 U.S. Census figures, participants were sampled
according to geographic region, community size,
ethnic group, age group, and gender. Socioeconomic
status was considered as well. In addition, the SB-5
was administered to approximately 1,400 individuals
from special populations (e.g., those with mental
retardation, learning disabilities, attention deficit dis-
order, or speech/hearing impairments) to ensure the
clinical utility of the scores.

Reliability and Validity. Psychometric analyses
support the reliability and the validity of SB-5
scores (Roid & Pomplun, 2005). Internal consis-
tency reliabilities ranged from .95 to .98 for IQ
scores, and from .90 to .92 for the index scores of
the five factors. Test–retest reliabilities across all age
groups were generally high, in the .80s for factor
scores and in the .90s for IQ scores.

As for the validity of SB-5 composite scores, a
variety of supportive evidence has been obtained
(Roid & Pomplun, 2005). For example, the correla-
tion between SB-5 IQ scores and scores on the 1986
Stanford-Binet Fourth Edition (SB-4) was .90. Cor-
relations between the SB-5 and several Wechsler
scales (described next) were .84 for children and
.82 for adults, and correlations between SB-5 scores
and scores on achievement tests were substantial as
well. Therefore, using the criterion of relationship to
other accepted tests of intelligence and achievement,
the validity of the new Stanford-Binet is supported.
Finally, participants with learning disabilities, mental
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retardation, or attention defict disorder could be reli-
ably classified and distinguished from their peers
based on SB-5 scores. All in all, the validity of the
SB-5 looks promising.

The Wechsler Scales

Earlier versions of the Stanford-Binet had a number
of disadvantages that led David Wechsler in 1939 to
develop the Wechsler-Bellevue Intelligence Scale.
This was a test designed for adults—one that would
offer items whose content was more appropriate for
and more motivating to adults than the school-
oriented Binet. In contrast to the Stanford-Binet,
whose items were arranged in age levels, the
Wechsler-Bellevue Intelligence Scale grouped its
items into subtests. For example, all arithmetic
items were put into one subtest and arranged in
order of increasing difficulty. In addition, there
was a Performance Scale and a Verbal Scale (con-
sisting of five and six subtests, respectively). A sepa-
rate IQ for each scale could be calculated, along
with a Full Scale IQ. The systematic inclusion of
performance items helped remedy the overemphasis
on verbal skills that limited the utility of the earlier
Stanford-Binet with special populations.

Wechsler used a deviation IQ concept. This
approach, as we have seen, assumes that intelligence
is normally distributed and compares individuals
with their age peers. In effect, it compares the per-
formance of a 15-year-old with that of other
15-year-olds. This method statistically establishes
an IQ of 100 as the mean for each age group. As
a result, an IQ of 100 means the same thing for any
person, regardless of the person’s age.

The WAIS-IV

Description. A new version of the Wechsler-
Bellevue, known as the Wechsler Adult Intelligence
Scale (WAIS), first appeared in 1955. A revised edi-
tion (WAIS-R) was published in 1981. The Wechsler
Adult Intelligence Scale Third Edition (WAIS-III), was
introduced in 1997, and the most recent version, the
WAIS-IV, was published in 2008 (Lichtenberger &
Kaufman, 2009; Wechsler, 2008).

One major change, first introduced in the
WAIS-III and continued in the WAIS-IV, is the
inclusion of reversal items in several subtests. On these
subtests, all examinees begin with the same two basal
items. Depending on the level of performance on the
basal items, the preceding items are administered in
reverse sequence until a perfect score is achieved for
two consecutive items. The purpose of this change
was to determine the examinee’s ability level as
efficiently as possible without having to administer
items markedly below that ability level. Another
innovation is the WAIS-IV’s ability to provide Index
scores in addition to the Full Scale IQ score. By
administering 15 subtests (including the new subtests
of Visual Puzzles, Figure Weights, and Cancellation;
see below), the following four Index scores can be
calculated: Verbal Comprehension, Perceptual Rea-
soning, Working Memory, and Processing Speed.
These Index scores reflect the major ability factors
that underlie the WAIS-IV subtest scores. Thus, the

F I G U R E 7-4 David Wechsler published the Wechsler-
Bellevue Intelligence Scale in 1939. Subsequent revisions of
this test have become the most widely used techniques
to assess intellectual functioning.
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Index scores provide a more detailed evaluation of
the examinee’s strengths and weaknesses across tasks.

Following are brief descriptions of the 15WAIS-
IV subtests, with the corresponding Index scale to
which the subtest belongs indicated in parentheses.

1. Vocabulary (Verbal Comprehension). Here, the
examinee must define words that increase in
difficulty. This subtest correlates highly with
Full Scale IQ, and some feel that it comes close
to measuring what is usually termed g.

2. Similarities (Verbal Comprehension). This subtest
consists of a series of items, and for each one,
the examinee must explain how two objects
are alike. The subtest requires the basic ability
to form abstractions and develop concepts.

3. Arithmetic (Working Memory). These items are
similar to arithmetic problems that appear in
most school textbooks. The items are admin-
istered orally, and the examinee is not allowed
to use paper and pencil.

4. Digit Span (Working Memory). This subtest is a
measure of short-term memory and attention.
Three sets of digits are read aloud by the examiner.
For the first list, the examineemust repeat the digits
in the order that they were read. For the second
list, the digits must be repeated backward. Finally,
for the third list, the digits must be repeated back to
the examiner in ascending order.

5. Information (Verbal Comprehension). These short
questions tap knowledge that one would be
expected to have acquired as a result of every-
day living and cultural interactions.

6. Comprehension (Verbal Comprehension, supple-
mental subtest). The items of this subtest require
the examinee to explain why certain proce-
dures are followed, to interpret proverbs, and
to determine what should be done in a given
situation. The items measure common sense
and practical judgment in solving a problem.
This is a supplementary subtest for IQ scores.

7. Letter-Number Sequencing (Working Memory,
supplemental subtest). This subtest consists of
items that assess working memory and atten-
tion. A combination of numbers and letters is

read, and the examinee must first recall the
numbers in ascending order and then the letters
in alphabetical order. Each item consists of
three trials of different combinations of num-
bers and letters. This is a supplementary subtest
for IQ scores.

8. Picture Completion (Perceptual Reasoning, supple-
mental subtest). This subtest consists of colored
cards, each showing a picture with a part
missing. The examinee must identify the
missing part. This requires concentration and
the ability to note details and incongruities.
This is a supplementary subtest for IQ scores.

9. Coding (Processing Speed). This code-substitution
task requires the examinee to fill in the
appropriate code in the blanks under a long
series of numbers, using a key. The subtest
requires the examinee to work in a direct,
single-minded fashion.

10. Block Design (Perceptual Reasoning). The exam-
inee must assemble up to nine blocks to match
the designs on a set of cards. The task involves
visual-motor coordination and analytic syn-
thesizing ability.

11. Matrix Reasoning (Perceptual Reasoning). This sub-
test consists of items that measure visual infor-
mation processing and abstract reasoning skills.

12. Symbol Search (Processing Speed). This subtest
consists of items that ask the respondent to
indicate whether a stimulus symbol appears in
the array that is present.

13. Visual Puzzles (Perceptual Reasoning). This new
subtest requires the examinee to choose from a
list correct pieces of a puzzle that when placed
together reconstruct the puzzle picture that is
presented.

14. Figure Weights (Perceptual Reasoning, supplemental
subtest). This new subtest asks the examinee to
look at a two-dimensional representation of a
scale with missing weights and then select the
weights necessary to keep the scale balanced.
This is a supplementary subtest for IQ scores.

15. Cancellation (Processing Speed, supplemental sub-
test). This new subtest requires the examinee to
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go through a list of colored shapes and mark
the targeted shapes. This is a supplementary
subtest for IQ scores.

Obtaining the Full Scale IQ Score and Index
Scores. Raw scores from each subtest are con-
verted to scaled scores—standardized scores for a
given age group. The Full Scale IQ and Index scores
are then computed by adding together scaled scores
from select subtests and converting these sums to IQ
equivalents. The supplemental subtest scores are only
used in these calculations if they were used to substi-
tute for one or more of the core subtests. Table 7-4
lists the WAIS-IV subtests that are used to calculate
the Full Scale IQ and each of the Index scores: Ver-
bal Comprehension, Perceptual Reasoning, Work-
ing Memory, and Processing Speed.

Standardization. The WAIS-IV was standard-
ized on a sample of 2,200 adults, including equal
numbers of men and women in each of 13 age
groups ranging from age 16 to 90 years. The sample
was stratified according to age, sex, race/ethnicity,
education level, and geographic regions using 2005
U.S. Census Bureau data as a guide.

Reliability and Validity. The average Full Scale
IQ split-half reliability coefficient across age groups
was .98, and the average split-half reliability coeffi-
cients across age groups for the Verbal Comprehen-
sion, Perceptual Reasoning, Working Memory,
and Processing Speed Index scores range from .90
to .96. Test–retest reliabilities over an average of
three weeks range from .74 to .90 across age groups
for the various subtests.

Data support the validity of WAIS-IV scores
(Wechsler, 2008). Relevant subtest scores from
other tests of cognitive ability (e.g., the WAIS-III and
WISC-IV) are significantly correlated with targeted
subscale scores derived from the new WAIS-IV.
For example, the WAIS-IV Working Memory
Index is highly correlated with scales from other
measures tapping attention and concentration, and
the WAIS-IV Verbal Comprehension Index corre-
lates significantly with scores from external measures
of language fluency and language comprehension.
Finally, as further support for the factorial validity of
the WAIS-IV, a series of exploratory and confirma-
tory factor analyses largely supported the predicted
four factors of the WAIS-IV (Verbal Comprehen-
sion, Perceptual Reasoning, Working Memory, and
Processing Speed) as well as the predicted associations
between the WAIS-IV subtests and these factors.

This case example demonstrates how an over-
reliance on global IQ scores (Full Scale IQ) can be
misleading. Although Mr. Ryan’s global scores
were in the average range, a more in-depth exami-
nation of his individual subtest scores and Index
scores suggests cognitive limitations. For this reason,
it is important to calculate and interpret discrepan-
cies among subtest scores, Full Scale IQ score, and
Index scores to give a rich clinical picture of exam-
inees’ cognitive abilities.

The WISC-IV

The Wechsler Intelligence Scale for Children
(WISC) was first developed in 1949, revised in 1974
(WISC-R), and again in 1991 (WISC-III; Wechsler,
1991). The latest version, the Wechsler Intelligence
Scale for Children Fourth Edition (WISC-IV), was pub-
lished in 2003 (Wechsler, 2003). Appropriate for

F I G U R E 7-5 Simulated item from the WAIS-IV
Picture Completion subtest.

SOURCE: Simulated item similar to those found in Wechsler Adult Intelli-
gence Scale(R), Fourth Edition (WAIS-IV) Copyright (c) 2008 NCS Pearson,
Inc. Reproduced with permission. all rights reserved. “Wechsler Adult Intelli-
gence Scale” and “WAIS” are trademarks, in the US and/or other countries,
of Pearson Education, Inc. or its affiliate(s).
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children ages 6 through 16 years, the WISC-IV con-
sists of ten core and five supplementary subtests. Like
its predecessors, the WISC-IV is in many ways a
downward extension of the Wechsler adult intelli-
gence scales (Zhu & Weiss, 2005).

Description. The WISC-IV has a hierarchical
structure in which individual subtests define
four major indices that comprise the Full Scale
IQ. Figure 7-6 presents this model.

1. The Verbal Comprehension Index (VCI) includes
the Similarities, Vocabulary, and Comprehen-
sion subtests; Information and Word Reason-
ing are the supplementary VCI subtests. The
VCI is an index of verbal reasoning and
comprehension.

2. The Perceptual Reasoning Index (PRI) consists of
the Block Design, Picture Concepts, and
Matrix Reasoning subtests, whereas the Picture
Completion subtest is now a supplemental
subtest for the PRI. The PRI is similar to the
Performance IQ index used in older Wechsler
tests except there is much less emphasis on
speeded performance and on motor skill.

3. The Working Memory Index (WMI) consists of
the Digit Span and Letter-Number Sequencing
subtests, and the Arithmetic subtest is now used
as a supplemental subtest for the WMI. The
WMI is similar to the WISC-III’s (Wechsler,
1991) Freedom from Distractibility Index, and
the WMI measures a child’s ability to hold
information in consciousness, perform some

T A B L E 7-4 WAIS-IV Subtests and Their Respective IQ or Index Scores

IQ Score or Index Score

Full Scale
IQ

Verbal
Comprehension

Perceptual
Reasoning

Working
Memory

Processing
Speed

Subtest

Vocabulary √ √

Coding √ √

Similarities √ √

Block Design √ √

Arithmetic √ √

Matrix Reasoning √ √

Digit Span √ √

Information √ √

Picture Completion O

Comprehension O

Figure Weights O

Symbol Search √ √

Visual Puzzles √ √

Letter-Number Sequencing O

Cancellation O

NOTE: √ indicates that scaled scores for the respective subtest are used to calculate that IQ score or Index score. O indicates that scaled scores for the respec-
tive subtest can be used in place of specified Index subtests if they are not administered.
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operation, and produce a result (e.g., repeat
backward digits presented by the examiner).

4. The Processing Speed Index (PSI) consists of the
Coding and Symbol Search subtests, with the
new Cancellation subtest serving as a supple-
mental PSI subtest. The PSI, which also
appeared in the WISC-III, assesses speed of
information processing and involves timed
tasks.

Standardization. Normative data for the WISC-
IV were obtained from a standardization sample of
2,200 cases representative of the U.S. population of
children. Using year 2000 U.S. Census Bureau data,
cases were selected to represent the U.S. population
of children proportionally by race/ethnicity, geo-
graphic region, and parent education. The sample
included 200 children (100 girls and 100 boys) in
each of 11 age groups (ages 6 to 16 years).

A Brief Case Report: Intellectual Evaluation

The following brief excerpt is from a report written by
a clinical psychologist in response to a referral by a
primary care physician, who requested that her patient
be evaluated for cognitive limitations, especially in the
area of short-term memory and attention. The patient
reportedly had been experiencing difficulty at his new
job as a forklift driver in a warehouse. Specifically, he
was not meeting his quotas and was “forgetting” some
of the tasks assigned to him. Here, we present only the
WAIS-IV test results and interpretation.

Patient: RYAN, Adam (fictitious name)

Age: 28; Education: High School Diploma

Marital Status: Single

Test Behavior: Mr. Ryan was cooperative with all
aspects of the testing, working diligently on all tasks
that were presented. He did mention spontaneously
that he was “getting in trouble” a lot because of his
forgetfulness. It was also apparent that Mr. Ryan
was distressed and bothered by his performance on
several subtests requiring that he hold new
information and then either repeat it back (Digit
Span) or perform operations on the information
(Arithmetic).

Intellectual Functioning: Based on his WAIS-IV scores,
Mr. Ryan is currently functioning in the Average range
of intelligence, with a Full Scale IQ of 100. An exami-
nation of subtest scores and Index scores, however,
revealed a great deal of variability. A complete listing
of his obtained scores appears below:

Verbal Comprehension Subtests

Vocabulary 12

Similarities 13

Information 11

(Comprehension) (12)

Working Memory Subtests

Arithmetic 7

Digit Span 6

(Letter-Number Sequencing) (5)

Perceptual Reasoning Subtests

Block Design 10

Matrix Reasoning 10

Visual Puzzles 10

(Picture Completion) (12)

(Figure Weights) (10)

Processing Speed Subtests

Symbol Search 9

Coding 9

(Cancellation) (10)

Composite Scores

Full Scale IQ 100

Verbal Comprehension Index 110

Perceptual Organization Index 103

Working Memory Index 75

Processing Speed Index 93

Although his scores related to verbal comprehension,
perceptual reasoning, and processing speed place him
in the Average range of functioning, Mr. Ryan’s
scores reflective of working memory place him in the
Borderline range of functioning. He demonstrated
weaknesses on those subtests requiring attention,
short-term memory, and the processing of new
information.
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Reliability and Validity. Wechsler (2003) re-
ported that the average (across age groups) split-
half reliabilities for the Verbal Comprehension
Index, Perceptual Reasoning Index, Working Mem-
ory Index, Processing Speed Index, and Full Scale of
the WISC-IV were .94, .92, .92, .88, and .97,
respectively. The average split-half reliabilities for
the individual subtests ranged from .70 to .90. The
test–retest reliabilities (mean interval between testing
= 32 days) across three different age groups were all
fairly high. As for validity, WISC-IV scores are
highly correlated with scores from other measures
of intelligence (e.g., the WISC-III). Further, results
from a series of studies in which the WISC-IV was
administered to several special groups of children
(e.g., gifted children, children with learning disabil-
ities, children with motor impairment) were gener-
ally consistent with expectations, given prior research
on these populations and given the content of the
WISC-IV subtests and indices (Wechsler, 2003).

Finally, initial factor analyses reveal that four
factors (corresponding to the VCI, PRI, WMI,
and PSI) account for the relations among the 15
subtest scores. Therefore, these analyses support
the theoretical model and organization of the
WISC-IV (Wechsler, 2003).

The WPPSI-III

The Wechsler Preschool and Primary Scale of Intel-
ligence (WPPSI) was developed in 1967, followed by
the WPPSI-II in 1989 and the current WPPSI-III in
2002. The scale is quite similar to the WISC-IV but
geared specifically towards the assessment of intellec-
tual ability among much younger youth. Two sets of
subscales are included. One set is designed for youth
ages 2 years, 6 months to 3 years, 11 months; a sec-
ond set of subscales is designed for youth ages 4 years
to 7 years, 3 months.

At present, the WPPSI-III yields only three
indices, the Full Scale IQ, Verbal IQ, and Perfor-
mance IQ. For youth ages 4 years and older, the
WPPSI also yields a Processing Speed Index. Ver-
sions of many of the same subscales used in the
WAIS and the WISC tests also are used in the
WPPSI (e.g., Information, Block Design, Object
Assembly, Coding, Matrix Reasoning, etc). The
WPPSI-III also includes several subscales designed
specifically for younger children (e.g., Receptive
Vocabulary, Word Reasoning, Picture Concepts).

Standardization, Reliability, and Validity. Data
used to standardize the WPPSI-III included 1,700
children between the ages of 2 years, 6 months and

VCI

Similarities
Vocabulary

Comprehension
Information

Word Reasoning

WMI

Digit Span
Letter-Number 

Sequencing
Arithmetic

PRI

Block Design
Picture Concepts
Matrix Reasoning
Picture Completion

PSI

Coding
Symbol Search

Cancellation

FSIQ

F I G U R E 7-6 Organization of the WISC-IV.
NOTE: Supplemental subtests are shown in italics.

SOURCE: Text describing organization of the Wechsler Intelligence Scale for Children, Fourth Edition (WISC-IV). Copyright (c) 2003 NCS Pearson, Inc. Repro-
duced with permission. All rights reserved. “Wechsler Intelligence Scale for Children” and “WISC” are trademarks, in the US and/or other countries, of
Pearson Education, Inc. or its affiliate(s).
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7 years, 3 months. Reliabilities for the composite
scores exceeded .89. The WPPSI was standardized
at the same time as a popular measure of achievement
(the Wechsler Individual Achievement Test Third
Edition–WIAT-III), allowing for close comparisons
between intellectual ability and achievement and
strong validity support.

The Clinical Use of Intelligence Tests

In the preceding sections, we have described several
of the more commonly used intelligence tests. It is
time to take a closer look at how such tests are used
in the clinical setting.

The Estimation of General Intellectual Level.
The most obvious use of an intelligence test is as a
means for arriving at an estimate of the patient’s
general intellectual level. Frequently, the goal is
the determination of how much general intelligence
(g) a given person possesses. Often, the question is
stated a bit differently—for example, What is the
patient’s intellectual potential? Posing the question
in this way suggests that perhaps the person is not
functioning as well as his or her potential would
indicate. The potential can form a baseline against
which to measure current achievements, thus pro-
viding information about the patient’s current level
of functioning. This can be especially useful when
attempting to determine whether a child’s academic
difficulties are due to cognitive or mental health dif-
ficulties, or whether a child’s academic achievement

is substantially lower than their cognitive ability (i.e.,
in extreme cases, this is referred to as a Learning
Disability). Intellectual ability test results, when avail-
able, also can be used to help determine how well an
individual may be able to recover cognitive abilities
following a head trauma, illness, or surgery that com-
promises intellectual performance.

Many pitfalls and fallacies are associated with
the pursuit of these goals, however. The following
is an example.

This example is but the tip of the iceberg. It
does suggest, however, that obtaining an IQ is not
the end of a clinician’s task—it is only the begin-
ning. The IQ score must be interpreted. Only
through knowledge of the patient’s learning history
and by observations made during the testing situa-
tion can that score be placed in an appropriate
interpretive context and adequately evaluated.

Prediction of Academic Success. As mentioned
previously, there are data that demonstrate a rela-
tionship between intelligence test scores and school
success (Hunt, 2011; Neisser et al., 1996; Ones et
al., 2005). To the extent that intelligence should
logically reflect the capacity to do well in school,
we are justified in expecting intelligence tests to
predict school success. Not everyone would equate
intelligence with scholastic aptitude, but the fact
remains that a major function of intelligence tests
is to predict school performance. One must
remember, however, that intelligence and academic
success are not conceptually identical.

The Case of Harold

Harold was being routinely evaluated prior to transfer to
a special class for advanced junior high school students.
Rather surprisingly, his Full Scale WISC-IV IQ turned out
to be 107. This score was in the average range but below
the cutoff point for admission to the class. It was also
considerably below what his teachers had estimated
based on his classroom performance. A closer look at his
subtest scores revealed that his performances on Block
Design and Coding were significantly below those on
the other subtests. A follow-up interview with Harold
was quite revealing. Since early childhood, he had

suffered from muscular weakness in both arms and
hands. This weakness prevented him from making fine,
quick motor responses. However, he had developed a
number of clever compensations to prevent others from
guessing his limitation. For example, what had appeared
to be slow, deliberate, even confused responses on Block
Design were really not that at all. He was feigning con-
fusion to mask his difficulty with fine motor functions.
Clearly, then, Harold’s IQ score had been unduly affected
by a motor weakness that had nothing to do with his
ability to perform intellectually.
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The Appraisal of Style. As we have noted, what
is important is not only whether the client succeeds
or fails on particular test items but also how that
success or failure occurs. One of the major values
of individual intelligence tests is that they permit us
to observe the client or patient at work. Such
observations can help us greatly in interpreting an
IQ. For example, did this child do as well as possi-
ble? Was there failure avoidance? Did the child
struggle with most items, or was there easy success?
Was the child unmotivated, and could this have
detracted from the child’s performance? Such ques-
tions and the ensuing interpretations breathe life
into an otherwise inert IQ score.

The following simulated questions from the
WAIS-IV and a hypothetical patient’s responses to
them are examples of the data that can be obtained
beyond the sheer correctness or incorrectness of a
response.

QUERY: Who wrote Paradise Lost? (Information
subtest)

ANSWER: Probably a Catholic. But since the Pope
began changing things around, they
retitled it.

QUERY: What is the advantage of keeping money
in a bank? (Comprehension subtest)

ANSWER: There isn’t. There’s so damn many
crooks. But they’ll get theirs someday.

QUERY: In what ways are a lion and a tiger alike?
(Similarities subtest)

ANSWER: Well, now, that’s a long story. Do they
look alike? They really can’t breed
together, you know.1

Some clinicians have ventured considerably
beyond making a few limited personality inferences
that would inject some added meaning into IQs and
have based mental disorder diagnoses on the
Stanford-Binet and Wechsler scales. They believed
that by examining patterns of scores (known as
intertest scatter), they could apply diagnostic labels
to patients (e.g., schizophrenia or depression). Over

the years, however, studies purporting to show the
validity of these interpretations of intertest scatter
could rarely be replicated. Thus, diagnoses cannot
be reliably inferred from patterns of test performance
(Kamphaus, Winsor, Rowe, & Kim, 2005).

Some Final Observations

and Conclusions

In the preceding pages, we have discussed defini-
tions and theories of intelligence, descriptions
of intelligence tests, and the uses of intelligence
tests. We can now make some general concluding
statements.

IQ Is an Abstraction. Because the IQ does not
signify that a person will perform in all situations at a
constant level, we talk about “present functioning”
rather than innate potential. Many would argue that
intelligence, like an attitude, is not a thing. Rather, it
is an abstraction that may enable clinicians to accurately
predict certain behaviors. A clinician who observes that
Molly gets A’s in class, is highly regarded by her instruc-
tors, and solves problems faster than her peerswill prob-
ably conclude that Molly is intelligent. To reach that
conclusion, the clinicianwill have abstracted a common
element of Molly’s behavior in several situations. The
clinician can now use that abstraction to predict that
Molly will again be successful in related future situa-
tions. Despite the notion that intelligence is an abstrac-
tion rather than an entity located in a specific region of
the brain, and despite the difficulties in distinguishing
between what people cannot do and what they choose
not to do, most people tend to believe that a “true” IQ
exists and that intelligence tests are the best way to assess
it.However, it is good to be reminded that “…wehave
nothing even vaguely close to a ‘tape measure’ of
intelligence.” (Sternberg et al., 2005, p. 47).

Generality Versus Specificity of Measurement.
Given all the caveats, qualifications, and disclaimers,
the reader may wonder why clinical psychologists

1. These simulated items were provided courtesy of The Psychological Corporation. The answers are based on responses to actual items.
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use general tests of intelligence at all. In many ways,
this question can be reduced to cost–benefit terms.
If one is especially pressed for time, or if the diag-
nostic issues do not revolve specifically around
intellectual matters, then one would probably be
better advised either to skip such general tests or
to use a short form.

However, it is important to recognize exactly
what a general test of intellectual functioning, such
as a Stanford-Binet or a Wechsler, can do. It can
provide a broad, general index of intellectual func-
tioning across a range of situations. Because the Full
Scale IQ is a general index, it may predict moderately

well to many diverse situations that depend signifi-
cantly on intellectual skills. However, it may not pre-
dict to any specific situation at an acceptable level.
Thus, if the goal is solely to predict scholastic success
in Situation Y, then one would be better advised to
use a more specific measure than a Wechsler test or at
least to use a Wechsler test whose subtests contain
elements similar to the performance one hopes to
predict. Often, however, the clinician may need a
basis for choosing remedial or clinical options. With
standardized procedures, the clinical psychologist can
compare the patient with similar persons who have
performed in the same situation.

CHAP TER SUMMARY

The assessment of intelligence has a long history in
clinical psychology. Compulsory education and
psychologists’ ability to measure mental abilities
contributed to the development and success of
the field of intelligence testing. However, by the
end of the 1960s, the validity of these tests was
being challenged. To this day, there are many
controversies about how intelligence is defined
and how it is measured. Contemporary clinical
psychologists appear to believe in both a general
factor of intelligence, g, and specific abilities that
underlie the general intelligence factor. Intelli-
gence scores are correlated with school success,
occupational status, and job performance. In addi-
tion, there are group differences in intelligence test
scores between males and females and among eth-
nic/racial groups. Although intelligence test scores

are influenced by genetic factors, environment
does play some role in the development of intelli-
gence. IQ scores are more stable for adults than
they are for children.

We have discussed four major intelligence tests
in use today. The Stanford-Binet,Fifth Edition
assesses children, adolescents, and adults; the Wechs-
ler Adult Intelligence Scale, Fourth Edition assesses
adolescents and adults; the Wechsler Intelligence
Scale for Children,Fourth Edition assesses children;
and the Wechsler Preschool and Primary Scale
of Intelligence, Third Edition assesses preschool chil-
dren. Intelligence test results are used to quantify
overall levels of general intelligence as well as specific
cognitive abilities. This versatility allows clinical psy-
chologists to use intelligence test scores for a variety
of prediction tasks (e.g., school achievement).

KEY TERMS

behavioral genetics A research specialty that
evaluates both genetic and environmental influ-
ences on the development of behavior.

chronological age What we commonly refer to
as age; years of life.

concordance rate (or similarity index) An
index of similarity between individuals. The
simplest form of concordance rate is the percen-
tage of instances in which two individuals exhibit
similar behaviors or characteristics.
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concurrent validity The extent to which test
scores correlate with scores on other relevant
measures administered at the same time.

construct validity The extent to which test
scores correlate with other measures or behaviors
in a logical and theoretically consistent way.
Construct validity requires a demonstration of all
aspects of validity.

content validity The degree to which test items
adequately measure all aspects of the construct of
interest.

crystallized ability One of two higher-order
factors of intelligence conceived by Cattell. Crystal-
lized ability refers to the intellectual capacities
obtained through culture-based learning.

deviation IQ A concept introduced by Wechsler
to address problems observed when applying the
ratio IQ to older individuals. An individual’s
performance on an IQ test is compared to that of
her or his age peers.

dizygotic (DZ) twins Fraternal twins, or twins
that share about 50% of their genetic material.

equivalent-forms reliability The extent to
which an individual obtains similar scores on
equivalent, or parallel, forms of the same test.

fluid ability One of two higher-order factors of
intelligence conceived by Cattell. Fluid ability
refers to a person’s genetically based intellectual
capacity.

Flynn effect This refers to the empirical finding
that Americans’ IQ scores have on average
increased 3 points each decade since 1972.

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

genotype The genetic makeup of an individual.

Index scores Scores that correspond to the major
ability factors that underlie the WAIS-IV subtest
scores (i.e., Verbal Comprehension, Perceptual
Organization, Working Memory, and Processing
Speed).

intelligence There is no universally accepted
definition of intelligence. However, many defini-
tions of intelligence emphasize the ability to think

abstractly, the ability to learn, and the ability to
adapt to the environment.

intelligence quotient A term developed by Stern
in 1938 to address problems with using the
difference between chronological age and mental
age to represent deviance. Typically, a deviation
IQ score is used.

internal consistency reliability The extent to
which the items of a test “hang together” (most
often assessed by computing Cronbach’s alpha).

interrater (or interjudge) reliability The level
of agreement between two or more raters who
have evaluated the same individual independently.
Agreement can refer to consensus on behaviors,
attributes, and so on.

mental age A term introduced by Binet as an
index of mental performance. This idea was based
on the notion that individuals of a certain age
should have mastered certain abilities.

monozygotic (MZ) twins Identical twins, or
twins that share 100% of their genetic material.

phenotype The observable characteristics of an
individual. The phenotype is a product of both the
genotype and the environment.

predictive validity The extent to which test
scores correlate with scores on other relevant
measures administered at some point in the future.

Primary Mental Abilities Seven factors of
intelligence derived by Thurstone on the basis of
his factor analytic work: Number, Word Fluency,
Verbal Meaning, Perceptual Speed, Space, Rea-
soning, and Memory.

reversal items A feature on several subtests of the
WAIS-III that allows the examiner to determine
the examinee’s ability level without having to
administer items markedly below that ability level.

split-half reliability The extent to which an
individual’s scores on one half of a test (e.g., the
even-numbered items) are similar to his or her
scores on the other half (e.g., the odd-numbered
items).

stability of IQ scores The similarity of IQ
scores measured at different points in time.
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Based on test–retest correlations, IQ scores tend to
be less stable for young children than for adults.

Stanford-Binet Fifth Edition (SB-5) An intel-
ligence test based on a hierarchical model of
intelligence. The SB-5 measures five general
cognitive factors (fluid reasoning, quantitative
reasoning, visual-spatial processing, working
memory, and knowledge), each of which includes
both verbal and non-verbal subtest activities.

Structure of the Intellect model A model
proposed and tested by Guilford which asserts that
the components of intelligence may be organized
into three dimensions: operations (e.g., memory),
contents (e.g., symbolic), and products (e.g.,
relations). In Guilford’s model, a particular mental
operation is applied to a specific type of content,
resulting in a product.

test–retest reliability The extent to which an
individual makes similar responses to the same test
stimuli on repeated occasions.

theory of multiple intelligences A theory
forwarded by Gardner that posits the existence of six
intelligences: linguistic, musical, logical-mathematical,
spatial, bodily-kinesthetic, and personal.

triarchic theory of intelligence A theory
proposed by Sternberg which maintains that
people function on the basis of three aspects of
intelligence: componential (analytical thinking),
experiential (creative thinking), and contextual
(“street smarts,” or the ability to successfully
manipulate one’s environment).

twins reared apart MZ or DZ twins separated
from each other shortly after birth; such twins

share genetic material but not specific environ-
mental influences.

twins reared together MZ or DZ twins reared
in the same family environment; such twins
share both genetic material and specific environ-
mental influences. Comparing the concordance
rates of twins reared apart and twins reared
together can help tease apart the genetic and
environmental influences on a particular behavior
or characteristic.

validity The extent to which an assessment
technique measures what it is supposed to
measure. There are several forms of validity.

Wechsler Adult Intelligence Scale Fourth
Edition (WAIS-IV) An adult intelligence test
comprised of subtests that tap four areas of
cognitive functioning: verbal comprehension,
perceptual reasoning, working memory, and
processing speed. The WAIS-IV yields a Full Scale
IQ, in addition to Index scores for these four areas.

Wechsler Intelligence Scale for Children
Fourth Edition (WISC-IV) An intelligence test
designed for children between the ages of 6 and
16. The WISC-IV scores include the Verbal
Comprehension Index, Perceptual Reasoning
Index, Working Memory Index, Processing Speed
Index, and Full Scale IQ.

Wechsler Preschool and Primary Scale of
Intelligence Third Edition (WPPSI-III). An
intelligence test designed for children between the
ages of 2 years, 6 months and 7 years, 3 months. The
WPPSI-III scores include the Verbal IQ, Perfor-
mance IQ, Processing Speed, and Full Scale IQ.
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Personality Assessment

FOCUS QUESTIONS

1. What are the advantages and disadvantages of
objective tests?

2. What are the major strategies of test construc-
tion? Briefly describe each of these.

3. What are the similarities and differences
between objective and projective measures?

4. Why are the reliability and validity of projective
measures so difficult to assess?

5. What does and what does not constitute evi-
dence for test bias?

CHAPTER OUTLINE

Objective Tests
Advantages
Disadvantages
Methods of Construction for Objective Tests
The MMPI and the MMPI-2
BOX 8-1: Clinical Psychologist Perspective:

Yossef S. Ben-Porath, Ph.D.
A Summary Evaluation of the MMPI and
MMPI-2
The Revised NEO-Personality Inventory
NEO-PI-R Case Illustration

Projective Tests
The Nature of Projective Tests
Measurement and Standardization
The Rorschach

Rorschach Case Illustration 1
Rorschach Case Illustration 2
The Thematic Apperception Test
TAT Case Illustration
Sentence Completion Techniques

Illusory Correlation

Incremental Validity and Utility

The Use and Abuse of Testing
BOX 8-2: Graduate Student Perspective:
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F or years, it has been popular to bemoan the
sorry state of psychological testing. Supposedly,

“no one” uses such tests any longer. Many aca-
demics argue that testing in general—and projective
testing in particular—is not valid. Except perhaps
for the MMPI-2, they say, objective tests are also
out of style. Others advise that textbooks such as
this one should drastically reduce the coverage of
personality assessment. There is only one thing
wrong with the foregoing claims and advice:
They do not reflect the real world of clinical prac-
tice. In fact, psychological assessment continues to
be a high-profile activity of both today’s practicing
clinicians and clinical researchers (Butcher, 2010).
Results from surveys of clinicians reinforce the con-
clusion that projective tests, the Wechsler scales,
and the Minnesota Multiphasic Personality
Inventory-2 continue to be highly popular and
that many clinicians do depend on psychological
tests (Camara, Nathan, & Puente, 2000; Watkins,
Campbell, Nieberding, & Hallmark, 1995). As we
shall see later in this book, testing in such specialty
areas as forensic psychology, neuropsychological
assessment, and health psychology actually seems
to be on the upswing. Even in the case of projec-
tive testing (the favorite “whipping boy” of many
who claim that testing is a dying field), the usage
trends remain fairly strong.

Perhaps, then, the reports of the demise of per-
sonality assessment are a bit exaggerated (Exner,
1995). Table 8-1 gives an idea of the kinds of
tests in use today and the frequency of their use.
This table presents a rank-ordering of the top 20
assessment procedures used by a randomly selected
sample of clinical psychologists in terms of percent-
age who use the test in a 1995 survey (Watkins
et al., 1995) and in a 2000 survey (Camara, Nathan,
& Punte, 2000). As can be seen, across both surveys,
intelligence tests and the MMPI-2 are used fre-
quently, but so are several projective tests.

However, there are other important considera-
tions besides frequency of usage. Personality assess-
ment measures must show high levels of reliability
and validity to be useful to clinical psychologists.
Furthermore, in addition to good psychometric
properties, tests should be selected and used based
on research findings and viable theories about psy-
chological problems, as well as a test’s clinical utility
and contribution with other sources of information
to produce good outcomes (Hunsley & Mash,
2007). A long history of relatively uncritical use of
certain personality measures does not justify their use
today. Therefore, in this chapter, we not only
describe some of the more popular objective and
projective personality measures but we critically eval-
uate their psychometric properties and clinical utility
as well. Another related issue concerns accountability
(Wood, Garb, Lilienfeld, & Nezworski, 2002).
In this age of managed care and increased public
scrutiny of the profession, our assessments must
be shown to be clinically useful, cost-effective, scien-
tifically sound, and fair and unbiased (Whipple &
Lambert, 2011).

OBJECT IV E TESTS

We begin our survey of personality assessment with
an examination of objective tests. Objective personal-
ity measures involve the administration of a standard
set of questions or statements to which the exam-
inee responds using a fixed set of options. Many
objective tests use a true/false or yes/no response
format; others provide a dimensional scale (e.g.,
0 strongly disagree; 1 disagree; 2 neutral;
3 agree; 4 = strongly agree). Objective tests have
both advantages and disadvantages.

Advantages

Objective tests of personality or self-report inven-
tories have had a central role in the development of
clinical psychology (Butcher, 2010). The historical
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role of inventories, as well as their current promi-
nence, is due in large part to their obvious advan-
tages. First of all, they are economical. After only
brief instructions, large groups can be tested simul-
taneously, or a single patient can complete an
inventory alone. Even computer scoring and inter-
pretation of these tests are possible. Second, scoring
and administration are relatively simple and objec-
tive. This in turn tends to make interpretation easier
and seems to require less interpretive skill on the
part of the clinician. Often, a simple score along a
single dimension (e.g., functional–dysfunctional) or
on a single trait (e.g., depression, psychopathy) is
possible. This apparent simplicity obviously attracts

many clinicians. However, as we shall see, rarely
does such simple interpretation culminate in the
validity claimed for it. In fact, this apparent simplic-
ity can frequently lead to rather widespread misuse
by ill-trained testers. A final attraction of self-report
inventories, particularly for clinicians who are dis-
enchanted with the problems inherent in projective
tests, is their apparent objectivity and reliability.

Of course, as is so often the case, in the process
of achieving the foregoing advantages and econo-
mies, clinical psychology seems to have traded one
set of problems for another. Whether the trade-off
is worthwhile is ultimately determined by one’s
values and one’s theoretical orientation.

T A B L E 8-1 Top 20 Assessment Procedures Used by Clinical Psychologists

Test or Procedure
Percentage of Clinical
Psychologists (1995)a Rank Order (2000)b

Clinical Interview 95 n/r

Wechsler Adult Intelligence Scale-Revised (WAIS-R) 93 01

Minnesota Multiphasic Personality Inventory-2 (MMPI-2) 85 02

Sentence Completion Methods 84 15

Thematic Apperception Test (TAT) 82 06

Rorschach 82 04

Bender-Gestalt 80 05

Projective Drawings 80 08

Beck Depression Inventory 71 10

Wechsler Intelligence Scale for Children-III (WISC-III) 69 03

Wide Range Achievement Test-Revised (WRAT-R) 68 07

Wechsler Memory Scale-Revised 65 09

Peabody Picture Vocabulary Test-Revised (PPVT-R) 50 20

Millon Clinical Multiaxial Inventory-II (MCMI-II) 49 10

WPPSI-R 44 n/r

Children’s Apperception Test 42 16

Vineland Social Maturity Scale 42 18

Millon Adolescent Personality Inventory 40 16

Strong Interest Inventory 39 n/r

Stanford-Binet Intelligence Scale 38 n/r
aPercentage of clinical psychologists who indicated that they used test or procedure at least “occasionally.”
bRank order of frequency of percentage of clinical psychologists who indicated that they used test.

SOURCES: Adapted from Watkins et al. (1995), Table 4, p. 57; adapted from Camara et al. (2000), Table 5, p. 148.
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Disadvantages

The items of many inventories are often behavioral
in nature. That is, the questions or statements con-
cern behaviors that may (or may not) characterize
the respondent. Those interested in identifying
motives or personality may glean little understand-
ing through such items. For example, although two
individuals may endorse the same behavioral item
(“I have trouble getting to sleep”), they may do so
for entirely different reasons.

Some inventories contain a mixture of items
dealing with behaviors, cognitions (i.e., thoughts
and beliefs), and emotions (i.e., feelings). Yet inven-
tories often provide a single overall score, which may
reflect various combinations of these behaviors,

cognitions, and emotions. Therefore, two individuals
who achieve the same score may actually be quite
different, even in reference to the personality trait
or construct in question. Thus, the same score on a
measure may have several alternative interpretations.

Other difficulties involve the transparent mean-
ing of some inventories’ questions, which can obvi-
ously facilitate faking on the part of some patients.
Some tests tend to depend heavily on the patient’s
self-knowledge. In addition, the forced-choice
approach prevents individuals from qualifying or
elaborating their responses so that some additional
information may be lost or distorted. In other
instances, the limited understanding or even the lim-
ited reading ability of some individuals may lead
them to misinterpret questions (a misinterpretation
not necessarily attributable to personality determi-
nants) or to answer questions in a random fashion.

Methods of Construction

for Objective Tests

Now that we have some appreciation of the advan-
tages and limitations of objective tests, it is instruc-
tive to turn our attention to the various methods of
construction used in developing these tests. Over
the years, a variety of strategies for constructing
self-report inventories have been proposed (e.g.,
see Butcher, 2010).

Content Validation. The most straightforward
approach to measurement is for clinicians to decide
what it is they wish to assess and then to simply ask
the patient for that information. For example, the
Woodworth Personal Data Sheet used in World
War I was a kind of standardized psychiatric inter-
view. Content was determined by surveying the
psychiatric literature to identify the major manifes-
tations of “neuroses” and “psychoses.” Items were
then constructed that would tap those manifesta-
tions. Consequently, if the domain of neurosis or
psychosis (as defined by the psychiatric literature)
was adequately sampled, then the test could be
assumed to be valid. “Do you sleep well at
night?” “Do you get angry easily?” and “Are you
easily insulted?” were considered good items if they

Objective paper-and-pencil tests are economical, easy to
administer, and easy to score.
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related to what prevailing psychiatric opinion
regarded as maladjustment.

Ensuring content validity, however, involves
much more than deciding what you want to assess
and then making up some items that appear to do
the job. Rather, more sophisticated content validation
methods involve (a) carefully defining all relevant
aspects of the variable you are attempting to mea-
sure; (b) consulting experts before generating items;
(c) using judges to assess each potential item’s rele-
vance to the variable of interest; and (d) using psy-
chometric analyses to evaluate each item before you
include it in your measure (Haynes, Richard, &
Kubany, 1995; Nunnally & Bernstein, 1994).

However, as Wiggins (1973) observes, several
potential problems are inherent in the content
validity approach to test construction. First, can
clinicians assume that every patient interprets a
given item in exactly the same way? Second, can
patients accurately report their own behavior or
emotions? Third, will patients be honest, or will
they attempt to place themselves in a good light
(or even a bad light at times)? Fourth, can clinicians
assume that the “experts” can be counted on to
define the essence of the concept they are trying
to measure? Most of these seem to be general prob-
lems for the majority of inventories, regardless of
whether they depend on content sampling to estab-
lish their validity.

Empirical Criterion Keying. In an attempt to
help remedy the foregoing difficulties, the empirical
criterion keying approach was developed. The most
prominent example of this general method is the ori-
ginal Minnesota Multiphasic Personality Inventory
(MMPI). In this approach, no assumptions are made
as to whether a patient is telling the truth or the
response really corresponds to behavior or feelings.
What is important is that certain patients describe them-
selves in certainways. AsMeehl (1945) put it, “Thus if a
hypochondriac says that he has ‘many headaches’ the
fact of interest is that he says this” (p. 9).

The important assumption inherent in this
approach is that members of a particular diagnostic
group will tend to respond in the same way. Conse-
quently, it is not necessary to select test items in a

rational, theoretical fashion. All that is required is to
show on an empirical basis that the members of a
given diagnostic group respond to a given item in
a similar fashion. For example, in contrast to non-
clinical respondents, if most individuals diagnosed
with psychopathy agree with the item “I grew up
in a house that had three steps on the front porch,”
then that item is a good one because it is endorsed by
members of the psychopathic group. Thus, indepen-
dent of an item’s surface content, the test response
becomes a “sign” of one’s diagnostic status. The util-
ity of an item is thus determined solely by the extent
to which it discriminates among known groups. The
test response is not necessarily a sample of behavior
because the content of the item may not be directly
associated with the symptoms that characterize
members of that diagnostic group.

Of course, the criterion keying method has its
problems. Foremost is the difficulty of interpreting
the meaning of a score. For example, suppose that
some patients diagnosed with schizophrenia are
answering items intended to place them somewhere
along the adjusted–maladjusted dimension. Suppose
also that most of these patients happen to come
from less educated families than do the participants
in a comparison group. When these patients with
schizophrenia endorse the item “I almost never read
books,” that endorsement may reflect their poor
educational background rather than their psychopa-
thology. Although demonstrating that the test can
discriminate among various patient groups is one
aspect of establishing the validity of a test, the sole
use of the empirical criterion keying method to
select items for a test is not recommended (Strauss
& Smith, 2009).

Factor Analysis. These days, the majority of test
developers use a factor analytic (or internal consis-
tency) approach to test construction (Clark &
Watson, 1995; Floyd & Widaman, 1995; Reise,
Waller, & Comrey, 2000). The Guilford Inventories
(Guilford, 1959) are excellent historical examples of
a factor analytic approach. Here, the idea is to exam-
ine the intercorrelations among the individual items
from many existing personality inventories. Succeed-
ing factor analyses will then reduce or “purify” scales
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thought to reflect basic dimensions of personality.
The exploratory factor analytic approach is atheoreti-
cal. One begins by capturing a universe of items and
then proceeds to reduce them to basic elements—
personality, adjustment, diagnostic affiliation, or
whatever—in an attempt to arrive at the core traits
and dimensions of personality. Confirmatory factor
analytic approaches are more theory driven, seeking
to confirm a hypothesized factor structure (based on
theoretical predictions) for the test items (Floyd &
Widaman, 1995; Reise et al., 2000). Although a
detailed explanation of confirmatory factor analysis
procedures is beyond the scope of this book, it is
important to note that an increasing number of clin-
ical psychologists are employing confirmatory factor
analysis in the development and evaluation of objec-
tive assessment measures.

The strength of the factor analytic approach to
test construction is the emphasis on an empirical
demonstration that items purporting to measure a
variable or dimension of personality are highly
related to one another. However, a limitation of
this approach is that it does not in and of itself
demonstrate that these items are actually measuring
the variable of interest; we only know that the
items tend to be measuring the same “thing.”

Construct Validity Approach. This approach
combines many aspects of the content validity,
empirical criterion keying, and factor analytic
approaches (Clark & Watson, 1995; Strauss &
Smith, 2009). In this approach, scales are devel-
oped to measure specific concepts from a given
theory. In the case of personality assessment, the

intent is to develop measures anchored in a theory
of personality. Validation is achieved when it can
be said that a given scale measures the theoretical
construct in question. The selection of items is
based on the extent to which they reflect the the-
oretical construct under study. Item analysis, factor
analysis, and other procedures are used to ensure
that a homogeneous scale is developed. Construct
validity for the scale is then determined by dem-
onstrating, through a series of theory-based stud-
ies, that those who achieve certain scores on the
scale behave in non-test situations in a fashion that
could be predicted from their scale score. Because
of its comprehensiveness, the construct validity
approach to test construction is both the most
desirable and the most labor-intensive. In fact,
establishing the construct validity of a test is a
never-ending process, with empirical feedback
used to refine both the theory and the personality
measure (G. T. Smith & McCarthy, 1995; Strauss
& Smith, 2009).

To summarize and illustrate, Table 8-2 outlines
the validity of an item that purports to measure
depression according to each of the four test-
construction strategies just discussed. We now
turn to a discussion of several of the major objec-
tive personality measures available to clinical
psychologists.

The MMPI and the MMPI-2

The MMPI was long the best example of the
empirical keying approach to test construction.
Seventy years after its publication by Hathaway

T A B L E 8-2 Strategies for Determining the Validity of Inventory Item
“I Wish I Could Be Happier”

Strategy Item Is Valid If

Content validity “Authorities” assert that the item is representative of the syndrome of depression.

Empirical criterion keying This item discriminates between depressed and nondepressed groups.

Factor analysis The item has been shown through factor analysis to be significantly related to a homo-
geneous and independent cluster of items that purport to measure depression.

Construct validity The item measures the depression construct as theoretically defined (depression involves
a negative view of oneself—in this case, seeing oneself as unhappy).
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and McKinley in 1943, it is still considered the pre-
eminent self-report inventory (Butcher, 2010). The
MMPI has been used for virtually every predictive pur-
pose imaginable, ranging from likelihood of episodes of
psychosis to marriage suitability. What is even more
staggering, Graham (2006) estimates that more than
10,000 studies on the MMPI have been published.
Despite all its success over the years, it was decided
that theMMPI needed updating and restandardization.
The result was the new MMPI-2 (Butcher,
Dahlstrom, Graham, Tellegen, & Kaemmer, 1989).

Description: MMPI. When Hathaway and
McKinley developed the MMPI, their basic purpose
was to identify the psychiatric diagnoses of indi-
viduals. Items were assembled from previously pub-
lished tests of personality, from case histories, and
from clinical experience. This pool of items was
administered to non-clinical individuals (more than

700 visitors to University of Minnesota hospitals)
and psychiatric patients (more than 800). The follow-
ing psychiatric categories were used: hypochondriasis
(Hs), depression (D), hysteria (Hy), psychopathic
deviate (Pd), paranoia (Pa), psychasthenia (Pt), schizo-
phrenia (Sc), and hypomania (Ma). Two additional
scales, masculinity–femininity (Mf) and social intro-
version (Si) were added later. It is important to note
that these scale names reflect a diagnostic classification
system that was used in the 1940s and 1950s but is
now antiquated. To translate all these diagnostic labels
into more meaningful terms, refer to Table 8-3.

The originalMMPIwas composed of 550 items to
which the patient answers “true,” “false,” or “cannot
say.” Only those items that differentiated a given clini-
cal group from a non-clinical groupwere included. For
example, itemswere retained if they distinguished indi-
viduals with depression from non-clinical individuals,
or individuals with schizophrenia from non-clinical

T A B L E 8-3 Simulated MMPI Items

Clinical Scales Simulated Items (Answered True)

Hypochondriasis (Hs)
(Excessive concern with bodily functions)

“At times I get strong cramps in my
intestines.”

Depression (D)
(Pessimism, hopelessness, slowing of action and thought)

“I am often very tense on the job.”

Hysteria (Hy)
(Unconscious use of physical and mental problems to avoid conflicts or
responsibility)

“Sometimes there is a feeling like
something is pressing in on my head.”

Psychopathic Deviate (Pd)
(Disregard of social custom, shallow emotions, inability to profit from
experience)

“I wish I could do over some of the
things I have done.”

Masculinity–Femininity (Mf)
(Items differentiating between traditional sex roles)

“I used to like to do the dances in
gym class.”

Paranoia (Pa)
(Abnormal suspiciousness, delusions of grandeur or persecution)

“It distresses me that people have the
wrong ideas about me.”

Psychasthenia (Pt)
(Obsessions, compulsiveness, fears, guilt, indecisiveness)

“The things that run through my
head sometimes are horrible.”

Schizophrenia (Sc)
(Bizarre, unusual thoughts or behavior, withdrawal, hallucinations, delusions)

“There are those out there who want
to get me.”

Hypomania (Ma)
(Emotional excitement, flight of ideas, overactivity)

“Sometimes I think so fast I can’t keep
up.”

Social Introversion (Si)
(Shyness, disinterest in others, insecurity)

“I give up too easily when discussing
things with others.”

SOURCE: Minnesota Multiphasic Personality Inventory (MMPI). Copyright © 1942, 1943, (renewed 1970) by the University of Minnesota. Adapted items repro-
duced by permission of the University of Minnesota Press.
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individuals, or individuals with psychopathic features
from non-clinical individuals. No attempt was made
to select items that differentiated one diagnostic cate-
gory from another. As a result, some items tend to be
highly correlated with each other, and the same item
may appear in several different scales.

There was an individual form of the test in which
the items were printed on cards; here, the individual
separated the cards according to the “yes–no–cannot
say” categories. There was also a group form with
items printed in a test booklet; here, the answers
were marked on an answer sheet. Although the test
was originally designed for people age 16 and older,
the MMPI has been used with individuals consider-
ably younger. The test was machine scored or hand
scored. Indeed, it was possible to completely adminis-
ter, score, and interpret the MMPI by computer.

Description: MMPI-2. The original MMPI stan-
dardization sample had been criticized formany years as
unrepresentative of the general U.S. population. Par-
ticipants came largely from the Minneapolis area. All
wereWhite,with an average of 8 years’ education; they
were typically 35 years old, married, and from small
towns. The language of many of the items had become
obsolete, and some items contained sexist language.
Other itemsmade inappropriate references toChristian
religious beliefs and sometimes seemed to overempha-
size sexual, bowel, and bladder functions. Several items
even had poor grammar and punctuation. Finally,
many people felt the items did not adequately address
behaviors such as suicide or drug use. All in all, the time
seemed ripe for revision (Graham, 2006).

For restandardization, all 550 items were retained,
but 82 were rewritten (though most changes were
slight). The original meaning of items was preserved,
but the language was made more contemporary. In
addition, 154 new items were added to the item
pool, bringing the total to 704 items. After adjust-
ments, the final version of the MMPI-2 now includes
567 of the larger pool of 704 items. However, only the
first 370 items in the test booklet are administered
when only the traditional validity and clinical scales
are of interest.

Participants for the restandardization sample came
fromMinnesota, Ohio, North Carolina, Washington,

Pennsylvania, Virginia, and California, and the sample
was based on U.S. census data from 1980. The final
sample contained 1,138 men and 1,462 women. The
racial compositionwas as follows:White, 81%; African
American, 12%; Hispanic, 3%; Native American, 3%;
Asian American, 1%. Participants ranged in age from
18 to 85 years and in formal education from 3 years or
less to 20 years or more. About 3% of the men and 6%
of the women reported being in treatment for mental
health problems at the time of testing.

The authors of the MMPI-2 state that it can
be used with individuals who are at least 13 years
old and/or can read at an eighth-grade level. It can
be administered individually or in groups. Unlike
the MMPI, the MMPI-2 has only one booklet
form. It can be computer scored, and non-
English-language versions of the test are available.
Finally, a version of the MMPI-2 specifically
developed for adolescents (MMPI-A; Butcher et
al., 1992) is also available. Butcher (2010) estimates
that over 19,000 articles and books have been
published on the MMPI, MMPI-2, and MMPI-A,
to date.

Validity Scales. A potential problem with self-
report inventories, including the MMPI-2, is their
susceptibility to distortion through various test-
taking attitudes or response sets. For example, some
respondents may wish to place themselves in a favor-
able light; others may “fake bad” to increase the
likelihood of receiving aid, sympathy, or perhaps a
discharge from military service; still others have a
seeming need to agree with almost any item regard-
less of its content. Obviously, if the clinician is not
aware of these response styles in a given patient, the
test interpretation can be in gross error.

To help detect malingering (faking bad), other
response sets or test-taking attitudes, and care-
lessness or misunderstanding, the MMPI-2 con-
tinues to incorporate the traditional four validity
scales that were included in the original MMPI.

1. ? (Cannot Say) Scale. This is the number of
items left unanswered.

2. F (Infrequency) Scale. These 60 items were sel-
dom answered in the scored direction by the
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standardization group. A high F score may
suggest deviant response sets, markedly aberrant
behavior, or other hypotheses about extra test
characteristics or behaviors.

3. L (Lie) Scale. This includes 15 items whose
endorsement places the respondent in a very
positive light. In reality, however, it is unlikely
that the items would be truthfully so endorsed.
For example, “I like everyone I meet.”

4. K (Defensiveness) Scale. These 30 items suggest
defensiveness in admitting certain problems.
These items purportedly detect faking good,

but they are more subtle than either L or F
items. For example, “Criticism from others
never bothers me.”

In addition to the four traditional validity scales,
three “new” validity scales can be scored from the
MMPI-2.

5. Fb (Back-page Infrequency) Scale. These 40 items
occurring near the end of the MMPI-2 are
infrequently endorsed.

6. VRIN (Variable Response Inconsistency) Scale.
This consists of 67 pairs of items with either

BOX 8-1 Clinical Psychologist Perspective: Yossef S. Ben-Porath, Ph.D.

Dr. Yossef Ben-Porath is a Professor of Psychology at
Kent State University. He specializes in psychological
assessment, particularly the use of the MMPI instru-
ments, the MMPI-2 and MMPI-A, and the recently
introduced MMPI-2-RF (Restructured Form) in clinical
and forensic settings. In addition, he studies the use of
computers in psychological assessment and how indivi-
duals cope with various forms of stress. Dr. Ben-Porath
is the author of numerous articles, book chapters, and
books on psychological assessment, and he frequently
leads workshops on the clinical applications of the
MMPI instruments. He is a co-author of the new, 338-
item version of the test. Finally, he currently serves as
associate editor for the journal Psychological Assess-
ment. We had a chance to ask Dr. Ben-Porath several
questions concerning his background, activities, and
predictions for the future.

What originally got indiscriminantly clinical
psychology?
I became interested in clinical psychology as an under-
graduate psychology major at the University of Haifa in
Israel. Coursework in abnormal and personality psy-
chology piqued my interest, and opportunities to
become involved in research projects in this area led to
my decision to pursue graduate training in clinical
psychology. One of my undergraduate professors, Dr.
Moshe Almagor, had recently earned his Ph.D. at the
University of Minnesota and was doing research in the
area of clinical personality assessment. I found this
research intriguing because of its applied nature and
its implications for clinical practice. Eventually, I too
received my graduate training in clinical psychology at
the University of Minnesota.

Describe what activities you are involved in as a
clinical psychologist.
My primary activities as a clinical psychologist are
related to my duties as a faculty member in the
Department of Psychology at Kent State University. At
Kent, I teach various psychology undergraduate and
graduate classes, I supervise the research activities of
students ranging from undergraduate students doing
honors research to graduate students working on their
doctoral dissertations, and I conduct my own research. I
also serve as co-director of a series of continuing edu-
cation training seminars designed to bring clinicians
up-to-date on recent developments with the MMPI
instruments. In addition to my university work, I have a
part-time clinical practice in forensic psychology. My
clinical activities involve conducting various court-
ordered evaluations, including examinations of defen-
dants’ competence to stand trial and pleas of not guilty
by reason of insanity, and commitment evaluations. I
also consult to various government and law enforce-
ment agencies on use of the MMPI instruments in
screening candidates for public safety positions.

What are your particular areas of expertise or interest?
My primary interest is in clinical assessment. My area of
expertise is in use of the MMPI instruments in applied
psychological assessment. My research is designed to
provide empirical data to guide psychologists who use
these tests in a variety of applied settings. Most
recently I completed a major project that resulted in
the introduction of a new version of the MMPI, the
MMPI-2-RF. My co-author, Auke Tellegen, and I spent
several years exploring ways to modernize the
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similar or opposite content. High VRIN scores
suggest random responding to MMPI-2 items.

7. TRIN (True Response Inconsistency) Scale. This
consists of 23 item pairs that are opposite in
content. High TRIN scores suggest a tendency
to give true responses indiscriminately; low
TRIN scores suggest a tendency to give false
responses indiscriminately.

These seven MMPI-2 validity scales provide a
means for understanding the test respondent’s moti-
vations and test-taking attitudes. For example,
attempts to present oneself in an overly favorable

light will likely be detected by the L (Lie) or K
(Defensiveness) scale (Baer & Miller, 2002; Baer,
Wetter, & Berry, 1992), whereas the tendency to
exaggerate one’s problems or symptoms usually
results in elevations on the F (Infrequency) and Fb
(Back-page Infrequency) scales (Berry, Baer, &
Harris, 1991; Rogers, Bagby, & Chakraborty,
1993; Wetter, Baer, Berry, Robison, & Sumpter,
1993; Wetter, Baer, Berry, Smith, & Larsen,
1992). Finally, the VRIN and TRIN scales are use-
ful indicators of random responding or answering
true (or false) to most items, respectively (Berry
et al., 1992; Tellegen & Ben-Porath, 1992).

instrument by using modern psychometric techniques
to develop new scales for the test.

What are the trends you see for clinical psychology?
The primary trend I see for clinical psychology is a
movement away from direct clinical service delivery.
Cost-containment pressures of managed care, coupled
with the absence of clear empirical evidence that
doctoral-level clinical psychologists are more effective
than less costly service deliverers such as master’s-level
counselors and social workers will likely result in fewer
clinical psychologists’ working as full-time therapists in
either community agencies or private practices. Instead,
clinical psychologists will be called upon increasingly to
apply their training and expertise in research to assist in
program development and evaluation. Specifically, clin-
ical psychologists will become involved in developing
methods to identify treatment needs and to evaluate
treatment progress and outcome at the agencies or
organizations that employ them. In addition, clinical
psychologists will likely become increasingly involved in
forensic practice that requires the highest possible level
of training and expertise.

What are some future trends you see in MMPI
research?
The most exciting trend I foresee for MMPI-2 research
and application is the increasing incorporation of
computer technology in administration, scoring, and
interpretation of the test. Presently, computer soft-
ware exists to accomplish all three of these tasks.
However, most testing with the MMPI instruments is
still conducted by paper and pencil and most interpre-
tation is done by individual clinical psychologists. When

a computer is used to administer the test, it serves as a
proxy for the conventional test booklet. In the future,
the MMPI instruments will be administered adaptively
in a manner that reduces the number of items to
those that are necessary to answer specific assessment
questions posed by the psychologist. Computers will
become essential in interpretation because of the
ever-increasing volume of data that must be con-
sidered in generating an empirically based test
interpretation.

Yossef S. Ben-Porath
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Short Forms. Over the years, a variety of short
forms of the MMPI have appeared. These scales typ-
ically shorten the MMPI to considerably less than
the traditional 550 items. Although economies in
screening or rapid classification may be achieved by
their use, some loss in interpretive power can also be
expected. As for the MMPI-2, many continue to
question the use of short forms (e.g., Butcher,
2010; Butcher, Graham, & Ben-Porath, 1995).
More generally, short forms of any psychological
test should, perhaps, rarely be developed and, if
they are, should be subjected to quite stringent stan-
dards of reliability of validity as a stand-alone mea-
sure (G. T. Smith, McCarthy, & Anderson, 2000).

Interpretation Through Patterns: Profile Ana-
lysis. Because the original scales were developed
to predict psychiatric categorization, the initial use
of the MMPI depended on simple interpretations
based on elevated scale scores. That is, if an Sc scale
score was significantly elevated, this suggested a
diagnosis of schizophrenia. However, clinical expe-
rience quickly taught that such compartmentalized
interpretations were gross oversimplifications. Some
non-clinical respondents achieve high Sc scores,
and so do other diagnostic groups.

Interpretation has now shifted to an examination
of patterns, or “profiles,” of scores. For example, indi-
viduals who produce elevations on the first three
clinical scales (Hs, D,Hy) tend to present with somatic
complaints and depressive symptoms andoften receive
somatoform, anxiety, or depressive disorder diagnoses.
Elevations on scales 6 (Pa) and 8 (Sc) suggest extreme
suspiciousness and potential psychotic thought pro-
cesses; these characteristics are found among indivi-
duals diagnosed with paranoid schizophrenia.

Interpretation Through Content. Lest the reader
conclude that only diagnostic labels can result from
the analysis of a profile, consider the following excerpt
from a pretherapy workup based on the MMPI-2
profile shown in Figure 8-1 (Butcher, 1990):

Ed approached the testing in a frank and
open manner, producing a valid MMPI-2
profile…. He related a number of psycho-
logical adjustment problems and seemingly
was seeking help in overcoming them. The

MMPI-2 clinical profile highlights a number
of problems and symptoms that Ed was
experiencing at the time of his first treatment
session. He reported being depressed and
anxious about his situation and related feel-
ing tense, lonely, and insecure. He appeared
to be having great difficulty concentrating on
his work and was indecisive. He had no zest
for life andwas preoccupiedwith his inability
to accomplish personal goals. The relatively
high score on the psychopathic deviate scale
(Pd) reflects rebellious attitudes and family
conflict (the Harris-Lingoes Family Pro-
blems Scale, Pd1, was T = 69). He appeared
to be a somewhat passive young man who
reported being shy and isolated. (p. 12)

Thus, a major change and improvement in the
clinical use of the MMPI and MMPI-2 have been
the shift away from differential psychiatric diagnosis
based on the evaluation of a single score to a more
sophisticated profile analysis of scale scores consid-
ered as measures of personality traits.

For the MMPI-2, a variety of content scales have
been developed as well (Butcher, Graham, Williams,
& Ben-Porath, 1990). For example, certain items can
help identify fears, health concerns, cynicism, the
Type A personality, and so on. Such scales enable
the clinician to move beyond simple diagnostic labels
to a more dynamic level of interpretation. Take the
following example from Graham (2006):

Family Problems (FAM)
High scores on the FAM indicate personswho

1. Describe considerable discord in their
current families and/or families of origin

2. Describe their families as lacking in love,
understanding, and support

3. Resent the demands and advice of their
families

4. Feel angry and hostile toward their families
5. See marital relationships as involving

unhappiness and lack of affection (p. 149)

Supplementary Scales. In addition to the stan-
dard validity scales, the clinical scales, and the con-
tent scales, the MMPI-2 item pool has been used to
develop numerous other scales. Many years ago,
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Dahlstrom, Welsh, and Dahlstrom (1972, 1975)
noted 450 MMPI supplementary scales, ranging
from Dominance and Suspiciousness to Success in
Basketball! For the MMPI-2, 20 individual supple-
mentary scales have been developed so far. A few
examples are Anxiety, Repression, Ego Strength,
Dominance, and Social Responsibility.

A Summary Evaluation of the MMPI

and MMPI-2

Screening. Many clinicians are attracted to the
MMPI-2 because of its screening capabilities.
When information about the severity of a patient’s
problems is needed, and when the clinician must
generate hypotheses about a patient’s diagnostic
status, the MMPI-2 can be a valuable asset. There-
fore, when groups of patients are being screened, it
can be both useful and efficient as an aid to mental
disorder diagnosis or as a hypothesis generator. The

MMPI-2, however, is quite long. For many screen-
ing purposes, such a time-intensive self-report
inventory may be unnecessary. For example, if a
clinician simply wants to screen new clients for
depression, a much shorter inventory than the
MMPI-2 might be more desirable. The MMPI-2
items measure a wide range of symptoms, only a
minority of which are related to depression. There-
fore, the comprehensiveness of the MMPI-2 may
be both a strength and a weakness.

The Question of Personality Traits. The MMPI-2
is atheoretical (Butcher, 1995c; Helmes & Reddon,
1993). For clinicians who are psychodynamically ori-
ented or who seek an understanding of their patients
through the subtle interplay of general personality
trait characteristics and situational determinants, the
MMPI-2 may not be the instrument of choice. The
MMPI-2 is primarily a measure of various symptoms
of psychopathology. Although the features tapped

F I G U R E 8-1 The Case of Ed: A pretreatment MMPI-2 clinical profile.
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by MMPI-2 items may suggest certain personality
traits or styles, it was not developed with person-
ality constructs in mind. Does it help with personality
description, psychotherapy planning, or the host of
other predictions that the clinician must confront in
day-to-day interactions with the patient? Many
would question the MMPI-2’s contribution to ongo-
ing clinical decisions once the initial diagnostic cate-
gory has been selected. However, Butcher (1990,
1995c, 2010) would argue that the MMPI-2 is a
valuable aid in planning and evaluating the effects of
treatment.

Reliability and Validity. As noted earlier, there
have been more than 19,000 published studies and
books concerning the MMPI family of measures.
Many of these publications have evaluated the reli-
ability and validity of MMPI-2 scores. Aside from
the comments already made, we do not have the
temerity to “briefly” summarize this voluminous
research. However, we do wish to make a few
comments about findings addressing the reliability
and validity of this instrument’s scores.

Concerning reliability, the MMPI-2 clinical
scale scores have been evaluated in terms of internal
consistency as well as test–retest reliability. Perhaps
not surprisingly (given the way the instrument was
originally constructed), many of the clinical scales
do not have good internal consistency. Only three
of the ten clinical scales (scales 7, 8, and 0) show
good internal consistency across both men and
women (defined as an alpha of .80 or above)
(Butcher et al., 2001). Recall that items for scales
were selected primarily for their ability to discrimi-
nate between groups, and not as a function of their
ability to measure a unitary dimension or construct.
In contrast to internal consistency results, the
MMPI-2 clinical scale scores do show good test–
retest reliability over time, in this case a one-week
interval (Butcher et al., 2001).

The evaluation of the MMPI-2’s validity is
more complicated. As is true with all measures,
we must evaluate the validity of scores for certain
prediction tasks. The ultimate question, then, is not
whether the MMPI-2 is valid. Rather, for what
specific purposes are its scores valid? MMPI-2 scores

have been shown to relate significantly to relevant
external correlates such as emotional states, antiso-
cial behaviors, stress reactivity, worry, paranoia, and
introversion, for example, across a number of popu-
lations and settings (Graham, 2006). Furthermore,
MMPI-2 profiles (patterns of score elevations) also
appear to show validity in identifying characteristic
moods, cognitions, and behaviors of patients who
produce respective “code types” (Graham, 2006).

Two other issues related to the validity of
MMPI-2 scores are important as well. Although
presented in the context of developing “new”
MMPI-2 supplementary scales, Butcher et al.
(1995) noted the necessity of establishing the incre-
mental validity of a scale as well as the validity of
cutoff scores (thresholds). Incremental validity is sup-
ported if scale scores provide information about a
person’s behavior, personality features, or psycho-
pathology features that is not provided by other
measures. Do MMPI-2 scores convey information
relevant to psychopathology or personality that
cannot be provided by other measures? This
issue of incremental validity tends to be neglected
for all psychological tests, including the MMPI-2
(Hunsley & Mash, 2007).

As for the validity of cutoff scores, it is important
to keep in mind that the optimal cutoff score (in
terms of maximizing correct decisions as to which
patients have the disorder or trait in question, given
their scores on the measure) will vary depending on
the nature of the population of patients sampled.
The cutoff scores provided in test manuals were
derived for a certain population, which may or
may not be similar to the population of patients
with which a clinician is working. MMPI-2 cutoffs
(T score of 65 or greater) were derived using the
distribution of scores from the normative sample.
Therefore, these cutoffs may or may not be appro-
priate in certain clinical contexts.

Personnel Selection and Bias. Recent develop-
ments in our society have also created problems for
the MMPI-2. Lack of trust in our social institutions
and the concerns of minorities have both been
reflected in criticisms of the test. For example, the
MMPI-2 has often been lauded for its empirical
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criterion keying approach, which works well for
those who understand it. But what about people
who know nothing of criterion keying or psycho-
metrics but want to work for Corporation X? Sup-
pose these individuals fail to get a job after taking an
MMPI-2. What shall we tell them when they
demand to know what items such as “I used to
keep a diary” or “My sex life is satisfactory” have
to do with hiring? For the person seeking therapy, a
test such as the MMPI-2 may be acceptable. How-
ever, for one who takes the test in a personnel set-
ting, it may be regarded as an invasion of privacy
(Butcher, 1971).

In fact, given recent court rulings as well as the
requirements specified by the Americans with Dis-
abilities Act, it may not be advisable to use popular
personality/psychopathology tests like the MMPI-2
in most preemployment screening situations
(Camara & Merenda, 2000). Tests that contain
items that inquire about religious beliefs, political
orientation, or sexual orientation have been ruled
violations of privacy, and courts have ruled that
applicants for jobs can only be screened for mental
disabilities once a preliminary job offer has been
made (Camara & Merenda, 2000). In this latter
context, psychological tests are viewed as a type of
“medical examination,” and if a mental disability is
uncovered, it is up to the employer to demonstrate
how such a disability directly and adversely affects
performance of the job in question.

Given the nature of the original sample that the
MMPI was validated on, questions have also been
raised as to whether the instrument may be “biased”
against certain ethnic and racial groups. This has been a
rather contentious debate over the years (e.g.,Gynther,
1972; Gynther & Green, 1980; Pritchard &
Rosenblatt, 1980). Some studies have found significant
differences in scores between racial groups, whereas
others have not. It is important to keep in mind,
however, that a significant difference between mean
scores for groups of people does not, in and of itself,
indicate test bias. Rather, test bias refers to a situation
in which different decisions or predictions are made
for members of two groups even when they obtain
the same score (Anastasi, 1988). We will return
to the general issue of test bias later in this chapter.

To our knowledge, there have been only a relatively
small number of published studies that evaluate the
possibility of test bias for theMMPI-2. It is encouraging
that, to date, these few studies have not found evidence
suggesting that the use of theMMPI-2 for certain pur-
poses results in bias against certain ethnic or racial
groups (e.g., Arbisi, Ben-Porath, & McNulty,
2002; Timbrook & Graham, 1994; Wood et al.,
2002).

Concerns About the MMPI-2. The reasons that
prompted the revision of the MMPI were, in the
main, laudable. Without doubt, though, some clin-
icians were nervous about the MMPI-2 revision.
Some of these concerns have diminished as clinical
psychologists became more familiar with the revi-
sion. Nevertheless, here is a sample of the com-
plaints and reservations that have been voiced
about the MMPI-2.

1. The normative sample, compared to U.S.
Census Bureau data, is too highly educated.
Only 5% of MMPI-2 normative respondents
have less than a college education, and 45% of
the normal respondents in the sample are college
educated! Schooling can account for much of
the variance in the scores of psychiatric patients.

2. Is all the old MMPI research applicable to the
new MMPI-2?

3. Were “unnecessary” revisions made?

4. Criteria for the inclusion of “normal” respon-
dents are puzzling.

5. Some respondents who are administered both
versions of the test show psychological prob-
lems on one version but not on the other.

6. Scores are generally lower on the MMPI-2
compared to the MMPI.

7. Validity of the new content scales is unclear.

8. It is not clear how reliable MMPI-2 scores are
over extended periods of time.

9. Internal consistency of several MMPI-2 scales is
quite low.

10. There remains too much item overlap among
the scales, making study results hard to interpret.
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Despite these limitations and concerns, the
MMPI and MMPI-2 remain the “benchmarks” for
self-report inventories measuring psychopathology
or personality. However, as is true for any instru-
ment, it is important that clinical psychologists
appreciate the potential limitations as well as the
strengths of this popular measure.

The Revised NEO-Personality

Inventory

Description. The Revised NEO-Personality Inven-
tory (NEO-PI-R) (Costa & McCrae, 1992) is a self-
report measure of personality features that comprise
an influential model of personality known as the Five-
Factor Model (FFM) (Goldberg, 1993). The FFM has
evolved over the past four decades (Digman, 1990)
and has roots in both the lexical tradition (the analysis
of trait adjectives found in English and other lan-
guages) and the factor analytic tradition in personality
research. As operationalized by the NEO-PI-R, the
five factors or domains are Neuroticism, Extraversion,
Openness to Experience, Agreeableness, and Consci-
entiousness. Each domain has six facets or subscales—
personality traits that represent various aspects of each
domain. Table 8-4 presents the facets that represent
each domain.

The NEO-PI-R consists of 240 items (8 items
for each of the 30 facets, or 48 items for each of
the five domains). Individuals rate each of the 240
statements on a 5-point scale (strongly disagree, dis-
agree, neutral, agree, strongly agree). Research that
led to development of the NEO-PI-R began in the
1970s. At that time, there was no clear consensus
regarding which personality model or system pro-
vided the most useful and comprehensive description

of personality features. Costa and McCrae became
convinced that there was more agreement among
the various competing personality models regarding
higher-order dimensions (e.g., Neuroticism or
Extraversion) than there was for the lower-level traits
that comprise these (the facets of each dimension).
For this reason, Costa and McCrae adopted a “top-
down” approach in constructing their inventory.
They began by selecting those higher-order factors
or dimensions of personality believed to be of great-
est import and utility (based on reviews of the litera-
ture as well as their own empirical research). They
then identified those traits, or facets, that comprised
each major dimension. The original version of their
instrument assessed only three of the five factors
(Neuroticism, Extraversion, and Openness); the
NEO-PI-R assesses all five domains of the FFM
and includes facet scales for each.

The NEO-PI-R was developed using a
rational-empirical test construction strategy that
emphasized construct validity. Each personality trait
to be included was identified, defined, and then ana-
lyzed so that items measuring various aspects of the
trait could be generated. Final item selection was
based on empirical performance; that is, the most
reliable and valid items were retained. In addition,
factor analyses were performed to ensure that items
loaded on their respective factors.

Approximately half of the NEO-PI-R items
are reverse scored; that is, lower scores are more
indicative of the trait in question. This was done
to address a potential acquiescence (or nay-saying)
bias that may present problems for inventories in
which all or most items are keyed in the same
direction. In such inventories, high scores may be
due either to acquiescence or to the actual level of

T A B L E 8-4 Domains and Facets of Personality Measured by the NEO-PI-R

Domain Facets

Neuroticism Anxiety, Hostility, Depression, Self-Consciousness, Impulsiveness, Vulnerability

Extraversion Warmth, Gregariousness, Assertiveness, Activity, Excitement Seeking, Positive Emotions

Openness to Experience Fantasy, Aesthetics, Feelings, Actions, Ideas, Values

Agreeableness Trust, Straightforwardness, Altruism, Compliance, Modesty, Tender-Mindedness

Conscientiousness Competence, Order, Dutifulness, Achievement Striving, Self-Discipline, Deliberation
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the trait in question so that interpretation of a high
score is problematic. One of the more controversial
aspects of the NEO-PI-R is its lack of a validity
scale (or set of scales) to evaluate respondents’
test-taking approaches. Instead, the NEO-PI-R
has three individual items that assess the validity of
responses. One item asks respondents to indicate if
they have responded to the items in an honest and
accurate manner, another asks if they have
answered all items, and the last assesses whether
responses have been placed in the correct spaces.

Norms. Adult norms are based on a total of
500 men and 500 women drawn from several
samples of community residents. The normative
sample closely approximates U.S. Census Bureau
projections for 1995 in the distribution of age and
racial groups. The NEO-PI-R manual presents
normative data for college students as well.

Reliability and Stability. NEO-PI-R scores
show excellent levels of both internal consistency
and test–retest reliability. Internal consistency coef-
ficients range from .86 to .92 for the domain scales
and from .56 to .81 for the facet scales. A study of
clinical outpatients reported 6-month test–retest
reliability coefficients that ranged from .76 to .84
for the domain scores (Trull, Useda, Costa, &
McCrae, 1995). Test–retest reliability has been
impressively high over time periods as long as
6 years.

Factor Structure. Factor analyses have, in gen-
eral, supported the hypothesized five-factor struc-
ture of the NEO-PI-R. This is true whether
individual item scores or facet scores were used in
the analyses (Costa & McCrae, 1992).

Validity. The NEO-PI-R manual (Costa &
McCrae, 1992) presents a variety of evidence attest-
ing to the validity of the instrument’s scores.
Domain and facet scores from the NEO-PI-R
have been shown to relate in predictable ways to
personality trait scores from a variety of personality
measures, peer reports, and adjective checklists.

Clinical Applications. Although the NEO-PI-R
was developed from a model of “normal” personal-
ity, investigators have begun to assess this instru-
ment’s usefulness in clinical samples. Because Axis
II personality disorders involve, by definition,
maladaptive personality traits (i.e., extreme variants
of personality traits that are common in all indi-
viduals), these disorders represent an obvious
application for FFM instruments such as the
NEO-PI-R. Several studies have supported the
utility of NEO-PI in characterizing personality dis-
orders (e.g., Samuel & Widiger, 2008; Widiger &
Trull, 2007). Further, investigators have begun to
evaluate the utility of FFM instruments such as the
NEO-PI-R in assessing personality characteristics of
individuals with Axis I mood, anxiety, and sub-
stance use disorders (e.g., Trull & Sher, 1994).
Taken together, these studies suggest that the
NEO-PI-R and related instruments hold some
promise in the area of clinical assessment.

The NEO-PI-R is a popular measure of personality and
personality pathology.

PA
R,
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c.
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Alternate Forms. A 60-item short form of the
NEO-PI-R, known as the NEO-Five Factor
Inventory (NEO-FFI), may be useful when a rela-
tively short measure of the five major personality
dimensions is desired; the NEO-FFI does not
contain facet scales. Another version of the NEO-
PI-R, known as Form R, is used for observer
ratings. It contains the 240 items of the self-report
version, reworded to reflect the gender of the target
person being rated. Form R scores can be used to
validate or supplement self-report scores (Costa &
McCrae, 1992).

Limitations of the NEO-PI-R. Several authors
have suggested limitations of the NEO-PI-R in
clinical assessment (Ben-Porath & Waller, 1992;
Block, 1995; Tellegen, 1993). First, the NEO-
PI-R has been criticized for its relative lack of
validity items. In contrast to the MMPI-2 and other

self-report measures, the NEO-PI-R does not
devote a number of test items to assessing response
styles that may influence interpretations of the
obtained scores. Second, the use of the NEO-
PI-R for clinical diagnostic purposes remains to be
demonstrated. Although the initial studies that have
shown associations between NEO-PI-R scores and
mental disorder diagnoses are encouraging, the
NEO-PI-R may not be especially well suited for
the general purpose of clinical diagnosis because its
development was guided by a model of “normal”
personality. Third, too little research has been con-
ducted on the use of the NEO-PI-R in treatment
planning to warrant the routine use of this measure
in clinical settings at this time. Finally, several psy-
chometric criticisms have been leveled at the NEO-
PI-R, including the intercorrelation among certain
domain scores and the placement of certain facets
within particular domains (e.g., the placement of

NEO-PI-R Case Illustration

Bruehl (1994) presents a case study of a 45-year-old,
White, divorced woman who received an Axis I diag-
nosis of Major Depressive Disorder and an Axis II diag-
nosis of Borderline Personality Disorder. “Betty”
presented for treatment because of her concerns over
parenting her daughter, who had recently been
arrested for drug possession and suspended from high
school. Betty had a history of sexual abuse in child-
hood, of poor family and peer relationships, of physical
abuse in adulthood, and of intense and labile emo-
tions. Table 8-5 presents the results of her NEO-PI-R
administration.

As can be seen, Betty produced elevations on all
Neuroticism facets, scored in the low range on several
Extraversion and Agreeableness facets, and produced
several elevations on Openness facets. Several inter-
pretive statements regarding Betty’s NEO-PI-R scores
illustrate how these scores can be useful in under-
standing a client and in treatment planning.

… Betty’s elevated Neuroticism and low Agree-
ableness were consistent with what would be
expected based on the DSM-III-R criteria for BDL
[Borderline Personality Disorder].

… The strength of the psychotherapeutic
relationship was slow to develop because of
Betty’s low levels of Warmth and Trust …

… The transference issues observed in ther-
apy related primarily to Betty’s low Trust and high
Hostility. As might be expected given her low
Straightforwardness, she expressed her anger and
lack of trust passively …

… Betty’s low Compliance suggested that it
was important to watch for control issues in ther-
apy. On the few occasions when therapeutic
“homework” assignments were attempted and
agreed on, Betty failed to complete them …

… Her low Compliance seemed to interact
with her low Trust and high Hostility to cause
interpersonal difficulties in therapy. These same
issues were responsible for her problems in previ-
ous intimate relationships with close friends, fam-
ily members, and husbands …

… Information provided by the NEO-PIR
also suggested strengths that improved treat-
ment progress. Betty’s high level of Openness
to Ideas did reflect in part pathological aspects,
but it also reflected an ability to be more
cognitively flexible … she was very open to
looking at her problems in different ways and
considering alternative ways for understanding
and addressing these problems. (Bruehl, 1994,
pp. 195–196)
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T A B L E 8-5 Revised NEO-Personality Inventory Personality Profile for “Betty”

Scale Range Clinical Implications

Neuroticism Very high

Anxiety High Nervous/ruminative

Angry Hostility Very high Rageful/bitter

Depression Very high Gloomy/despondent

Self-Consciousness High Insecure/ashamed

Impulsiveness High Spontaneous/unpredictable

Vulnerability High Overwhelmed/defenseless

Extraversion Low

Warmth Low Cold

Gregariousness Low Shy/withdrawn

Assertiveness Average

Activity Average

Excitement Seeking High Adventurous

Positive Emotions Low Placid/disinterested

Openness High

Fantasy Very high Imaginative/dissociative

Aesthetics Average

Feelings Average

Actions Average

Ideas High Cognitively flexible

Values High Open-minded

Agreeableness Low

Trust Low Cynical/suspicious

Straightforwardness Low Deceptive/manipulative

Altruism Average

Compliance Low Aggressive/oppositional

Modesty Average

Tender-Mindedness Average

Conscientiousness Average

Competence High Perfectionistic

Order Average

Dutifulness Low Unreliable/irresponsible

Achievement Striving High Driven

Self-Discipline Average

Deliberation Low Hasty

SOURCE: Bruehl, 1994.
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Impulsiveness and Hostility within the Neuroticism
domain). In summary, although promising, the util-
ity of the NEO-PI-R in routine clinical assessment
remains to be demonstrated.

PROJECT IVE TESTS

Projective techniques have a long and rich history.
William Shakespeare wrote about the projective
qualities of clouds, and William Stern used clouds
as test stimuli before Rorschach and his inkblots. Sir
Francis Galton (1879) suggested word-association
methods, and Kraepelin made use of them. Binet
and Henri (1896) experimented with pictures as
projective devices. Alfred Adler asked patients to
recall their first memory, which is also a kind of
projective approach.

However, the real impetus for projective tech-
niques can be traced to Hermann Rorschach’s clas-
sic 1921 monograph, in which he described the use
of inkblots as a method for the differential diagnosis
of psychopathology. Later in the 1920s, David Levy
brought the inkblot test to America, and it was not
long before Beck, Klopfer, and Hertz all began
teaching Rorschach courses. In 1935, Morgan and
Murray introduced the Thematic Apperception
Test (TAT), and in 1938, Murray carefully
described the process of projection. The term pro-
jective really came into popular use following L. K.
Frank’s widely discussed 1939 paper on projective
methods.

The Nature of Projective Tests

For some, the definition of a projective test resides
in Freudian notions regarding the nature of ego
defenses and unconscious processes. However,
these do not seem to be essential characteristics.
Over the years, many definitions have been offered
(Anderson & Anderson, 1951; Lindzey, 1961;
Murstein, 1963; Semenoff, 1976; Wiggins, 1973;
Zubin, Eron, & Schumer, 1965). Perhaps the easiest
solution is a pragmatic one that comes from con-
sulting the English and English (1958) psychological

dictionary, which defines a projective technique as
“a procedure for discovering a person’s characteris-
tic modes of behavior by observing his behavior in
response to a situation that does not elicit or compel
a particular response.”

Projective techniques, taken as a whole, tend
to have the following distinguishing characteristics
(Rotter, 1954):

1. In response to an unstructured or ambiguous
stimulus, examinees are forced to impose their own
structure and, in so doing, reveal something of
themselves (such as needs, wishes, or conflicts).

2. The stimulus material is unstructured. This is a
very tenuous criterion, even though it is widely
assumed to reflect the essence of projective
techniques. For example, if 70% of all exami-
nees perceive Card V on the Rorschach as a
bat, then we can hardly say that the stimulus is
unstructured. Thus, whether a test is projective
or not depends on the kinds of responses that
the individual is encouraged to give and on
how those responses are used. The instructions
are the important element. If a patient is asked
to classify the people in a set of TAT cards as
men or women, then there is a great deal of
structure—the test is far from ambiguous.
However, if the patient is asked what the
people on the card are saying, the task has
suddenly become quite ambiguous indeed.

3. The method is indirect. To some degree or other,
examinees are not aware of the purposes of the
test; at least, the purposes are disguised. Although
patients may know that the test has something to
do with adjustment–maladjustment, they are not
usually aware in detail of the significance of their
responses. There is no attempt to ask patients
directly about their needs or troubles; the route is
indirect, and the hope is that this very indirect-
ness will make it more difficult for patients to
censor the data they provide.

4. There is freedom of response. Whereas question-
naire methods may allow only for a “yes” or a
“no,” projectives permit a nearly infinite range
of responses.
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5. Response interpretation deals with more vari-
ables. Since the range of possible responses is so
broad, the clinician can make interpretations
along multiple dimensions (needs, adjustment,
diagnostic category, ego defenses, and so on).
Many objective tests, in contrast, provide but a
single score (such as degree of psychological
distress) or scores on a fixed number of
dimensions or scales.

Measurement and Standardization

The contrasts between objective tests and projective
tests are striking. The former, by their very nature,
lend themselves to an actuarial interpretive approach.
Norms, reliability, and even validity seem easier to
manage. The projectives, by their very nature, seem
to resist psychometric evaluation. Indeed, some clini-
cians reject even the suggestion that a test such as the
Rorschach should be subjected to the indignities of
psychometrics; they would see this as an assault upon
their intuitive art. In this section, we offer several gen-
eral observations about the difficulties involved in eval-
uating the psychometric properties of projective tests.

Standardization. Should projective techniques be
standardized? There are surely many reasons for doing
so. Such standardization would facilitate communica-
tion and would also serve as a check against the biases
and the interpretive zeal of some clinicians. Further-
more, the enthusiastic proponents of projectives usually
act as if they have norms (implicit though thesemay be)
so that there seems to be no good reason not to
attempt the standardization of those norms. Of course,
research problems with projectives can be formidable.

The dissenters argue that interpretations from
projectives cannot be standardized. Every person is
unique, and any normative descriptions will inevita-
bly be misleading. There are so many interacting
variables that standardized interpretive approaches
would surely destroy the holistic nature of projective
tests. After all, they say, interpretation is an “art.”

Reliability. Even the determination of reliability
turns out not to be simple. For example, it is surely
too much to expect an individual to produce, word

for word, exactly the same TAT story on two dif-
ferent occasions. Yet how many differences
between two stories are permissible? Of course,
one can bypass test responses altogether and deal
only with the reliability of the personality interpre-
tations made by clinicians. However, this may con-
found the reliability of the test with the reliability of
the judge. Also, test–retest reliability may be
affected by psychological changes in the individual,
particularly when dealing with patient populations.
It is true that clinicians can opt for establishing reli-
ability through the use of alternate forms. How-
ever, how do they decide that alternate forms for
TAT cards or inkblots are equivalent? Even split-
half reliability is difficult to ascertain because of the
difficulty of demonstrating the equivalence of the
two halves of each test.

Validity. Because projectives have been used for
such a multiplicity of purposes, there is little point
in asking general questions: Is the TAT valid? Is the
Rorschach a good personality test? The questions
must be more specific: Does the TAT predict
aggression in situation A? Does score X from the
Rorschach correlate with clinical judgments of
anxiety?

With these issues in mind, we turn now to a
discussion of several of the more popular projective
tests.

The Rorschach

Although the origins of the Rorschach lie in Europe,
its subsequent development and elaboration
occurred in the United States (Butcher, 2010;
Exner, 1993). Disenchantment with objective
inventories probably facilitated this development
(Shneidman, 1965). However, the general rise of
the psychodynamic, psychoanalytic movement and
the emigration of many of its adherents from
Europe to the United States in the 1930s were also
important.

What has confused many and perhaps impeded
efforts to demonstrate reliability and validity is the
fact that there are several different general Rorschach
approaches. For example, in the past, Klopfer, Beck,
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Hertz, Piotrowski, and Rapaport each offered Ror-
schach systems (Exner, 1993). The systems differ in
the manner in which they administer, score, and
interpret the results of the test and in the instructions
they provide to examinees. This has created many
problems in interpreting the results of research stud-
ies and in generalizing from one study to another. In
addition, Exner and Exner (1972) discovered that
22% of the clinicians they surveyed did not formally
score the Rorschach at all, and 75% reported that
when they did use a scoring system, it was a highly
idiosyncratic one. However, it is now virtually a
requirement for research publication that Rorschach
protocols be scored in a systematic fashion and that
adequate interscorer agreement be demonstrated
(Weiner, 1991). At a minimum, we expect that
Rorschach responses should be scored similarly by
independent raters.

Description. The Rorschach consists of ten cards
on which are printed inkblots that are symmetrical
from right to left. Five of the ten cards are black and
white (with shades of gray), and the other five are
colored. A simulated Rorschach card is shown in
Figure 8-2.

Administration. There are various techniques for
administering the Rorschach. However, for many
clinicians, the process goes something like this. The
clinician hands the patient the first card and says,
“Tell me what you see—what it might be for
you. There are no right or wrong answers. Just
tell me what it looks like to you.” All of the subse-
quent cards are administered in order. The clinician
takes down verbatim everything the patient says.
Some clinicians also record the length of time it
takes the patient to make the first response to
each card as well as the total time spent on each
card. Some patients produce many responses per
card, and others produce very few. The clinician
also notes the position of the card as each response
is given (right side up, upside down, or sideways).
All spontaneous remarks or exclamations are also
recorded.

Following this phase, the clinician moves to
what is called the Inquiry. Here, the patient is

reminded of all previous responses, one by one, and
asked what it was that prompted each response.
The patient is also asked to indicate for each card
the exact location of the various responses. This is
also a time when the patient may elaborate or clar-
ify responses.

Scoring. Although Rorschach scoring techniques
vary, most employ three major determinants. Location
refers to the area of the card to which the patient
responded—the whole blot, a large detail, a small
detail, white space, and so on. Content refers to the
nature of the object seen (an animal, a person, a rock,
fog, clothing, etc.). Determinants refer to those aspects
of the card that prompted the patient’s response (the
form of the blot, its color, texture, apparent move-
ment, shading, etc.). Some systems also score Popular
responses and Original responses (often based on
the relative frequency of certain responses in the gen-
eral population). Currently, Exner’s Comprehensive

F I G U R E 8-2 Inkblot similar to those employed
by Rorschach.
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System of scoring is the most frequently used (Exner,
1974, 1993). Although the specifics of this scoring
system are beyond the scope of this chapter (a total
of 54 indices are calculated in Exner’s Structural
Summary), a number of resources are available that
provide details on the Comprehensive System
(including Exner, 1991, 1993).

The actual scoring of the Rorschach involves
such things as compiling the number of determi-
nants, computing their percentages based on the
total number of responses, and computing the ratio
of one set of responses to another set (e.g., comput-
ing the total number of movement responses divided
by the number of color responses). Indeed, the

layperson is often surprised to learn that orthodox
scoring of the Rorschach is much more concerned
with the formal determinants than with the actual
content of the responses. However, many contem-
porary clinicians do not bother with formal scoring
at all, preferring to rely on the informal notation of
determinants. Furthermore, these clinicians tend to
make heavy use of content in their interpretations.
Case illustrations 1 and 2 may help provide an idea
of what is involved in the administration and scoring
of a Rorschach.

As we observed earlier, Rorschach interpretation
can be a complex process. For example, a patient’s
overuse of form may suggest conformity. Poor form,

Rorschach Case Illustration 1

The examinee is an 18-year-old “normal” male college student.

Response Inquiry Scoring

Card I Looks like a crab or a
sea animal of some kind

Claws make it look like
a crab.

D F A (large detail, good
form, animal object)

Card VIII A flower of some kind.
Possibly an iris.

The petals have that shape.
And the colors of it, I guess.

W FC Pl (whole card, form
predominant over color, plant)

Rorschach Case Illustration 2

The following unscored set of responseswasprovidedby a
42-year-old woman who was diagnosed by a psychiatrist
as “anxiety reaction, chronic, severe” following a trau-
matic accident in her home. It is important to note that this
diagnosis was arrived at by an examination of all the data
available and not by use of the Rorschach alone.

Card I Bat. (Anything else?) It’s on a web.

Card II A couple of bears.

Card III I don’t know. (See anything at all?) A
couple of little birds.

Card IV Looks like a bearskin of some kind,
stretched out.

Card V A butterfly.

Card VI The middle looks like a lampstand or a
pipestand.

Card VII Looks like an island. (Anything else?)
A ship in port. A vessel of some kind.

Card VIII A couple bears climbing a tree.
(Anything else?) No.

Card IX I don’t know what that looks like.

Card X Looks like something I’ve seen in the
bottom of the ocean. A crawfish.

An excerpt from the clinician’s report observed:
“On the Rorschach, the patient’s performance was
constricted and conforming. Her responses seemed to
be influenced by anxiety factors. There was a notice-
able tendency for her to avoid the threatening aspects
of the test (lack of structure) by giving only a few
responses and then making them into popular or con-
forming ones. Her tendency to respond to the test in
terms of animals or inanimate objects suggests some
disturbance in social relationships or else a potential
for withdrawal.”
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coupled with unusual responses, may hint at psycho-
sis. Color is said to relate to emotionality, and if it is
not accompanied by good form, it may often indicate
impulsivity. Extensive use of white spaces has been
interpreted as indicative of oppositional or even psy-
chopathic qualities. Use of the whole blot points to a
tendency to be concerned with integration and to be
well organized. Extensive use of details is thought to
be correlated with compulsivity or obsessional ten-
dencies. But content is also important. Seeing small
animals might mean passivity. Responses of blood,
claws, teeth, or similar images could suggest hostility
and aggression. Even turning a card over and exam-
ining the back might lead to an interpretation of sus-
piciousness. However, it is important that the reader
treat these as examples of potential interpretations or
hypotheses and not as successfully validated facts!

We conclude our discussion of the Rorschach
with some general evaluative comments. As previ-
ously mentioned, the most comprehensive approach
to scoring was developed by Exner (1974, 1993). His
system incorporates elements from the scoring sys-
tems of other clinicians. Exner and his associates have
offered a substantial amount of psychometric data,
evidence of stable test–retest reliability, and construct
validity studies. It is a promising, research-based
approach that warrants careful attention from clini-
cians who choose to use the Rorschach. However, it
is also important to note that many of the reliability
and validity studies cited by Exner have been chal-
lenged (Wood, Nezworski, Lilienfeld, & Garb,
2003; Wood, Nezworski, & Stejskal, 1996). Next
we discuss current perspectives on the reliability and
validity of Rorschach scores.

Reliability and Validity. Research-oriented clin-
ical psychologists have questioned the reliability of
Rorschach scores for years (Wood et al., 2003). As
we mentioned previously, at the most basic level,
one should be confident that Rorschach responses
can be scored reliably across raters. If the same
Rorschach responses cannot be scored similarly by
different raters using the same scoring system, then
it is hard to imagine that the instrument would have
much utility in clinical prediction situations. Unfor-
tunately, the extent to which Rorschach scoring

systems meet acceptable standards for this most
basic and straightforward form of reliability remains
contentious. For example, in a rather heated
exchange, Meyer (1997a, 1997b) reported that evi-
dence indicates “excellent” interrater reliability for
Exner’s scoring system, but Wood, Nezworski, and
Stejskal (1997) remained unconvinced by his new
reliability analyses and results.

Although interscorer reliability is important to
address, we must also evaluate the consistency of an
individual’s scores across time or test conditions
as well as the reliability of score interpretations.
Weiner (1995) argues that frequent retests (even
on a daily basis) are possible because “the basic
structure and thematic focus of their Rorschach
data tends to remain the same” (p. 335). However,
we are not aware of a large body of empirical stud-
ies that support the stability of Rorschach summary
scores. The limited available evidence does tend to
support the stability over time of summary scores
believed to reflect trait-like dispositions (Meyer,
1997a; Weiner, Speilberger, & Abeles, 2002), but
more evidence is needed to address this question.

Of crucial importance is the reliability of clini-
cians’ interpretations. This important but relatively
neglected type of reliability is crucial for measures
like the Rorschach. It is quite probable that two
clinicians trained together over several years can
achieve reliability in their interpretations. However,
what about two clinicians with no common train-
ing? The proliferation of formal scoring systems,
coupled with the tendency of so many clinicians to
use freewheeling interpretive approaches, makes the
calculation of this type of reliability difficult.

As for validity of Rorschach scores and interpre-
tations, there have been many testimonials over the
years. When skilled, experienced clinicians speak
highly of an instrument, those in the field listen.
But at some point, these testimonials must give
way to hard evidence. From the vast Rorschach lit-
erature, it is apparent that the test is not equally valid
for all purposes. In a very real sense, the problem is
not one of determining whether the Rorschach is
valid, but of differentiating the conditions under
which it is useful from those under which it is not.
For many years, a procedure involving interpretation
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of a Rorschach with almost no other information
about the patient was used to assess Rorschach valid-
ity. Even when Rorschach response protocols are
submitted for analysis in this manner, however, iden-
tifying cues are often present. For example, the
Rorschach protocols of 10-year-olds may be com-
bined in one study with those of 60-year-olds.
Sometimes the protocols are sent to former teachers
or to friends so that there may be a higher-
than-usual level of agreement. Just knowing that
the protocols came from Hospital X may provide
important cues about the nature of the patients.

Other studies have used a matching technique—
specifically, the matching of Rorschach protocols
with case histories—to assess the validity of
Rorschach interpretations. However, there are also
problems with these studies. Correct matching may
be a function of one or two strikingly deviant vari-
ables. Consequently, what has really been validated?
There have even been instances in which the person
who had administered the Rorschach was subse-
quently asked to match it with the correct case his-
tory. Thus, a correct match may have been
determined by the recall of patient characteristics
observed during the testing.

Despite the questions raised about the validity
of the Rorschach, several surveys have placed the
Rorschach in a favorable light. For example, Parker
et al. (1988), in a broad survey of Rorschach studies,
found the average validity coefficient across a variety
of Rorschach scales to be .41. Also, both interjudge
reliability and test–retest reliability were in the
mid-.80s. Still, many remain critical of the quality
of the individual studies that have been cited as sup-
porting the validity of Rorschach scores (e.g., Wood
et al., 1996; Wood et al., 2003; Wood, Lilienfeld,
Nezworski, Garb, Allen, & Wildermuth, 2010).
Perhaps most important, a recent reanalysis of the
studies included in Parker et al.’s (1988) meta-
analysis arrived at a different conclusion. Garb et al.
(1998), using data from the same studies reviewed by
Parker et al., reported significantly lower validity
estimates for Rorschach scores (validity coefficient of
.29 vs. the previous estimate of .41). Further, the
revised, corrected estimate of Rorschach validity
was significantly lower than that of the MMPI

(.48). These findings, in addition to findings that
fail to support the incremental validity of Rorschach
scores (Archer & Krishnamurthy, 1997; Garb, 1984,
1998), led the authors to “recommend that less
emphasis be placed on training in the use of the
Rorschach” (p. 404). Indeed, in recent years, clinical
psychology programs have progressively offered less
training in projective techniques.

The debate over the utility of the Rorschach
in clinical assessment continues (Meyer, 1999,
2001; Wood et al. 2003). Advocates (Viglione &
Hilsenroth, 2001; Weiner et al. 2002) argue that
the Rorschach is useful when the focus is on the
unconscious functioning and problem-solving styles
of individuals. However, critics remain skeptical of
the clinical utility of Rorschach scores (Hunsley &
Bailey, 2001; Hunsley & Mash, 2007) or their
incremental validity (Dawes, 1999; Garb, 2003).

Rorschach Inkblot “Method.” Weiner (1994)
has argued that the Rorschach is best conceptual-
ized as a method of data collection, not a test.

The Rorschach is not a test because it does
not test anything. A test is intended to mea-
sure whether something is present or not and
in what quantity…. But with the Rorschach,
which has traditionally been classified as a test
of personality, we do not measure whether
people have a personality or how much
personality they have. (p. 499)

Several implications follow. First, Weiner
argues that data generated from the Rorschach
method can be interpreted from a variety of theo-
retical positions. These data suggest how the
respondent typically solves problems or makes deci-
sions (cognitive structuring processes) as well as the
meanings that are assigned to these perceptions
(associational processes). Weiner calls this an “inte-
grationist” view of the Rorschach because the
method provides data relevant to both the structure
and dynamics of personality. According to Weiner,
a second, practical implication is that viewing the
Rorschach as a method allows one to fully use all
aspects of the data that are generated, resulting in a
more thorough diagnostic evaluation.
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The influence and utility of this reconceptuali-
zation remain to be seen. In any case, empirical data
supporting the utility and incremental validity of
data generated by the Rorschach “method” are
still necessary before its routine use in clinical set-
tings can be advocated.

The Thematic Apperception Test

The Thematic Apperception Test (TAT) was introduced
by Morgan and Murray in 1935. It purports to reveal
patients’ basic personality characteristics through the
interpretation of their imaginative productions in
response to a series of pictures. Although the test is
designed to reveal central conflicts, attitudes, goals,
and repressed material, it actually produces material
that is a collage of these plus situational influences,
cultural stereotypes, trivia, and so on. The clinician’s
job is to separate the wheat from the chaff.

Most clinicians use the TAT as a method of
inferring psychological needs (for achievement,
affiliation, dependence, power, sex, etc.) and of
disclosing how the patient interacts with the envi-
ronment. In contrast to the Rorschach, the TAT is
used to infer the content of personality and the
mode of social interactions. With a TAT, clini-
cians are likely to make specific judgments, such
as “This patient is hostile toward authority figures,
yet seeks their affection and approval.” The TAT
is less likely to be used to assess the degree of mal-
adjustment than to reveal the locus of problems,
the nature of needs, or the quality of interpersonal
relationships.

Description. There are 31 TAT cards (one is a
blank card); most depict people in a variety of situa-
tions, but a few contain only objects. Some are said
to be useful for boys and men, some for girls and
women, and some for both genders. Murray sug-
gested that 20 of the 31 cards be selected for a given
examinee. As a test, the TAT does not appear to be
as ambiguous or unstructured as the Rorschach.
However, though the figures in the pictures may
clearly be people, it is not always clear what their
gender is, exactly who the figures are, what they are
doing, or what they are thinking.

Several additional instruments based on the
TAT have been developed for administration to
youth. The Roberts Apperception Test includes
cards with animated drawings of adults and children.
These cards typically do not portray gender in an
ambiguous fashion, and often the drawing clearly
depicts a specific activity (e.g., a conflict). The Chil-
dren’s Apperception Test is quite similar to the
Roberts Apperception Test, however all cards depict
animals engaged in anthropomorphic activities. Since
children often enjoy telling stories, and often are
asked to make up stories based on pictures in school
assignments, these tests are usually enjoyed by youth.
However, many clinicians use them to develop rap-
port with children and perhaps generate initial
hypotheses about the child’s thinking processes. For-
mal scoring of the Roberts Apperception Test or
Children’s Apperception Test is rarely conducted.

Administration. In practice, clinicians typically
select somewhere between 6 and 12 TAT cards for
administration to a given patient. Although the exact
instructions used vary from clinician to clinician,
they go something like this: “Now, I want you to
make up a story about each of these pictures. Tell
me who the people are, what they are doing, what
they are thinking or feeling, what led up to the
scene, and how it will turn out. OK?” The patient’s
productions are transcribed verbatim by the clinician
(or sometimes tape-recorded). In some instances,
patients may be asked to write out their stories, but
this can result in shorter-than-normal stories.

Scoring. Many scoring techniques have been
proposed over the years (Exner, 1983; Lilienfeld,
Wood, & Garb, 2000; Shneidman, 1965). It seems
that most clinicians have chosen to accept the judg-
ment that quantified scoring systems cause clinically
useful evidence to be distorted or lost and use such
systems only for research purposes. Interestingly,
the TAT has never been as soundly criticized as
has the Rorschach. This may be partially due to
the fact that there has never been much interest in
or emphasis on scoring the TAT; it is hard to carry
out empirical studies that fail to support underuti-
lized scoring systems.
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The following examples illustrate several TAT
themes and the interpretations or analyses made
from them. They are verbatim responses from the
same 42-year-old woman described in Case Illustra-
tion 2 of the Rorschach section.

Lindzey, Bradford, Tejessy, and Davids (1959)
compiled a dictionary of interpretive generalizations
that might be made from TAT stories based on a
survey of nearly 200 publications. The sheer
volume of possible TAT interpretations from the
various story cues is tremendous. This highlights
the difficulty of assessing TAT validity—namely,
validity with respect to what? Following are a few
of the interpretive generalizations culled from the
literature by Lindzey et al. (1959):

Paranoid symptomatology indicated by:
Stereotyped phrases used throughout a
record. (Rapaport, 1946, p. 449)

Anxiety indicated by: … plots emphasizing
sudden physical accidents and

emotional trauma, such as loss of wife,
mother, sweetheart, job, a house
burning down, or a stock crash.
(Rotter, 1946, p. 88)

Dependency in adolescents indicated by …
three or more references to one or
more members of the family.
(Symonds, 1949, p. 87)

Patients with sexual problems may: …
avoid the picture on the wall in Picture
#4 or refuse to discuss the nude female
in Picture #13. (Stein, 1948, p. 42)

Unfortunately, these propositions have received
relatively little research attention. Further, we are not
aware of any research suggesting that information
obtained from the TAT is significantly related to
treatment outcome. Given the TAT’s purported
ability to identify interpersonal styles that might
influence choices regarding the therapist’s treatment
approach, this is somewhat surprising.

TAT Case Illustration

Card 3BM Looks like a little boy crying for some-
thing he can’t have. (Why is he crying?)
Probably because he can’t go some-
where. (How will it turn out?) Probably
sit there and sob hisself [sic] to sleep.

Card 3GF Looks like her boyfriend might have let
her down. She hurt his feelings. He’s
closed the door on her. (What did he
say?) I don’t know.

Card 9GF Girl looks like somebody’s run off and
left her. She’s ready for a dance. Maid is
watching to see where she goes. (Why
run off?) Probably because she wasn’t
ready in time.

Card 10 Looks like there’s sorrow here. Grieving
about something. (About what?) Looks
like maybe one of the children’s passed
away.

Card 13MF Looks like his wife might have passed
away and he feels there’s nothing more
to do.

Card 20 Looks like a man that’s ready to rob
something. Hiding behind a high fence of
some kind. Has his hand in his pocket with
a gun ready to shoot if anybody comes
out.

An excerpt from the clinician’s report offers this
analysis. “The TAT produced responses that were uni-
formly indicative of unhappiness, threat, misfortune, or
lack of control over environmental forces. None of the
test responses were indicative of satisfaction, happy end-
ings, and so on. In this test, as in the Rorschach, impover-
ished and constricted responses are evident which
probably indicate anxiety and depression…. In summary,
the test results point to an individual who is anxious and,
at the same time, depressed. Feelings of insecurity, inad-
equacy, and lack of control over environmental forces are
apparent, as are unhappiness and apprehension. These
factors result in a constriction of performance that is
largely oriented toward avoiding threat and that ham-
pers sufficient mobilization of energy to perform at an
optimal level.”
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Reliability and Validity. As with the Rorschach,
let us conclude this section with a summary evalua-
tion of the TAT. It is very difficult to evaluate the
reliability and validity of the TAT in any formal
sense (Lilienfeld et al., 2000). There are so many
variations in instructions, methods of administra-
tion, number of cards used, and type of scoring
system (if any) that hard conclusions are virtually
impossible. The same methodological issues arise
when studying reliability. For example, personality
changes may obscure any conclusions about test–
retest reliability, or there may be uncertainty
about equivalent forms when trying to assess
alternate-forms reliability. It is possible to investi-
gate theme reliability, but since one cannot expect
word-for-word similarity from one occasion to the
next, one is usually studying the reliability of
judges’ interpretations. When there is an explicit,
theoretically derived set of scoring instructions
(e.g., B. J. Fitzgerald, 1958), interjudge agreement
can reach acceptable proportions. Interjudge reli-
ability can also be achieved when quantitative rat-
ings are involved (Harrison, 1965). But broad,
global interpretations can present problems.

Some attempts have been made to establish the
validity of the TAT. Methods have included (a)
comparison of TAT interpretations with case data
or with therapist evaluations of the patient; (b)
matching techniques and analyses of protocols
with no additional knowledge about the patient;
(c) comparisons between clinical diagnoses derived
from the TAT and psychiatrists’ judgments; and (d)
establishment of the validity of certain general prin-
ciples of interpretation (e.g., the tendency of the
person to identify with the hero of the story or
the probability that unusual themes are more signif-
icant than common ones).

In their review of the research evidence sup-
porting the TAT, Lilienfeld et al. (2000) concluded
that, although there is preliminary, modest support
for the ability of certain TAT scores to assess need for
achievement and for object relations, it is not clear
that the routine use of the TAT is warranted.
Adequate norms for TAT scores are lacking, and
more important, clinicians typically do not compute
scores but rather rely on qualitative impressions of

the stories provided by respondents (Hunsley &
Mash, 2007).

Therefore, typical clinical use of the TAT sug-
gests that it remains basically a subjective instrument.
Although it is possible to identify general principles
of interpretation, these can serve only as guides—not
as exact prescriptions for interpretation. Adequate
interpretation depends on some knowledge of the
patient’s background. As the clinician examines the
test protocol, attention must be paid to the fre-
quency with which thematic elements occur, the
unusualness of stories, the manner in which plots
are developed, misrecognitions, the choice of
words, identifications with plot characters, and so
on. The clinician will want to look closely at the
nature of the TAT heroes or heroines and at their
needs and goals. The situations described by the
respondent are also important, as is the general emo-
tional ambiance of the themes.

Sentence Completion Techniques

A very durable and serviceable, yet simple, technique
is the sentence completion method. The most
widely used and best known of the many versions
is the Rotter Incomplete Sentences Blank (Rotter,
1954; Rotter & Rafferty, 1950). The Incomplete Sen-
tences Blank (ISB) consists of 40 sentence stems—for
example, “I like …,” “What annoys me …,” “I
wish …,” and “Most girls ….” Each of the comple-
tions can be scored along a 7-point scale to provide a
general index of adjustment–maladjustment (e.g.,
Jessor, Liverant, & Opochinsky, 1963). The ISB
has great versatility, and scoring techniques for a
variety of variables have been developed (e.g.,
Fitzgerald, 1958). Similar versions of sentence com-
pletion techniques have been developed for use with
young children and with adolescents.

The ISB has several advantages. The scoring is
objective and reliable, due in part to extensive scor-
ing examples provided in the manual. The ISB can
be used easily and economically, and it appears to be
a good screening device. Although it can be scored
objectively, it also allows considerable freedom of
response. Thus, the ISB falls somewhere between
the two extremes of the objective–projective
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dimension. It represents a fairly direct approach to
measurement that does not require the degree of
training that is necessary, for example, to score the
Rorschach. Some clinicians may be disturbed by the
ISB’s relative lack of disguise. Perhaps because of

this, the ISB does not typically provide information
that could not be gleaned from a reasonably exten-
sive interview. In many ways, then, the ISB provides
a cognitive and behavioral picture of the patient
rather than a “deep, psychodynamic” picture.

Sentence Completion Test
Instructions: Finish each of the following sentences in any way you wish.

1. I secretly wish

2. What worries me is

3. Secretly, I need

4. In the evening

5. My mom

6. I want

7. My classes

8. I fear

9. I get angry when

10. Men

11. Tomorrow

12. My best friend

13. My nerves

14. I have fantasies about

15. For sure

16. Higher education

17. Getting married

18. If only I could

19. My dad

20. People

21. I would eventually like to

22. My dad thinks my mom

23. I wish I could forget

24. Many of my friends

25. My biggest wish

26. My best friend doesn’t know

.

.

.

.

.

.

.

.

.

.

.

.

.

.

.

.

.

.

.

.

.

.

.

.

.

.

Example of a sentence completion test.
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I LLUSORY CORRELAT ION

The interpretation of projective test responses de-
pends heavily on the psychodiagnostician’s experi-
ence. Observations are accumulated regarding the
presence of certain test responses that supposedly
occur in connection with certain personality charac-
teristics. As a result, the clinician “learns” to associate
these test responses with specific personality charac-
teristics. They become “signs” of these underlying
personality characteristics. However, a great deal of
research evidence fails to support the meaningfulness
of many of these diagnostic signs. Little and Shneid-
man (1959) found, for example, that eminent clini-
cians performed only slightly better than chance in
making valid statements about patients on the basis
of their test responses. Chapman and Chapman
(1969) believe that one reason for this poor perfor-
mance lies in the tendency to rely on illusory correla-
tions between test responses and personality
characteristics. Chapman and Chapman found that
in the case of the Rorschach, clinicians tended to
focus on test responses that have a high associative
value with male homosexuality. Thus, when they
observed such test responses of males as “This looks
like a man bending over” or “This is an anal open-
ing,” they quickly but mistakenly assumed they had
evidence for the presence of homosexual tendencies.
At the same time, they overlooked valid signs that
had low associative strength, such as threatening ani-
mals or animals that are humanized (e.g., a headless
monster or a woman with butterfly wings). Although
the “diagnosis” of homosexuality is not relevant to
the practice of contemporary clinical psychology
because homosexuality is not considered a mental
disorder (as it was in DSM-II, 1968), the important
point is that illusory correlation based on associative
strength can introduce a powerful source of error.

I NCREMENTA L VAL I D ITY

AN D U TI L I TY

As mentioned in the discussion of the MMPI-2,
incremental validity refers to the degree to which a
procedure adds to the prediction obtainable from

other sources (Hunsley & Mash, 2007; Meehl &
Rosen, 1955; Sechrest, 1963).

For an assessment procedure to be of real value, it
must tell clinicians something of importance that they
cannot get from merely inspecting the base rates (prev-
alence rates) for the population of interest. If a clinician
in a state facility for those with mental retardation
reports via the WISC-IV that a certain patient should
be given a diagnosis of mental retardation, this hardly
comes as a surprise because we already know that
almost all of the institutional populace hasmental retar-
dation. If, however, the test can tell the clinician some-
thing about the patient’s patterning of abilities that
will assist in planning vocational training, then some
incremental validity may be ascribed to the testing
procedure. Discovering from a Rorschach that a 70-
year-old widower “seems to be grappling with intense
feelings of loneliness”hardly represents a breakthrough
in incremental validity, even though the statement
may be entirely true. Asserting that the TAT themes
of a patient with schizophrenia reveal adjustment diffi-
culties or that the Rorschach responses of a patient
known to be depressed are suggestive of dysphoria
and sadness adds little if anything to existing knowl-
edge, even though it may appear that something cor-
rect and profound has been said.

A recent review of studies that assessed the
incremental validity of popular psychological mea-
sures (Garb, 2003) revealed the following:

1. Several studies offer tentative support for the
incremental validity of select MMPI-2 scales in
the prediction of personality disorder and
aggression and in the differentiation between
depressed patients and substance abuse patients.

2. NEO-PI-R scores have been shown to provide
incremental predictive ability in the assessment
of personality disorder, maternal responsiveness
to infants, and violence.

3. Studies support the incremental validity of
Rorschachmeasures of thought disorder, a feature
of psychosis, whereas there is little support for the
incremental validity of other Rorschach scores.

4. The incremental validity of the TAT or pro-
jective drawings has not been adequately
investigated.
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5. There is some support for the incremental
validity of the Sentence Completion Test.

Finally, it should be noted that a given assess-
ment instrument must demonstrate incremental
validity over other, more economical measures
(e.g., short self-report inventories) to justify its use
(Yates & Taub, 2003). Otherwise, the extra effort
for the same information wastes the clinician’s and
the patient’s time.

TH E USE AND ABUSE OF TEST ING

We have long been a test-oriented society.
Whether the question concerns personnel selection,
intellectual assessment, or measuring the “real me,”
many people turn to tests. Some consult the Inter-
net for these tests and others consult skilled clini-
cians, but the abiding curiosity and the inflated set
of expectations about tests seem constant. And
quite often, such high expectations lead to abuse.

Testing is big business. Psychological, educational,
and personnel corporations sell many thousands of tests
each year. Somany of our lives are touched in somany
ways by assessment procedures that we have become
accustomed to them and hardly notice them. Admis-
sion to college, employment, discharge from military
service, imprisonment, adoption, therapeutic plan-
ning, computer dating, and special classes all may
depend on test performance. Any enterprise that
becomes so large and affects such large numbers of
people invites careful scrutiny.

Protections. The American Psychological Asso-
ciation’s (2002) ethical standards require that psy-
chologists use only techniques or procedures that
lie within their competence. These ethical stan-
dards, the growth of state certification and licensing
boards, and the certification of professional
competence offered by the American Board of
Professional Psychology all combine to increase
the probability that the public’s interests will be
protected.

In addition, the purchase of testing materials is
generally restricted by the publisher to individuals

or institutions that can demonstrate their compe-
tence in administering, scoring, and interpreting
tests. In effect, then, the sale of tests is not open
but is dependent on the user’s qualifications. How-
ever, neither professional guidelines nor publishers’
restrictions are totally successful. Tests still some-
times find their way into the hands of unscrupulous
individuals. Ethical standards are not always suffi-
cient either. The marketers for each test bear
some responsibility as well. Normative data and
instructions for administration and scoring should
he included in every test manual. All in all, enough
data should be included to enable the user to eval-
uate the reliability and validity of the test.

The Question of Privacy. Most people assume
that they have the right to reveal as little or as
much as they like about their attitudes, feelings,
fears, or aspirations. Of course, with subtle or indi-
rect assessment procedures, an examinee cannot
always judge with complete certainty whether a
given response is desirable. But whatever the nature
of a test, the individual has the right to a full expla-
nation of its purposes and of the use to which the
results will be put.

The examinee must be given only tests relevant
to the purposes of the evaluation. If an MMPI-2 is
included in a personnel-selection battery, it is the
psychologist’s responsibility to explain and docu-
ment the relevance of the test (Camara & Merenda,
2000). Informed consent to the entire assessment
process should be obtained, and individuals should
be fully informed of their options. This applies even
to those who have initiated the contact (as by vol-
untarily seeking clinical services).

The Question of Confidentiality. Issues of trust
and confidentiality loom large in our society. The
proliferation of computer processing facilities and
huge electronic data banks makes it very easy for
one government agency to gain access to personal
records that are in the files of another agency or a
company. Credit card agencies, the FBI, the CIA,
the IRS, and other organizations create a climate in
which no one’s records or past seems to be confi-
dential or inviolable. Although information revealed
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to psychiatrists and clinical psychologists is typically
regarded as privileged, there are continuing assaults
on the right to withhold such information. For
example, the Tarasoff decision of the California
Supreme Court makes it clear that information pro-
vided by a patient in the course of therapy cannot
remain privileged if that information indicates that
the patient may be dangerous. If the “sanctity” of
the therapy room is less than unassailable, it is certain
that personnel records, school records, and other test
repositories are even more vulnerable. Clinical psy-
chologists employed in industrial settings are also
unable to ensure absolutely the privacy of test results.
Clinicians can become caught in the middle of tugs
of war between union and management over griev-
ance claims. In addition, when people are treated

under insurance or medical assistance programs,
their diagnoses are sometimes entered into computer
records to which many companies may obtain access.

When an individual is tested, every effort
should be made to explain the purposes of the test-
ing, the use to which the results will be put, and the
people or institutions that will have access to the
results. If the individual gives informed consent,
the testing can proceed. However, if it subsequently
becomes desirable to release the results to someone
else, the individual’s consent must be obtained. It is
clear that not all clients wish to have their mental
health records released, and even when they sign
consent forms, they often seem to do so either
out of a fear that they will be denied services or
out of sheer obedience to authority.

BOX 8-2 Graduate Student Perspective: Danielle L. Burchett

Danielle L. Burchett is a 6th-year doctoral candidate in
clinical psychology at Kent State University and a pre-
doctoral intern at Patton State Hospital. She received
her B.S. from California Polytechnic State University–
San Luis Obispo and M.A. from Kent State University.
Danielle studies underreporting and overreporting of
psychological symptoms on personality assessment
instruments, especially on the MMPI-2 and MMPI-2-RF.
After graduation, she hopes to become a forensic psy-
chologist so that she may conduct forensic assessments
in competency to stand trial and sanity at the time of
the offense cases. Danielle provided the following
insights regarding her graduate school experience.

What got you interested in clinical psychology?
All my life, I’ve loved psychological thrillers. But, I really
had no idea what psychology was about until I took
introductory psychology in college. With the help of an
outstanding professor, I came to love the subject. It
then dawned on me that I could actually study and
work with some of the populations that have been
(often inaccurately) depicted on the big screen. From
that point on, I couldn’t believe people would want
any other career path than my own.

What did you do as an undergraduate to prepare for
graduate school in clinical psychology?
Knowing the competition would be fierce, I tried to
get as much clinical, research, and teaching experience

as possible. I got clinical experience as a peer counselor,
conducted a little bit of research and did a presenta-
tion at a small conference, and worked as a teacher’s
aide and tutor.

What was the application process like for you?
It was grueling! The process was like a demanding
part-time job, except that I paid money rather than
getting a paycheck. I almost cried during the GREs
because I thought I was performing horribly. I came
very close to canceling my scores before I even looked
at them. Luckily, I did better than I thought and didn’t
have to take the test a second time.

What was the interviewing process like for you?
My in-person interviews were pleasant. All of the pro-
fessors were very friendly and helpful. Phone inter-
views were another story. One professor called me and
expected an interview right then and there. Needless
to say, I was not prepared, and I completely botched
the interview.

Looking back, what activities or experiences were
most important in preparing you for your graduate
school program?
I figured out ways to look unique. For example, I
decided to get a statistics minor because I figured few
applicants would have one. It also helped me to have
a bit of research, teaching, and clinical experience.
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The Question of Discrimination. Since the rise
of the civil rights movement, most people have
become increasingly aware of the ways in which
society has both knowingly and unknowingly dis-
criminated against minorities. Within psychology,
attacks have centered on the ways in which tests
discriminate against minorities. For example, the
original standardization of the Stanford-Binet con-
tained no African American samples. Since then,
many tests have been published whose attempts to
include racially unbiased samples have been ques-
tioned. It is often charged that most psychological
tests are really designed for White middle-class
populations and that other groups are being tested
with devices that are inappropriate for them.

Sometimes the minority group members’ lack
of exposure to tests and test situations may be a
major source of the problem. Such inexperience,
inadequate motivation, and discomfort in the pres-
ence of an examiner from another race all may
affect test performance. Often, too, test materials
are prepared or embedded in a racially unfair con-
text. For example, the TAT cards may all depict
White characters, or the items on an intelligence
test may not be especially familiar to an African
American child. The problem here is that the test
items themselves, the manner in which they are
presented, or the circumstances surrounding a test
may work to the disadvantage of the minority
individual.

From it, I determined that an academic career is a bet-
ter fit for me than an applied one. This was crucial as I
decided where to apply.

Any additional hints for applying to graduate school in
clinical psychology?
Get input from professors about your personal
statement. I was too shy and embarrassed about my
writing to ask for input. After the process was over,
I realized that my unpolished and overly personal
essay was probably a detriment to my application.
Finally, I hope you appreciate the competitive nature
of the process. If you are not accepted to your
favorite (or any) schools, stay positive! I’ve found
that despite my plans, things often work out for the
better. Where I ended up is a better fit for me than
many places I thought highly of but was not
admitted.

Finally, tell us about the work you have
conducted in Personality Assessment while in
graduate school.
During graduate school, my research has focused on
inaccurate reporting of symptoms on self-report per-
sonality assessment instruments. Sometimes people
hide symptoms they have, and sometimes they exag-
gerate or fabricate symptoms they don’t. My research
has focused on how well the current scales work to
detect this inaccurate responding. Danielle L. Burchett

Da
ni

el
le

Bu
rc

he
tt

PERSONAL I TY ASSES SMENT 249



Test Bias. It is important to remember that sig-
nificant differences between mean scores on a test
for different groups do not in and of themselves
indicate test bias or discrimination. Rather, test
bias or discrimination is a validity issue. That is, if
it can be demonstrated that the validity of a test
(e.g., in predicting criterion characteristics or per-
formance) varies significantly across groups, then a
case can be made that the test is “biased” for that
purpose. In other words, a test is biased to the
extent that it predicts more accurately for one
group than for another group.

An example can illustrate these considerations.
Let us assume that the authors developed a person-
ality inventory measuring the trait “hostility.” As
part of the standardization project for this test, the
authors discovered that men scored significantly
higher than women on this test. Does this indicate
that the test is biased? Not necessarily. The authors
found, in a series of validity studies, that the rela-
tionship (correlation) between hostility inventory
scores and the number of verbal fights over the suc-
ceeding 2 months was quite similar for both men
and women. In other words, the predictive validity
coefficients for the two groups were comparable;
similar hostility scores “meant” the same thing (pre-
dicted a comparable number of verbal fights) for
men and women. On the other hand, it is quite
possible that the strength of the correlation between
hostility scores and physical fights over the next
2 months is significantly greater for men than for
women. In this case, the use of the test to predict
physical aggression in women would be biased if
these predictions were based on the known associ-
ation between hostility scores and physical fights
found in men.

Several general points should be clear. First,
differences in mean scores do not necessarily indi-
cate test bias. In the previous example, there may be
good reasons men score higher on average than
women on a measure of hostility (e.g., hormonal
differences or other biological factors may lead to
higher levels of hostility for men). In fact, to find no
difference in mean scores might call into question
the validity of the test in this case. Second, the
pronouncement of a test as “valid,” although

frequently seen in the clinical psychology literature,
is incorrect. Tests may be valid (and not biased) for
some purposes but not for others. Finally, one can
“overcome” test bias by using different (and more
appropriate) prediction equations for the different
groups. In other words, bias comes into play
when the clinical psychologist makes predictions
based on empirical associations that are characteris-
tic of another group (e.g., men) but not of the
group of interest (e.g., women). The goal is to
investigate the possibility of differential validity
and, if found, to use the appropriate prediction
equation for that group.

Computer-Based Assessment. Computers have
been used for years to score tests and to generate
psychological profiles. Now they are also used to
administer and interpret responses to clinical inter-
views, IQ tests, self-report inventories, and even
projective tests. The reasons given for using com-
puters include cutting costs, enhancing clients’
attention and motivation, and standardizing proce-
dures across clinicians. However, it is important to
remember that computer systems can easily be mis-
used, either by those who are poorly trained or by
those who endow computers with a sagacity that
transcends the quality and utility of the information
programmed into them.

The increasing use of Internet-mediated psy-
chological assessment raises a number of issues
(Buchanan, 2002; Naglieri et al., 2004). First, rela-
tively few studies have demonstrated that Internet-
based versus traditional psychological tests possess
the same psychometric qualities. For example,
online tests may be less reliable or less valid for
certain predictions than their traditional counter-
parts. Second, online assessment may also be subject
to confounding factors like a lack of control over
the testing situation, distractions, or technical pro-
blems. Finally, other concerns like test security and
implications for those from culturally and linguisti-
cally diverse backgrounds reinforce the ethical
responsibilities of clinical psychologists in both
administering and interpreting scores from
Internet-administered tests. In the end, it is always
necessary to establish the reliability and validity of
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an online version of a psychological test rather than
assume these qualities can be generalized from the
traditional test (Buchanan, 2002).

The use of computer-based test interpretations
(CBTIs) is also a controversial issue (e.g., Snyder,
2000). CBTIs are prompted once a respondent’s
test scores are entered into a software package.
Although CBTIs have the advantages of generating
interpretive findings quickly, of minimizing subjec-
tivity in selecting interpretations of scores, and of
accessing large databases and processing potentially
complex score patterns, there are a number of lim-
itations as well (Snyder, 2000). First, many CBTI
systems have not been adequately scrutinized from
a scientific standpoint, and thus, inaccurate inter-
pretations may result. Second, the impression of
“scientific” precision may lead clinicians to indiscri-
minantly use CBTI material when it is not relevant
or not appropriate. Therefore, like other forms of
assessment, CBTIs themselves must be shown to be
reliable (i.e., similar interpretations should be gen-
erated for similar scores), valid (i.e., interpretations
should be accurate), and clinically useful (i.e., inter-
pretations should aid in the clinical understanding
and treatment planning for the respondent).

Guidelines have been proposed for how best to
evaluate the reliability and validity of CBTIs (Snyder,
Widiger, & Hoover, 1990) as well as how best to use
CBTIs in clinical work (Butcher, 1995b). Butcher
(1990, 1995b), for example, has outlined seven steps
in providing MMPI-2 feedback to clients.

1. Provide historical information about the
MMPI-2.

2. Briefly describe how the MMPI-2 scales were
developed as well as the vastness of the
empirical literature on the MMPI/MMPI-2.

3. Briefly describe the validity scales and what they
indicate about the client’s approach to the testing.

4. Describe the clinical hypotheses that have been
generated based on the MMPI-2 profile,
couching this in terms of how the client pre-
sented him- or herself and how he or she is
viewing the problems (if any) at this time.

5. Discuss any significant elevations on the con-
tent scales because what these items measure is
intuitively apparent.

6. Invite the client to ask questions about his or
her scores and clarify any confusing issues.

7. Discuss how the client feels the test results fit or
do not fit her or his experience. (adapted from
Butcher, 1995b, p. 82)

Interestingly, results from several studies suggest
that MMPI-2 test feedback may actually serve as a
type of clinical intervention (Butcher, 2010). In the
Finn and Tonsager (1992) study, one group of stu-
dent clients at a university counseling center received
MMPI-2 test feedback while they were on a waiting
list at the clinic; a second group did not take the
MMPI-2. The first group showed improvement on
measures of both psychopathology symptoms and
self-esteem, whereas the control group did not.
Although it is possible that the “therapeutic effect”
observed may be attributable just to taking the
MMPI-2 (i.e., not necessarily the feedback), future
research in this area seems warranted. This study is
laudable because it attempted to demonstrate the
clinical utility of the MMPI-2.

Ultimately, the success of any clinical assess-
ment instrument will depend on whether the infor-
mation provided by the test is useful for planning,
conducting, and evaluating treatment.

CHAP TER SUMMARY

Clinical psychologists frequently engage in person-
ality assessment. However, the utility of even the
most popular measures continues to be questioned.
The managed care environment has placed even

more pressure on personality testing advocates to
justify the use of popular measures.

In this chapter, we have discussed several test
construction strategies and concluded that the
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construct validity approach should be adopted when
developing a measure. We have also reviewed sev-
eral objective and projective personality assessment
techniques. The MMPI-2 is the major objective per-
sonality test, and a wealth of data supports its use in
clinical assessment. Although several concerns have
been expressed about this newest version, in general
it has been widely accepted and represents perhaps
the most important measure in the field. Among
projective techniques, we focused most of our dis-
cussion on the Rorschach. In many respects, clinical
psychologists’ allegiance to this test divides the field
along the lines of believers versus nonbelievers. Aca-
demic clinical psychologists tend to be highly critical
of the Rorschach, and the acrimonious debate over
its legitimacy and merits rages on.

We have concluded with a discussion of the
use and abuse of testing. The American Psycholog-
ical Association publishes its Standards for Educational
and Psychological Testing (for the most recent updated
information on the newest version, see Web site
8-4 at the end of the chapter). These standards
will continue to promote the ethical use of tests.
Issues of protection, privacy, confidentiality, dis-
crimination, and test bias must be considered by
clinical psychologists involved in the development
and use of personality tests. Finally, we have dis-
cussed the contemporary trend of computer-based
testing and interpretation. It is likely that techno-
logical advances will continue to influence the way
psychological tests are developed, administered, and
interpreted.

KEY TERMS

base rates Prevalence rates.

computer-based assessment The use of com-
puters to administer (and possibly interpret)
responses to clinical interviews, IQ tests, self-
report inventories, and so on.

computer-based test interpretations (CBTIs)
The interpretive profiles generated by computer
scoring programs for various psychological tests.
The use of such profiles has been the subject of
intense debate.

construct validity approach An approach to test
construction in which scales are developed based
on a specific theory, refined using factor analysis
and other procedures, and validated by showing
(through empirical study) that individuals who
achieve certain scores behave in ways that could be
predicted by their scores.

content validation The process by which
one ensures that a test will adequately measure all
aspects of the construct of interest. Methods of
content validation include carefully defining all
relevant aspects of the construct, consulting
experts, having judges assess the relevance of each

potential item, and evaluating the psychometric
properties of each potential item.

empirical criterion keying An approach to test
development that emphasizes the selection of
items that discriminate between normal individuals
and members of different diagnostic groups,
regardless of whether the items appear theoreti-
cally relevant to the diagnoses of interest.

factor analytic approach A statistical method
often used in test construction to determine
whether potential items are or are not highly
related to each other.

Five-Factor Model (FFM) A comprehensive
model of personality that comprises the dimen-
sions of Neuroticism, Extraversion, Openness,
Agreeableness, and Conscientiousness as well as six
facets belonging to each dimension.

illusory correlation In the context of projective
testing, the phenomenon by which certain test
responses become associated with specific person-
ality characteristics. These responses come to be
viewed as signs of the trait in question and may be
given undue weight when interpreting the test.
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Incomplete Sentences Blank (ISB) The best
known and most widely used of the sentence
completion techniques, consisting of 40 sentence
stems.

incremental validity The extent to which a scale
score provides information about a person’s
behavior, personality features, or psychopathology
features that is not provided by other measures.

MMPI-2 A measure of psychopathology that was
developed using the empirical criterion keying
approach. The MMPI-2 consists of 567 true–false
items and provides scores on ten clinical scales,
seven validity scales, and several content and
supplementary scales. Interpretation of the MMPI-
2 is usually based on an analysis of the entire profile
rather than on selected scores. Like the MMPI
before it, the MMPI-2 has been used for many
different purposes across multiple settings, and it
remains one of the primary self-report inventories
of personality and psychopathology.

objective personality measures Personality
assessment tools in which the examinee responds
to a standard set of questions or statements using a
fixed set of options (e.g., true or false, dimensional
ratings).

projective techniques Psychological testing
techniques that use people’s responses to ambig-
uous test stimuli to make judgments about their
adjustment–maladjustment. Proponents believe
that examinees “project” themselves onto the
stimuli, thus revealing unconscious aspects of
themselves.

Revised NEO-Personality Inventory (NEO-
PI-R) A self-report measure of the FFM that
consists of 240 statements, each of which is rated
on a 5-point scale. This test yields scores on all five
domains of the FFM (Neuroticism, Extraversion,
Openness, Agreeableness, and Conscientiousness)
as well as the six facets corresponding to each
domain.

Rorschach A projective technique that interprets
people’s responses to a series of ten inkblots.

sentence completion method A simple pro-
jective technique in which people are asked to
complete, in writing, a number of sentence stems
(e.g., “I often believe …”).

test bias The situation in which different decisions
or predictions are made for members of two
groups, even when they obtain the same score on
an instrument.

Thematic Apperception Test A projective
technique that purports to reveal patients’ per-
sonality characteristics by interpreting the stories
they produce in response to a series of pictures.

validity of cutoff scores (thresholds) The
extent to which a particular cutoff score accurately
classifies people as either possessing or not pos-
sessing the disorder or trait in question.

validity scales Test scales that attempt to shed
light on the respondent’s test-taking attitudes and
motivations (e.g., to present themselves in an
overly favorable light, to exaggerate their problems
or symptoms, to engage in random responding).

WEB SITES OF INTEREST

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

8-1 Frequently Asked Questions (FAQs) on
Psychological Tests
http://www.apa.org/science/programs/
testing/find-tests.aspx

8-2 APA Statement on the Use of Secure Psycho-
logical Tests in the Education of Graduate and
Undergraduate Psychology Students
http://www.apa.org/science/leadership/tests/
test-security.aspx
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8-3 Psychological Testing and Assessment
http://www.apa.org/science/programs/
testing/index.aspx

8-4 Update on APA’s revised Standards for
Educational and Psychological Testing
http://www.apa.org/science/about/psa/
2011/01/testing.aspx

8-5 Society for Personality Assessment
http://www.personality.org/index.php
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Behavioral Assessment

FOCUS QUESTIONS

1. Why is behavioral assessment an ongoing
process?

2. What are the major differences between
behavioral assessment and traditional
assessment?

3. What factors affect the reliability and validity
of observations?

4. What is the SORC model, and how is it applied
to clinical problems?

5. What is the importance of cognitive variables
in behavioral assessment?
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I n the traditional view, personality is a system of
constructs that greatly influences behavior.

Whether the construct is neuroticism, introversion,
paranoia, or resilience, this view is concerned with
relatively stable personal characteristics that contrib-
ute to behavior. It follows, then, that to understand
or predict behavior one must assess underlying vari-
ables. This is, of course, an oversimplification that
masks a good deal of disagreement because the
underlying constructs that are important to a psy-
choanalytic clinician are likely to be quite different
from those that are important to a cognitive-
behavioral theorist.

Behavior therapists and assessors, however, do
not look at personality in the traditional fashion.
They see personality more in terms of behavioral
tendencies in specific situations (Yoman, 2008).
The focus shifts from a search for underlying per-
sonality characteristics to one that looks for the
interaction between behaviors and situations. This
kind of conceptualization leads some to view per-
sonality much like a set of abilities (Wallace, 1966).
For such people, personality becomes a set of abili-
ties or skills rather than a constellation of predispo-
sitions (e.g., needs or traits) that convey the essence
of the person. Aggression and dependence are skills,
much as riding a bicycle is a skill. The focus turns to
adjectival properties rather than to nouns. For
example, behavior therapists are interested in
aggressive behavior, not aggression.

Behavioral assessment is especially relevant for
work with children and adolescents. Most personal-
ity theorists agree that youth have not yet developed
a set of stable personality traits. However, they may
exhibit important constellations of observable beha-
viors that are important to measure when diagnosing
and treating psychological symptoms. Thus, person-
ality assessment is rarely conducted with youth, but
behavioral assessment is quite common.

THE BEHAV IORA L TRADI T ION

Before we examine specific methods of behavioral
assessment, let us consider three broad ways in
which it differs from traditional assessment.

Sample Versus Sign

In traditional assessment, a description of the situa-
tion is much less important than the identification
of the more enduring personality characteristics. In
behavioral assessment, the paramount issue is how
well the assessment device samples the behaviors
and situations in which the clinician is interested.
How well the test is disguised or how deeply
into the recesses of personality it reaches become
irrelevant questions. Years ago, Goldfried (1976)
described the difference between a sign and a sample
orientation to testing:

When test responses are viewed as a
sample, one assumes that they parallel the
way in which a person is likely to behave
in a nontest situation. Thus, if a person
responds aggressively on a test, one
assumes that this aggression also occurs in
other situations as well. When test
responses are viewed as signs, an inference
is made that the performance is an indirect
or symbolic manifestation of some other
characteristic. An example is a predomi-
nance of Vista responses on the Ror-
schach, in which the individual reports
that his percepts are viewed as if they
were seen from a distance. In interpreting
such a response, one does not typically
conclude that the individual is in great
need of optometric care, but rather that
such responses presumably indicate the
person’s ability for self-evaluation and
insight. For the most part, traditional
assessment has employed a sign as opposed
to sample approach to test interpretation.
In the case of behavioral assessment
only the sample approach makes sense.
(pp. 283–284)
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Functional Analysis

Another central feature of behavioral assessment is
traceable to B. F. Skinner’s (1953) notion of functional
analysis. This means that exact analyses are made of the
stimuli that precede a behavior and the consequences
that follow it. Assessing the manner in which variations
in stimulus conditions and outcomes are related to
behavior changesmakes possible a more precise under-
standing of the causes of behavior (Yoman, 2008). The
major thesis is that behaviors are learned and main-
tained because of consequences that follow them.
Thus, to change an undesirable behavior, the clinician
must (a) identify the stimulus conditions that precipitate
it and (b) determine the reinforcements that follow.
Once these two sets of factors are assessed, the clinician
is in a position to modify the behavior bymanipulating
the stimuli and/or reinforcements involved.

Crucial to a functional analysis is careful and
precise description. The behavior of concern must
be described in observable, measurable terms so
that its rate of occurrence can be recorded reliably.
With equal precision, the conditions that control it
must also be specified. Both antecedent conditions and
consequent events are thus carefully elaborated. Such
events as time, place, and people present when the
behavior occurs are recorded, along with the specific
outcomes that follow the behavior of concern.

Suppose, for example, a child is aggressively dis-
ruptive in the classroom. A psychodynamic assessment
might be directed toward analyzing the needs that the
child is trying to satisfy. The hope is that once these
needs are identified, they can be modified and the
undesirable behavior eliminated. A behavioral assess-
ment would ignore such hypothesized internal deter-
minants as “needs” and focus instead on the target:
aggressive behavior. It might be discovered that the
child usually takes objects (e.g., a pencil) from another
child (i.e., behaves aggressively) when the teacher is
paying attention to others in the classroom.When the
aggressiveness occurs, the teacher almost invariably
turns her attention to the disruptive child. A func-
tional analysis, then, reveals that lack of attention
(stimulus) is followed by taking a pencil from another
child (behavior), which in turn is followed by attention
(consequence). Once this pattern of relationships is

established, steps can be taken to change it and thereby
modify the undesirable behavior. As an example, the
child might be put in a room alone following the
disruptive behavior. This treatment would be
expected to alter the behavior because it is no longer
followed by consequences that the child finds rein-
forcing. This scenario may not seem much different
from what many parents would do intuitively. The
difference, however, resides in the care and precision
with which relationships are identified and in the
exact specification of the target behaviors. Table 9-1
summarizes a number of differences between psycho-
dynamic and behavioral approaches to assessment.

Most behavioral therapists have broadened the
method of functional analysis to include “organismic”
variables as well. Organismic variables include physical,
physiological, or cognitive characteristics of the indi-
vidual that are important for both the conceptualiza-
tion of the client’s problem and the ultimate
treatment that is administered. For example, it may
be important to assess attitudes and beliefs that are
characteristic of individuals who are prone to experi-
ence depressive episodes because of their purported
relationship to depression as well as their suitability as
targets for intervention. A useful model for concep-
tualizing a clinical problem from a behavioral per-
spective is the SORC model (Kanfer & Phillips, 1970):

S stimulus or antecedent conditions that
bring on the problematic behavior

O organismic variables related to the prob-
lematic behavior

R response or problematic behavior

C consequences of the problematic behavior

Behavioral clinicians use this model to guide
and inform them regarding the information needed
to fully describe the problem and, ultimately, the
interventions that may be prescribed.

Behavioral Assessment as

an Ongoing Process

As pointed out by Peterson and Sobell (1994) and
others (e.g., Yoman, 2008), behavioral assessment
in a clinical context (like most good assessment) is
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not a one-shot evaluation performed before treat-
ment is initiated. Rather, it is an ongoing process
that occurs before, during, and after treatment.
Behavioral assessment is important because it
informs the initial selection of treatment strategies,
provides a means of feedback regarding the efficacy
of the treatment strategies employed as they are
enacted in the treatment process, allows evaluation
of the overall effectiveness of treatment once

completed, and highlights situational factors that
may lead to recurrence of the problematic
behavior(s).

Figure 9-1 illustrates behavioral assessment at
various stages of treatment (Peterson & Sobell,
1994). First, diagnostic formulations provide
descriptions of maladaptive behaviors, or potential
targets for intervention. Second, the patient’s con-
text or environment (social support system, physical

T A B L E 9-1 Differences Between Behavioral and Traditional Approaches to Assessment

Behavioral Psychodynamic

I. Assumptions

1. Conception of
personality

Personality constructs mainly employed to
summarize specific behavior patterns, if at all.

Personality as a reflection of enduring
underlying states or traits.

2. Causes of behavior Maintaining conditions sought in current
environment.

Intrapsychic (within the individual).

II. Implications

1. Role of behavior Important as a sample of person’s repertoire
in specific situation.

Behavior assumes importance only
insofar as it indexes underlying causes.

2. Role of history Relatively unimportant, except, for example,
to provide a retrospective baseline.

Crucial in that present conditions seen as
a product of the past.

3. Consistency of
behavior

Behavior thought to be specific to the
situation.

Behavior expected to be consistent
across time and settings.

III. Uses of data To describe target behaviors and maintaining
conditions.

To describe personality functioning and
etiology.

To select the appropriate treatment. To diagnose or classify.

To evaluate and revise treatment. To make prognosis; to predict.

IV. Other characteristics

1. Level of inferences Low. Medium to high.

2. Comparisons More emphasis on intraindividual or
idiographic.

More emphasis on interindividual or
nomothetic.

3. Methods of assessment More emphasis on direct methods (e.g.,
observations of behavior in natural
environment).

More emphasis on indirect methods
(e.g., interviews and self-report).

4. Timing of assessment More ongoing; prior, during, and after
treatment.

Pre- and perhaps posttreatment, or
strictly to diagnose.

5. Scope of assessment Specific measures and of more variables (e.g.,
of target behaviors in various situations, of
side effects, context, strengths as well as
deficiencies).

More global measures (e.g., of cure or
improvement) but only of the individual.

SOURCE: Adapted from “Some Relationships Between Behavioral and Traditional Assessment,” by D. P. Hartmann, B. L. Roper, and D. C. Bradford, Journal of
Behavioral Assessment, 1979, 1, 4. Copyright © 1979 by Plenum Publishers. Reprinted by permission.
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environment) is important to assess because of the
relevance to treatment planning and the setting of
realistic treatment goals. An evaluation of client
resources, such as skills, level of motivation, beliefs,
and expectations, is also important. As noted by
Peterson and Sobell (1994), the initial assessments
of diagnosis/maladaptive behaviors, treatment con-
text, and client resources will naturally lead to a
data-based initial treatment plan. This plan involves
collaborative (patient and therapist) goal setting as
well as mutually agreed-upon criteria to indicate
improvement. Formal assessments of treatment
progress serve as ongoing feedback as well as ave-
nues for building the patient’s self-efficacy as prog-
ress is made. Assessment following completion of
treatment provides objective data regarding the
patient’s end-state functioning, which can then be
compared to data from the pretreatment assessment.
Finally, thorough assessment throughout all these

stages will provide information regarding the likeli-
hood of symptom recurrence, including identifica-
tion of “high-risk” environments that may lead to
relapse.

Peterson and Sobell (1994) argue that this
model of behavioral assessment has great potential
to bridge the often wide gap between behavioral
research and clinical practice. As we shall discuss
in Chapter 14, the field of behavior therapy is
unique in its emphasis on data-based decision mak-
ing throughout all phases of treatment. Therefore,
behavioral assessment is not a luxury but a necessity.

With these notions in mind, we now turn to an
examination of some of the more common behav-
ioral assessment methods.

BEHAVIORAL INTER VIEWS

Obviously, one cannot begin a functional analysis
or develop a program of behavioral treatment
before one has at least a general notion of what
the problem is. Yoman (2008) makes the case that
an important first step in functional analysis is to
define the “ultimate outcomes” of desired behavior
change. In other words, the behavior therapist asks
the client about the hoped-for results and, for each
successive response, queries about the intended
result of that change. This interview will result in
a chain of behavior changes and results or conse-
quences that can then inform the therapist about
how short-term consequences of behavior change
may be tied to long-term consequences or “ulti-
mate outcomes.” Typically, ultimate outcomes
involve consequences like happiness, life satisfac-
tion, or making the world a better place (Yoman,
2008). By going through such an exercise, the cli-
ent’s priorities for behavior therapy become clearer,
and the therapist can identify his or her own skills
and expertise that can be helpful as well as map out
short-term obstacles to achieving these end goals.

To conduct the formal functional analysis, the
behavioral clinician is likely to turn to that old
standby, the interview, which is the clinician’s
best and most durable friend. During behavioral

Treatment planning/
goal setting

Initial assessment

Iterative Model:  The Role of
Assessment within Behavior Therapy

Monitoring treatment
progress

Treatment
completion

Maintenance of
treatment gains

Treatment
context

Diagnosis Client
resources

F I G U R E 9-1 Model of the role of behavioral assess-
ment within behavior therapy.

SOURCE: Peterson, L., & Sobell, L. C. (1994). Introduction to the state-of-the
art review series: Research contributions to clinical assessment. Behavior Ther-
apy, 25, 523–531. Copyright © 1994 by Elsevier. Reprinted with permission.
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BOX 9-1 Clinical Psychologist Perspective: Stephen N. Haynes, Ph.D.

Dr. Stephen N. Haynes is a Professor and former Depart-
ment Chair and Director of the Clinical Psychology Pro-
gram at the University of Hawaii at Manoa. Dr. Haynes is
an internationally recognized expert in behavioral
assessment, clinical case formulation, psychological test
development and evaluation, and psychopathology. In
addition to publishing more than 150 articles and book
chapters, Dr. Haynes has authored several books on these
topics. Dr. Haynes served as editor of the journal Psycho-
logical Assessment, and he is also on the editorial board of
other major clinical psychology journals.

Dr. Haynes provided the following responses to
our questions about his background, interests, and
viewpoints.

What originally got you interested in the field of
clinical psychology?
My commitment to psychology as a career occurred in
Kalamazoo, Michigan, on a clear, crisp spring day during
my sophomore year in high school. I was always drawn to
questions about my environment when I was in high
school. I contemplated air flow around falling leaves, why
water circled during its drain exits, and why girls behaved
theway they did. In the spring semester ofmy sophomore
year, I encounteredMs. Mountjoy, a new student teacher
who taught a one-semester course in psychology.We had
intriguing and hilarious discussions of sex, how people
learned and remembered things, and how they formed
attitudes and cried. By perseveratively asking sex-tinged
questions, we were able to make Ms. Mountjoy blush
almost daily. Psychology was a fascinating application of
science, and it was the most interesting and fun course I
had in high school. It was a Tuesday morning in April of
that sophomore year, following a particularly scintillating
interaction with Ms. Mountjoy, when I decided that clini-
cal psychology was something I could make a career of.

Describe what activities you are involved in
as a clinical psychologist.
My current scholarly activities mostly involve research
in psychopathology and clinical assessment. I am
involved in psychopathology research on the causes of
sleep disorders in persons who have experienced
trauma (such as sexual assault or war trauma), on the
effects of chronic pain on sleep, mood, and social
interactions, on the psychosocial correlates of cardio-
vascular disorders, the causes and correlates of domes-
tic violence and violence by psychiatric inpatients.

My assessment research involves the development
of assessment instruments to measure important

personal and social problems. The valid measurement
of these problems is a necessary antecedent to good
research and treatment—you need good measures to
know how well a treatment is working or to under-
stand the causes of a behavior problem.

The most enjoyable aspect of my research is that it
occurs in collaboration with many competent and fun
colleagues and graduate and undergraduate students.
Many of the projects are directed by graduate students
and are often used as their theses and dissertations.
Typically, each graduate student functions as a princi-
pal investigator and has a team of undergraduates
working for him/her.

I also teach behavioral assessment and adult psy-
chopathology courses to graduate students. We learn
psychometric principles, behavioral interviewing, obser-
vation, and self-monitoring and study research on the
causes of behavior disorders. In these courses, we study
scientific principles of psychological assessment and apply
these principles to the evaluation of families who are
having significant troubles with their children. The goal
of the assessment is to specify the problems and strengths
of the family and, most important, identify the causes of
the problems so that they can be treated.

I also enjoy editing and writing. As editor of Psy-
chological Assessment I reviewed thousands of manu-
scripts submitted for publication and continue to review
many manuscripts every year. It is an educational and
humbling experience—I am continually confronted with
the limits of my knowledge and by the impressive
expertise of many scholars and reviewers. I have also
published recent books on behavioral assessment with
William O’Brien (2000) and Elaine Heiby (2004).

I don’t do private therapy, but I do a lot of consult-
ing, seminars, and workshops. I have also consulted with
the family court system as a volunteer guardian for
abused/neglected children, on case formulation at a state
psychiatric institution, and at clinics serving adults and
children with behavior problems. As I write this, I’m living
in Spain giving lectures andworkshops on assessment and
clinical case formulation and writing more books on case
formulation and the causes of psychopathology.

What are your particular areas of expertise or interest?
As I noted above, the areas in which I feel competent
continue to shrink as I encounter the impressive expertise
of other scholars and as the sophistication of the field
increases. I would say that I am mildly to moderately
familiar with methods of developing and evaluating
assessment instruments, principles of clinical judgment
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derived from assessment information (such as functional
analysis), measurement principles, and research designs,
including single-subject time-series designs. The content
areas that I am most familiar with include health psy-
chology (sleepdisorders, cardiovascular disorders, chronic
pain), experimental psychopathology, and marital dis-
tress. I am trying to learnmore about calculus and physics
because many of their principles are relevant to under-
standing behavior problems.

What are the future trends you see for
clinical psychology?
There are many good trends in clinical psychology and
most are based on the advancement of the scientific
aspects of clinical psychology. The advancement of the
field will be associated with continued research and a
scholarly approach to clinical psychology, particularly
clinical assessment, as well as changes in the prolifera-
tion of methods of service delivery that are guided by
the outcome of research. Trends include:

1. An increasing emphasis on empirically validated
treatments and the use of empirically validated
assessment instruments.

2. An increasing emphasis on clinical case formula-
tion to select the best treatments, as empirically
supported treatment options expand and we are
more familiar with the individual differences
among clients with the same behavior problems.

3. An emphasis on ongoing evaluation of treatment
process and outcome (time-series measurements),
using valid measures, so that changes in programs
can be implemented quickly.

4. In assessment, increasing use of alternative
assessment strategies, such as handheld compu-
ters, computerized interviews, analogue clinical
observations, brief screening instruments, and
specifically focused questionnaires.

5. Concepts and methods of psychology that com-
bine information about our physiology, thinking,
emotions, and actions.

The focus of the discipline is also likely to change:

1. An emphasis on the Ph.D. as a clinical supervisor
and administrator.

2. A reduction in the number of expensive Psy.D.
programs because of decreased payoff for the
Psy.D. in private practice.

3. An increased focus on the science of clinical
psychology.

4. An increased focus on program evaluation by
Ph.D.s (evaluating how well treatment programs
are working at different agencies).

What future trends do you see in behavioral assessment?
1. Continued integration with mainstream psychol-

ogy. Note that most articles in the Journal of
Consulting and Clinical Psychology use some form
of behavioral assessment method now, compared
to approximately 0% in the 1960s.

2. Increasing use of computer technology—for exam-
ple, ambulatory monitoring, handheld computers
for self-monitoring, instrumentation in other ways
(such as monitoring medication use or exercise),
and computerized storage and analysis of data.

3. Increasing use of analogue clinic assessment—
observation of parent–child interactions, marital
interactions, social skills of abusive spouses in
clinic settings.

4. More cost-efficient assessment: use of above pro-
cedures with less time involvement.

5. Increased understanding of sources of error in
measurement and ways to control for measure-
ment errors; a continued emphasis on a scholarly,
empirically grounded approach to psychological
assessment.

6. Increasing sophistication in the functional analysis
of clients (clinical case formulation) and matching
treatments to the functional analysis.

Stephen N. Haynes
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interviews, the clinician attempts to gain a general
impression of the presenting problem and of the
variables that seem to be maintaining the problem
behavior (Goldfried & Davison, 1994). Other infor-
mation sought includes relevant historical data and
an assessment of the patient’s strengths and of past
attempts to cope with the problem. Also of interest
are the patient’s expectations regarding therapy.
Finally, when feasible, some initial establishment
and communication of therapeutic goals by the cli-
nician can be helpful. However, the basic goal of
the interview is to identify specific problem beha-
viors, situational factors that maintain the problem
behavior, and the consequences that result from the
problem behavior. It should also be noted that the
use of structured diagnostic interviews (see Chapter
6) is increasing among behavioral clinicians, who
view the symptoms of mental disorders as problem-
atic behaviors targeted for intervention.

O BSERVAT I ON METH ODS

Naturalistic Observation

To assess and understand behavior, one must first
know what one is dealing with. It comes as no
surprise, then, that behavioral assessment employs
observation as a primary technique (Yoman, 2008).
A clinician can try to understand a person with a
phobia’s fear of heights, a student’s avoidance of
evaluation settings, or anyone’s tendency to over-
eat. These people could be interviewed or assessed
with self-report inventories. But many clinicians
would argue that unless those people are directly
observed in their natural environments, true under-
standing will be incomplete. To determine the fre-
quency, strength, and pervasiveness of the problem
behavior or the factors that are maintaining it,
behavioral clinicians advocate direct observation.

Of course, all this is easier said than done. Prac-
tically speaking, it is difficult and expensive to
maintain trained observers and have them available.
This is especially true in the case of adults who are
being treated on an outpatient basis. It is relatively
easier to accomplish with children or those with

cognitive limitations. It is likewise easier to make
observations in a sheltered or institutional setting.
In some cases, it is possible to use observers who
are characteristically part of the person’s environ-
ment (e.g., spouse, parent, teacher, friend, or
nurse). In certain instances, as we shall see later, it
is even possible to have the client do some self-
observation. Of course, there is the ever-present
question of ethics. Clinical psychologists must take
pains to make sure that people are not observed
without their knowledge or that friends and associ-
ates of the client are not unwittingly drawn into the
observational net in a way that compromises their
dignity and right to privacy.

For all these reasons, naturalistic observation
has not been used in clinical practice as much as it
might be. Indeed, observation is still more promi-
nent in research than in clinical practice. However,
one need not be a diehard proponent of the behav-
ioral approach to concede the importance of obser-
vational data. It is not unlikely that clinicians of
many different persuasions have arrived at incom-
plete pictures of their clients. After all, they may
never see them except during the 50-minute ther-
apy hour or through the prism of objective or pro-
jective test data. But because of the cumbersome
nature of many observational procedures, for years
most clinicians opted for the simpler and seemingly
more efficient methods of traditional assessment.

Naturalistic observation is hardly a new idea.
McReynolds (1975) traced the roots of naturalistic
observation to the ancient civilizations of Greece
and China. More than 60 years ago, Barker and
Wright (1951) described their systematic and de-
tailed recordings of the behavior of a 7-year-old
over 1 day (a major effort that took an entire
book). Beyond this, all of us recognize instantly
that our own informal assessments of friends and
associates are heavily influenced by observations of
their naturally occurring behavior. But observation,
like testing, is useful only when steps are taken to
ensure its reliability and validity. As we pursue these
topics, the reader may notice that a number of the
factors that affect the reliability and validity of
observations are basically the same as those discussed
in connection with the interview (see Chapter 6).
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Examples of Naturalistic Observation

Over the years, many forms of naturalistic observation
have been used for specific settings. These settings
have included classrooms, playgrounds, general and
psychiatric hospitals, home environments, institutions
for those with mental retardation, and therapy sessions
in outpatient clinics. Again, it is important to note that
many of the systems employed in these settings have
been most widely used for research purposes. But
most of them are adaptable for clinical use.

Home Observation. Because experiences in the
family or home have such pervasive effects on adjust-
ment, it is not surprising that a number of assessment
procedures have been developed for behaviors
occurring in this setting. One of the most well-
regarded systems for home observation is the Mealtime
Family Interaction Coding System (MICS; Dickstein,
Hayden, Schiller, Seifer, & San Antonio, 1994),
which is based on the McMaster Model of Family
Functioning (Epstein, Bishop, & Levin, 1978). This
observational system involves the use of a videotaped
interaction of the entire family eating at mealtime,
without the presence of a clinician or researcher.
Trained coders watch the videotape and rate the
family on several domains, including:

Task Accomplishment (meeting and balancing
of family members’ needs in the con-
text of the meal)

Affect Management (expression and
management of feelings expressed by
family members)

Interpersonal Involvement (the degree to
which family members show concern
for one anothers’ needs)

Behavior Control (use of discipline and
consistency)

Communication (appropriateness and
directness of verbal and non-verbal
communication

Roles (how family members divide tasks
and responsibilities) (Hayden et al., 1998)

In one study, Moens, Braet, and Soetens (2007)
collected observational data from home interactions

in 28 families with a normal-weight child and 28
families with a child who was overweight (all chil-
dren aged 7–13 years). Moens and colleagues
(2007) asked parents to report the degree of support
and control they provided to their children. They
also collected observational data using the MICS on
these same dimensions. Results revealed that
although parents of overweight children reported
that they provided similar levels of support to
their children, as compared to parents of normal-
weight children, observational data indicated that
they provided significantly less support. Moreover,
observational data indicated that as compared to
other children, parents of overweight children
exhibited significantly higher levels of maladaptive
control, such as an overly permissive approach.
Thus, in this study, the predictive value of natural-
istic observation (over more traditional ratings by
parents) was demonstrated.

School Observation. Clinical child psychologists
must often deal with behavior problems that take
place in the school setting; some children are dis-
ruptive in class, overly aggressive on the play-
ground, generally fearful, cling to the teacher, will
not concentrate, and so on. Although the verbal
reports of parents and teachers are useful, the most
direct assessment procedure is to observe the prob-
lem behavior in its natural habitat. Several coding
systems have been developed over the years for use
in school observation.

An example of a behavioral observation system
used in school settings is Achenbach’s revised Direct
Observation Form (DOF; McConaughy & Achen-
bach, 2009) of the Child Behavior checklist. The
DOF is used to assess problem behaviors that may
be observed in school classrooms or other settings
(McConaughy & Achenbach, 2009). It consists of
88 problem items as well as an open-ended item
that allows assessors to indicate problem behaviors
not covered by these items. Assessors are instructed
to rate each item according to its frequency, dura-
tion, and intensity within a 10-minute observation
period. It is recommended that three to six
10-minute observation periods be completed over
at least two days, prefereably in both the morning
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and afternoon. In this way, a more reliable and
stable estimate of the child’s level of behavior prob-
lems in the classroom can be obtained. Table 9-2
provides sample items from the DOF (Mc-
Conaughy & Achenbach, 2009). Research has
demonstrated that direct observations can be very
useful in developing diagnostic formulations. In a
sample of 310 children aged 6 through 12 years,
McConaughy and colleagues (2010) revealed that
the DOF helped identify youth with ADHD even
after accounting for the predictive value of parent
and teacher rating scales of inattentiveness and
hyperactivity.

Hospital Observation. Observation techniques
have long been used in such settings as psychiatric
hospitals and institutions for those with mental
retardation. The sheltered characteristics of these
settings have made careful observation of behavior
much more feasible than in more open, uncon-
trolled environments.

An example of a hospital observation measure is
the Time Sample Behavior Checklist (TSBC) devel-
oped by Gordon Paul and his associates (Mariotto
& Paul, 1974). It is a time-sample behavioral check-
list that can be used with chronic psychiatric
patients. Time-sample means that observations are
made at regular intervals for a given patient. Obser-
vers can make a single 2-second observation of the
patient once every waking hour. Thus, a daily
behavioral profile can be constructed on each
patient. Interobserver reliability for this checklist
has typically been quite high, and scales such as
the TSBC are helpful in providing a comprehensive
behavioral picture of the patient. For example,
using the TSBC, Menditto et al. (1996) documen-
ted how a combination of a relatively new antipsy-
chotic medication (clozapine) and a structured
social learning program (Paul & Lentz, 1977)
helped significantly decrease the frequency of
inappropriate behaviors and aggressive acts over a
6-month period in a sample of chronically mentally
ill patients on an inpatient unit. More recently,
Salinas, Paul, and Springer (2008) used the TSBC
scores to index over 400 patients’ overall level of
functioning on inpatient units and found that the
TSBC scores were most strongly and significantly
related to discharge-readiness decisions by staff
compared to ratings of paranoia and of patient hos-
tile belligerence.

Controlled Observation

Naturalistic observation has a great deal of intuitive
appeal. It provides a picture of how individuals actu-
ally behave that is unfiltered by self-reports, infer-
ences, or other potentially contaminating variables.
However, this is easier said than done. Sometimes
the specific kind of behavior in which clinicians are
interested does not occur naturally very often. Much
time and resources can be wasted waiting for the
right behavior or situation to happen. The assessment
of responsibility-taking, for example, may require
day after day of expensive observation before the
right situation arises. Then, just as the clinician is
about to start recording, some unexpected “other”
figure in the environment may step in to spoil the

T A B L E 9-2 Sample Items from the Direct
Observation Form (DOF) of the
Child Behavior Checklist

1. Argues
2. Defiant or talks back to staff

3. Cruel, bullies, or mean to others

4. Disturbs other children

5. Physically attacks people

6. Disrupts group activities

7. Nervous, high-strung, or tense

8. Apathetic, unmotivated, or won’t try

9. Shy or timid behavior

10. Stares blankly

11. Unhappy, sad, or depressed

12. Withdrawn, doesn’t get involved with others

NOTE: All items are rated on a scale of 0 to 3 for the specified observation
period. 0 no occurrence; 1 very slight or ambiguous occurrence;
2 definite occurrence with mild to moderate intensity/frequency and less
than 3 minutes total duration; 3 definite occurrence with severe intensity,
high frequency, or greater than 3 minutes total duration.

SOURCE: Copyright © 1986. T. M. Achenbach; Center for Children, Youth,
and Families; University of Vermont, 1 South Prospect Street, Burlington,
VT 05401. Reprinted with permission.
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situation by subtly changing its whole character. Fur-
thermore, in free-flowing, spontaneous situations,
the client may move away so that conversations can-
not be overheard or the entire scene may move
down the hall too quickly to be followed. In short,
naturalistic settings often put clinicians at the mercy
of events that can sometimes overwhelm opportu-
nities for careful, objective assessment. As a way of
handling these problems, clinicians sometimes use
controlled observation.

Controlled observation is sometimes referred to
as analogue behavioral observation (Haynes, 2001). Such
observation can occur in a clinic setting or in the
natural environment. The important feature is that
the environment is “designed” such that it is likely
that the assessor will observe the targeted behavior or
interactions—for example, asking couples to discuss
relationship problems in the laboratory to observe
couple interaction patterns (Heyman, 2001).

For many years, researchers have used tech-
niques to elicit controlled samples of behavior.
These are really situational tests that put individuals
in situations more or less similar to those of real life.
Direct observations are then made of how the indi-
viduals react. In a sense, this is a kind of work-
sample approach in which the behavioral test situa-
tion and the criterion behavior to be predicted are
quite similar. This should reduce errors in predic-
tion, as contrasted, for example, to psychological
tests whose stimuli are far removed from the pre-
dictive situations.

Parent–Adolescent Conflict. To more accurately
assess the nature and degree of parent–adolescent
conflict, Prinz and Kent (1978) developed the Inter-
action Behavior Code (IBC) system. Using the IBC,
several raters review and rate audiotaped discussions
of families attempting to resolve a problem about
which they disagree. Items are rated separately for
each family member according to the behavior’s
presence or absence during the discussion (or for
some items, the degree to which they are present).
Summary scores are calculated by averaging scores
(across raters) for negative behaviors and positive
behaviors. Recently, a group of investigators was
interested in reducing family conflict within families

that included a child diagnosed with diabetes
(Wysocki et al., 1999). These researchers offered
behavioral family systems therapy to 119 families
and used the IBC to measure conflict before and
after the treatment. Results suggested promising
effects for this form of therapy for reducing family
conflict, and IBC offered a less-biased outcome mea-
sure than either child or parent reports of conflict
(Wysocki et al., 1999). Table 9-3 presents a sample
of the codes and definitions from the IBC.

Controlled Performance Techniques

Contrived situations allow one to observe behavior
under conditions that offer potential for control and
standardization. A, perhaps, exotic example is the
case in which A. A. Lazarus (1961) assessed claus-
trophobic behavior by placing a patient in a closed
room that was made progressively smaller by mov-
ing a screen. Similarly, Bandura (1969) has used
films to expose people to a graduated series of
anxiety-provoking stimuli.

A series of assessment procedures using controlled
performance techniques to study chronic snake phobias

T A B L E 9-3 Sample Codes and Definitions
from the Interaction Behavior
Code (IBC)

Negative Behavior

1. Yelling—raising the volume of one’s voice in an angry
manner.

2. Name-calling—applying a name to the other person
that connotes something negative. Must be a noun.

3. Mind-reading—stating or attributing beliefs to the
other person.

Positive Behavior
1. Making suggestions—offering solutions and possible

ideas (without demanding) of things that can be done
differently in the future.

2. Asking what the other would like—attempting to
find out what the other person wants, expects, or
prefers.

3. Compromise—modifying original intentions or
preferences, willingness to do so.

NOTE: Each code is rated according to whether it occurred during the time
frame of interest.

SOURCE: Reprinted with permission of author, Dr. Ronald Prinz.
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illustrates several approaches to this kind of mea-
surement (Bandura, Adams, & Beyer, 1977):

Behavioral avoidance. The test of avoidance
behavior consisted of a series of 29 per-
formance tasks requiring increasingly more
threatening interactions with a red-tailed
boa constrictor. Subjects were instructed to
approach a glass cage containing the snake,
to look down at it, to touch and hold the
snake with gloved and then bare hands, to
let it loose in the room and then return it
to the cage, to hold it within 12 cm of
their faces, and finally to tolerate the snake
crawling in their laps while they held their
hands passively at their sides… . Those who
could not enter the room containing the
snake received a score of 0; subjects who
did enter were asked to perform the

various tasks in the graded series. To con-
trol for any possible influence of expressive
cues from the tester, she stood behind the
subject and read aloud the tasks to be
performed… . The avoidance score was
the number of snake-interaction tasks the
subject performed successfully.

Fear arousal accompanying approach responses. In
addition to the measurement of perfor-
mance capabilities, the degree of fear
aroused by each approach response was
assessed. During the behavioral test, sub-
jects rated orally, on a IQ-interval scale,
the intensity of fear they experienced
when each snake approach task was
described to them and again while they
were performing the corresponding
behavior. (pp. 127–128)

Clinical psychologists can use various assessment devices to observe and rate the degree of conflict
between parents and adolescents.
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More recently, Armstrong, Sarawgi, and Ola-
tunji (2011) used a controlled performance tech-
nique called a behavioral avoidance task to assess
the level of behavioral avoidance and distress in a
group of individuals with contamination fears, a
symptom characteristic of obsessive compulsive dis-
order. Specifically, the researchers had participants
enter a public restroom and progressively perform
the following tasks: (1) touch inside the restroom
sink; (2) touch inside the restroom trashcan; (3)
touch the toilet seat; (4) touch the rim below the
toilet seat; and finally (5) touch the inside of the
toilet itself. After each step (1–5) the participants
rated their level of distress and if they refused a
step rated their perceived level of distress when
they imagined themselves doing the step. In this
way, the researchers were able to quantify behav-
ioral avoidance (number of steps completed) and
distress (total distress ratings). Therefore, in this
controlled situation, the clinical researchers were
able to get perhaps a more realistic idea of how
severe the avoidance behavior and distress was for
each individual because each person was actually
faced with situations that invoked contamination
fears.

Despite their appeal, it is important that the
demand characteristics of these controlled situations
be carefully examined. Behavior in these stressful
situations may not always be typical of a patient’s
real-life behavior. For example, some patients may
be influenced by the presence of the clinician or
researcher, and, combined with a trusting attitude
that such a clinician or researcher will not permit
harm to come to the patient, may, for example,
take more risks or report less distress than would
be typical without such a companion.

In some cases, psychophysiological assessment
procedures have been employed for both clinical and
research purposes. Psychophysiological measures are used
to assess unobtrusively central nervous system, auto-
nomic nervous system, or skeletomotor activity
(Cacioppo, Tassinary, & Berntson, 2007). These mea-
sures have been used in the assessment of a host of
clinical conditions, including anxiety, stress, and
schizophrenia. Clinical psychologists typically use
psychophysiological measures to complement other,

more traditional forms of assessment. The advantage
of psychophysiological measures is that they may assess
processes (e.g., emotional responsivity) that are not
directly assessed by self-report or behavioral measures,
and they tend to be more sensitive measures of these
processes than alternative measures. Examples of
psychophysiological measures include event-related
potentials (ERPs), electromyographic (EMG) activity,
electroencephalographic (EEG) activity, and electro-
dermal activity (EDA). Although these measures do
offer some advantages to the clinician, they are still
subject to the same psychometric considerations of
reliability and validity as other more traditional clinical
assessment techniques (Strube & Newman, 2007).

Self-Monitoring

In the previous discussion of naturalistic observa-
tion, the observational procedures were designed
for use by trained staff: clinicians, research assistants,
teachers, nurses, ward attendants, and others. But
such procedures are often expensive in both time
and money. Furthermore, it is necessary in most
cases to rely on time-sampling or otherwise limit
the extent of the observations. When dealing with
individual clients, it is often impractical or too
expensive to observe them as they move freely
about in their daily activities. Therefore, clinicians
have been relying increasingly on self-monitoring, in
which individuals observe and record their own
behaviors, thoughts, and emotions.

In effect, clients are asked to maintain behav-
ioral logs or diaries over some predetermined time
period. Such a log can provide a running record of
the frequency, intensity, and duration of certain
target behaviors, along with the stimulus conditions
that accompanied them and the consequences that
followed. Such data are especially useful in telling
both clinician and client how often the behavior in
question occurs. In addition, it can provide an
index of change as a result of therapy (e.g., by com-
paring baseline frequency with frequency after 6
weeks of therapy). Also, it can help focus the cli-
ent’s attention on undesirable behavior and thus aid
in reducing it. Finally, clients can come to realize
the connections between environmental stimuli,
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the consequences of their behavior, and the behav-
ior itself.

Of course, there are potential problems with
self-monitoring. Some clients may be inaccurate
or may purposely distort their observations or
recordings for various reasons. Others may simply
resist the whole procedure. Despite these obvious
difficulties, self-monitoring has become a useful and
efficient technique. It can provide a great deal of
information at very low cost. However, self-
monitoring is usually effective as a change agent
only in conjunction with a larger program of thera-
peutic intervention.

A variety of monitoring aids has been developed.
Some clients are providedwith small counters or stop-
watches, depending onwhat is to bemonitored. Small
file-sized or wallet-sized cards have been developed
upon which clients can quickly and unobtrusively
record their data. At a more informal level, some cli-
ents are simply encouraged to make entries in a diary.
These days, electronic dairies can be used for self-
monitoring. Electronic diaries can take the form of
personal digital assistants (PDAs), palmtop computers,
or even mobile phones. Electronic diaries provide
higher-quality data than paper-and-pencil diaries
because time stamps indicate exactly when the expe-
rience was logged, and it is possible to portray the
sequence of moods, behaviors, and cognitions across
time (Piasecki, Hufford, Solhan, & Trull, 2007).

Self-monitoring diaries are especially useful
when assessing or treating problems such as mood
dysregulation, obesity, substance use problems, anx-
iety, and even psychotic experiences (Trull &
Ebner-Priemer, 2009). These aids can help rein-
force the notion that one’s problems can be
reduced to specific behaviors. Thus, a client who
started with global complaints of an ephemeral
nature can begin to see that “not feeling good
about myself” really involves an inability to stand
up for one’s rights in specific circumstances, speak-
ing without thinking, or whatever. An example of a
self-monitoring log—in this case, a dysfunctional
thought record—is shown in Figure 9-2.

The dysfunctional thought record (DTR) is com-
pleted by the client and provides the client and ther-
apist with a record of the client’s automatic thoughts

that are related to dysphoria or depression (J. S.
Beck, 1995). This DTR can help the therapist and
client target certain thoughts and reactions for
change in a cognitive-behavioral treatment for
depression. The client is instructed to complete the
DTR when she or he notices a change in mood.
The situation, automatic thought(s), and associated
emotions are specified. The final two columns of
the DTR can be filled out in the therapy session
and serve as a therapeutic intervention. In this way,
clients are taught to recognize, evaluate, and modify
these automatic dysfunctional thoughts.

Variables Affecting Reliability

of Observations

Whether their data come from interviewing, testing,
or observation, clinicians must be assured that the data
are reliable. In the case of observation, clinicians must
have confidence that different observers will produce
basically the same ratings and scores. For example,
when an observer of interactions in the home returns
with ratings of a spouse’s behavior as “low in empa-
thy,” what assurance does the clinician have that
someone else rating the same behavior in the same
circumstances would have made the same report?
Many factors can affect the reliability of observations.
The following is a good sample of these factors.

Complexity of Target Behavior. Obviously, the
more complex the behavior to be observed, the
greater the opportunity for unreliability. Behavioral
assessment typically focuses on less complex, lower-
level behaviors (Haynes, 1998). Observations about
what a person eats for breakfast (lower-level behav-
ior) are likely to be more reliable than those cen-
tering on interpersonal behavior (higher-level,
more complex behavior). This applies to self-
monitoring as well. Unless specific agreed-upon
behaviors are designated, the observer has an enor-
mous range of behavior upon which to concen-
trate. Thus, to identify an instance of interpersonal
aggression, one observer might react to sarcasm
while another would fail to include it and focus
instead on clear, physical acts.
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F I G U R E 9-2 An example of a Dysfunctional Thought Record.

SOURCE: From Beck, J. S., Cognitive Therapy: Basics and Beyond. Copyright (c) 1995 Guilford Publications, Inc. Reprinted with permission.
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Training Observers. There is no substitute for
the careful and systematic training of observers.
For example, observers who are sent into psychiat-
ric hospitals to study patient behaviors and then
make diagnostic ratings must be carefully prepared
in advance. It is necessary to brief them extensively
on just what the definition of, say, depression is,
what specific behaviors represent depression, and
so on. Their goal should not be to “please” their
supervisor by coming up (consciously or uncon-
sciously) with data “helpful” to the project. Nor
should they protect one another by talking over
their ratings and then “agreeing to agree.”

Occasionally, there are instances of observer drift,
in which observers who work closely together sub-
tly, without awareness, begin to drift away from
other observers in their ratings. Although reliability
among the drifting observers may be acceptable, it
is only so because, over time, they have begun to
shift their definitions of target behaviors. Occasion-
ally, too, observers are not as careful in their obser-
vations when they feel they are on their own as
when they expect to be monitored or checked.
To guard against observer drift, regularly scheduled
reliability checks (by an independent rater) should
be conducted and feedback provided to raters.

Variables Affecting Validity

of Observations

At this point, it seems unnecessary to reiterate the
importance of validity. We have encountered the
concept before in our discussions of both inter-
viewing and testing; it is no less critical in the case
of observation. But here, issues of validity can be
deceptive. It seems obvious in interviewing that
what patients tell the interviewer may not corre-
spond to their actual behavior in non-interview set-
tings. When a child is observed to bully his peers
unmercifully and these observations are corrobo-
rated by reports from teachers, there would seem
to be little question of the validity of the observers’
data. Aggression is aggression! However, things are
not always so simple, as the following discussion
will illustrate.

Content Validity. A behavioral observation
schema should include the behaviors that are deemed
important for the research or clinical purposes at
hand. Usually, the investigator or clinician who
develops the system also determines whether or not
the system shows content validity. But this process is
almost circular in the sense that a system is valid if the
clinician decides it is valid. In developing the Behav-
ioral Coding System (BCS), Jones et al. (1975) circum-
vented this problem by organizing several categories
of noxious behaviors in children and then submitting
them for ratings. By using mothers’ ratings, they
were able to confirm their own a priori clinical judg-
ments as to whether or not certain deviant behaviors
were in fact noxious or aversive.

Concurrent Validity. Another way to approach
the validity of observations is to ask whether one’s
obtained observational ratings correspond to what
others (e.g., teachers, spouses, or friends) are
observing in the same time frame. For example,
do observational ratings of children’s aggression on
the playground made by trained observers agree
with the ratings made by the children’s peers? In
short, do the children perceive each other’s aggres-
sion in the same way that observers do?

Construct Validity. Observational systems are
usually derived from some implicit or explicit the-
oretical framework. For example, the BCS of Jones
et al. (1975) was derived from a social learning
framework that sees aggression as the result of
learning in the family. When the rewards for
aggression are substantial, aggression will occur.
When such rewards are no longer contingent on
the behavior, aggression should subside. Therefore,
the construct validity of the BCS could be demon-
strated by showing children’s aggressive behavior
declines from a baseline point after clinical treat-
ment, with clinical treatment defined as rearranging
the social contingencies in the family in a way that
should reduce the incidence of observed aggression.

Mechanics of Rating. It is important that a unit of
analysis be specified (Tryon, 1998). A unit of analy-
sis is the length of time observations will be made,
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along with the type and number of responses to be
considered. For example, it might be decided that
every physical movement or gesture will be
recorded for 1 minute every 4 minutes. The total
observational time might consist of a 20-minute
recess period for kindergarten children. This
means that every 4 minutes the child would be
observed for 1 minute and all physical movements
recorded. These movements would then be coded
or rated for the variable under study (e.g., aggres-
sion, problem solving, or dependence).

In addition to the units of analysis chosen, the
specific form that the ratings will take must also be
decided. One could decide to record behaviors
along a dimension of intensity: How strong was
the aggressive behavior? One might also include a
duration record: How long did the behavior last? Or
one might use a simple frequency count: How many
times in a designated period did the behavior under
study occur?

Beyond this, a scoring procedure must be
developed. Such procedures can range from making
checkmarks on a sheet of paper attached to a clip-
board to the use of counters, stopwatches, timers,
and even laptop computers. All raters, of course,
will employ the same procedure.

Observer Error. No one is perfect. Observers
must be monitored from time to time to ensure
the accuracy of their reports. Sometimes they sim-
ply miss things or else believe they have observed
things that never really happened. A child’s yell
may be accidentally attributed to the wrong child.
Or perhaps the yell is coded as verbal aggression
when actually it represented a kind of camaraderie.
In other cases, it may not be error so much as bias.
For some reason, an observer may not like a person
in a family being observed. The observer may then
be prone to provide a less than flattering rating for
that person whenever the opportunity arises. It
sometimes happens that a person being observed
does something early in the observational
sequence—solving a problem quickly, perhaps, or
making an intelligent remark—that the observer
reacts to. The result is a kind of halo effect so that
later the observer is more likely to assign favorable

ratings to that person. Whatever the nature of the
potential bias or error, it is important to hold careful
training sessions for observers in advance, along
with periodic review sessions, to help keep these
sources of trouble in check.

Reactivity. Another factor affecting the validity
of observations is reactivity. Patients or study partici-
pants sometimes react to the fact that they are being
observed by changing the way they behave. The
talkative person suddenly becomes quiet. The com-
plaining spouse suddenly becomes the epitome of
self-sacrifice. Sometimes an individual may even
feel the need to apologize for the dog by saying,
“He never does that when he is alone with us.” In
any case, reactivity can severely hamper the validity
of observations because it makes the observed
behavior unrepresentative of what normally occurs.
The real danger of reactivity is that the observer
may not recognize its presence. If observed behav-
ior is not a true sample, this affects the extent to
which one can generalize from this instance of
behavior. Then, too, observers may unwittingly
interfere with or influence the very behavior they
are sent to observe. In the case of sexual dysfunc-
tion, for example, Conte (1986) has noted that
behavioral ratings are so intrusive that clinicians
usually have to rely on self-report methods. How-
ever, even self-monitoring may be subject to reac-
tivity as well (Korotitsch & Nelson-Gray, 1999).

Ecological Validity. One of the biggest problems
in psychology (and one that has never been fully
resolved) is what Brunswik (1947) referred to many
years ago as ecological validity. The basic question is
whether or not clinicians do obtain really representa-
tive samples of behavior. Is the client’s behavior today
typical, or is it the product of some uncharacteristic
stimulus? Such a question goes beyond simple reac-
tivity. It asks whether or not observers have a large
enough sample to assure that their observations will
be truly representative. It is doubtful that any one
piece of behavior will be typical of a given client.
This being so, is the sample of 4 or 10 or 20 instances
the proper number? All areas of psychology have
long grappled with this problem. Is one experiment
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on altruism a good enough sample of all possible
situations to allow psychologists to make generaliza-
tions about it? Are observations of hospitalized
patients about to undergo surgery general enough
to suggest how these patients might react to other
stressful situations?

Suggestions for Improving Reliability

and Validity of Observations

The following suggestions are offered as ways to
improve the reliability and validity of observational
procedures. Like similar suggestions made for inter-
views (see Chapter 6), they often cannot be fully
implemented in clinical situations. Nevertheless, an
awareness of these points may help focus the clin-
ician’s attention in directions that will improve the
validity of observations.

1. Decide on target behaviors that are both relevant
and comprehensive. Specify direct and observ-
able behaviors that can be defined objectively.

2. In specifying these behaviors, work as much as
possible from an explicit theoretical framework
that will help define the behaviors of interest.

3. Employ trained observers whose reliability has
been established and who are familiar with the
objective, standardized observational format to
be used.

4. Make sure that the observational format is
strictly specified, including the units of analysis,
the form in which observers’ ratings will be
made, the exact observational procedures, the
scoring system, and the observational schedule
to be followed.

5. Be aware of such potential sources of error in
the observations as bias and fluctuations in
concentration.

6. Consider the possibility of reactivity on the part
of those being observed and the general influ-
ence of awareness that they are being observed.

7. Give careful consideration to issues of how
representative the observations really are and
how much one can generalize from them to
behavior in other settings.

Contemporary Trends in

Data Acquisition

There are many ways in which technological
advances have begun to change the face of behav-
ioral assessment methods that involve observation.
First, the availability of laptop and handheld com-
puters/tablets/smartphones facilitates the coding of
observational data by assessors. Second, handheld
computers etc. can be assigned to clients so that
clients can provide real-time self-monitoring data.
One advantage of using handheld computers is that
they can be programmed to prompt clients to
respond to queries at specified times of the day or
night. Third, data from handheld computers can be
loaded onto other computers that have greater
processing and memory capacity so that observa-
tions can be aggregated, scored, and analyzed.
Finally, a variety of other technologies are being
used to gather data on patients while they are in
their natural environment. These include biosensors
(Haynes & Yoshioka, 2007), audiorecordings (Mehl,
Pennebaker, Crow, Dabbs, & Price, 2001), and both
GPS devices and activity monitors (Intille, 2007).
It is clear that behavioral assessors will continue to
capitalize on future technological advances.

The use of these devices for data collection in
individuals’ natural environment is often called eco-
logical momentary assessment (EMA; Stone & Shiff-
man, 1994; Shiffman, Stone, & Hufford, 2008),
an important new research tool that has come
into its own over the past 10 years. In some EMA
research, for example, subjects carry electronic diaries
(EDs) with them throughout the day in their natu-
ral environments. We briefly discussed electronic
diaries above. The EDs are programmed to prompt
or “beep” participants at random or quasi-random
moments throughout each day. These prompts sig-
nal participants to complete a self-report assessment
battery programmed into the ED. Typically, assess-
ment items ask about momentary states and beha-
viors (e.g., “What is your mood right now?”).
Thus, EDs are used as experience sampling tools.
EMA has many conceptual advantages over tradi-
tional research designs when investigators are inter-
ested in characterizing dynamic, clinically important
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psychological processes. Relative to laboratory
research, EMA has the advantage of being ecological;
processes such as mood can be studied in subjects’
“natural habitats” where they are influenced by the
many environmental and interpersonal factors that
typify their lives but cannot be re-created in the
laboratory. Of course, EMA research can not only
sample the process of interest (e.g., mood) but also
characteristics of the environment (e.g., location,
time of day, presence of interpersonal conflict)
that change over time and that may be important
for explaining variation in the process of interest.
Thus, EMA studies can yield exceptionally rich
descriptive data.

Computerization represents another advantage
of EMA protocols over traditional field techniques.
Investigators have often collected field data using
paper diaries, asking subjects to complete one or
more diary entries per day between visits to the
study center. A chief limitation of this approach is
that investigators cannot be sure that the ratings
were completed at the times specified by the
research design. Subjects may neglect making
scheduled ratings and then “backfill” their diaries
before reporting to the study center to avoid admit-
ting they failed to make the scheduled ratings. To
the extent this backfilling occurs, it represents a
serious threat to the validity of the research. At
best, backfilling turns momentary reports into
covert retrospective reports, allowing them to be
influenced by the biases characteristic of retrospec-
tion (e.g., forgetting, self-presentation bias). Unfor-
tunately, because the practice of backfilling is
inherently deceptive, the investigator cannot
know to what extent these errors are present in
the data or how they vary from subject to subject.
Because EDs are computerized, EMA studies avoid
the backfilling problem. Subjects complete ratings
in response to prompts emitted by the device, and
entries are time-stamped by the computer. Non-
compliance, if it occurs, is recorded as such by the
absence of a completed assessment at the pro-
grammed prompt time. Backfilled entries, if sub-
jects tried to make them, would be time-stamped
and thus easily identified as questionable data.

A study of daily pain experiences (Stone,
Shiffman, Schwartz, Broderick, & Hufford, 2002)
provides dramatic evidence attesting to the advan-
tages of computerized assessments relative to
traditional paper diaries. The researchers passively
time-stamped paper diary recordings by inserting a
photocell in the cover of the diary binder to record
when it was opened. Results showed that only 11%
of the scheduled paper diary recordings were
completed at the appropriate times. However, sub-
jects reported complying with scheduled recording
95% of the time (i.e., they “hoarded” assessments
and backdated them to create an impression of
compliance). In contrast, a comparison group of

Handheld computers can be used to monitor and record
thoughts, emotions, and behaviors as they occur.
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participants using an ED implemented by palmtop
computer completed 94% of scheduled assess-
ments at the time of the scheduled prompt.
Thus, real-time computerized monitoring is clearly
advantageous.

ROLE -PLAYING METHODS

Role-playing is another technique that has been used
in behavioral assessment. Role-playing or behavioral
rehearsal (Goldfried & Davison, 1994) can be used
as a means of training new response patterns.
Although role-playing is an old clinical technique,
behavioral assessors have carried out few systematic
studies on the methodological problems inherent in
the technique as a means of assessment—among
them, demand characteristics, standardization of
procedures, rater halo effects, and sampling prob-
lems involved in role selections.

Role-playing has been widely used in the
assessment of social skills and assertiveness. In a
study of social skills in shy men, for example,
Twentyman and McFall (1975) developed six social
behavior situations that required the individual to
play a role. Participants were instructed to respond
aloud as they would were they actually in the situ-
ation described to them. For example:

You are on a break at your job. You see a
girl who is about your age at the canteen.
She works in another part of the store, and
consequently you don’t know her very
well. You would like to talk to her. What
would you say? (p. 386)

Once the individual began speaking, a trained
female assistant responded to his efforts. The con-
versation continued until the participant terminated
the conversation or 3 minutes had gone by.

McFall and Lillesand (1971) also used role-
playing in assessing assertiveness. Individuals were
asked to respond aloud to nine recorded stimuli.
For example:

Narrator: A person you do not know very
well is going home for the weekend. He,

or she, has some books which are due at
the library and asks if you would take them
back so they won’t be overdue. From
where you live it is a twenty-five minute
walk to the library, the books are heavy,
and you hadn’t planned on going near the
library that weekend. What do you say?
(Subject responds aloud.) (p. 315)

Obviously, role-playing techniques are not
new. They have been used as therapeutic devices
for many years (e.g., Kelly, 1955; Moreno, 1946;
Rotter & Wichens, 1948). The behaviorally ori-
ented clinician is interested in role-playing techni-
ques because they provide a simple, efficient means
of sampling the client’s behavioral skills and deficits.
However, we cannot assume that the behavioral
skills developed in the therapy room are practiced
consistently in the real world.

I NVEN TORIES A ND CHECK L I STS

Behavioral clinicians have used a variety of self-
report techniques to identify behaviors, emotional
responses, and perceptions of the environment. For
example, the Fear Survey Schedule (Geer, 1965;
Lang & Lazovik, 1963) and the Fear Questionnaire
(Marks & Matthews, 1979) have been widely used
to assess behaviors associated with anxiety dis-
orders. The Fear Survey Schedule consists of 51
potentially fear-arousing situations and requires
the patient to rate the degree of fear each situation
arouses, and the Fear Questionnaire includes 15
items that cover situations that are avoided due to
fear. Behavioral inventories also exist to assess a
range of behaviors, including physical activity
(Physical Activity Scale for the Elderly; Washburn,
Smith, Jette, & Janney, 1993), binge eating (Binge
Eating Scale; Gormally, Black, Daston, & Rardin,
1982), and alcohol use (Alcohol Use Disorders
Inventory Test; World Health Organization), for
example. Other frequently used self-report inven-
tories in behavioral assessment include the Rathus
Assertiveness Schedule (Rathus, 1973), the Beck
Depression Inventory-II (Beck, Steer, & Brown,
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1996), the Youth Self Report (Achenbach, 1991),
and the Marital Conflict Form (Weiss & Margolin,
1977).

Notably absent from this brief and partial list-
ing of inventories are instruments that have a psy-
chiatric diagnostic orientation. Historically, this has
been a conscious omission on the part of behavioral
assessors, who generally found little merit in psy-
chiatric classification (e.g., see Follette & Hayes,
1992). Tests used by behavior therapists were
more oriented toward the assessment of specific
behavioral deficits, behavioral inappropriateness,
and behavioral assets (Sundberg, 1977). The focus
of behavioral inventories is, in short, behavior. Cli-
ents are asked about specific actions, feelings, or
thoughts that minimize the necessity for them to
make inferences about what their own behavior
really means.

CO GN IT IVE - BEHAV IORA L

ASSESSMENT

As we shall see in later chapters, behavioral
approaches have become increasingly cognitively
oriented (Goldfried & Davison, 1994; Meichen-
baum, 1977). Cognitions along with behaviors are
becoming the subject of intense study as they relate
to the development of a pathological situation, its
maintenance, and changes in it. Central to this type
of cognitive-behavioral assessment is the notion that the
client’s cognitions and thoughts (from self-images
to self-statements) play an important role in behav-
ior (Brewin, 1988). Indeed, Meichenbaum (1977)
advocates a cognitive-functional approach. In essence,
this means that a functional analysis of the client’s
thinking processes must be made to plan an inter-
vention strategy. A careful inventory of cognitive
strategies must be undertaken to determine which
cognitions (or lack of them) are aiding or interfering
with adequate performance and under what
circumstances.

As Parks and Hollon (1988) note, a number of
methods and procedures are available for assessing
cognitive functioning. For example, clients can be
instructed to “think aloud,” or verbalize immediate

thoughts; they can report their thoughts and feel-
ings in reaction to recorded conversations of various
types (e.g., stressful, social-evaluative situations);
they can complete rating scales whose items target
adaptive and maladaptive cognitions that may have
occurred in the past; and they can list thoughts that
occur in reaction to specific stimuli (e.g., topics or
problems) that are presented.

A good example comes from work in which
a task analysis of assertive behavior was made
(Schwartz & Gottman, 1976). Cognitive self-
statements as they relate to assertion situations were
assessed by means of the Assertiveness Self-Statement
Test (ASST). This is a 34-item questionnaire, with
17 positive self-statements that would make it easier
to refuse a request and 17 negative self-statements
that would make it harder. For example:

Positive: I was thinking that I am perfectly free
to say no; I was thinking that this request is
an unreasonable one.

Negative: I was worried about what the other
person would think of me if I refused;
I was thinking that the other person might
be hurt or insulted if I refused. (Schwartz
& Gottman, 1976, p. 913)

Through such assessment, it becomes clearer
exactly what role is being played by self-
statements in the maintenance of problems such as
lack of assertiveness.

Similar procedures can be applied to such
problems as overeating, depression, and shyness.
For example, to assess agoraphobics’ fear of fear,
Chambless, Caputo, Bright, and Gallagher (1984)
have developed a scale comprising thoughts about
negative consequences as one experiences anxiety.
Another example of cognitive assessment comes
from the work of Seligman et al. (1988). Using
the Attributional Style Questionnaire, they found
that healthier explanations for events occurred in
depressive patients following a course of cognitive
therapy.

More recently, Turner, Beidel, Heiser, Johnson,
and Lydiard (2003) developed a self-report measure
to assess cognitions associated with social phobia, the
Social Thoughts and Beliefs Scale (STABS). Social
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BOX 9-2 Clinical Psychologist Perspective: Karen D. Rudolph, Ph.D.

Karen D. Rudolph is a Professor at the University of
Illinois, Urbana-Champaign. She received her Ph.D. in
Clinical Psychology at the University of California, Los
Angeles, and completed a clinical internship at the
Neuropsychiatric Institute and Hospital at UCLA. She
has been a recipient of a William T. Grant Foundation
Faculty Scholars Award and a James McKeen Cattell
Sabbatical Award and is a two-time recipient of an
Arnold O. Beckman Award from the University of Illi-
nois. Dr. Rudolph has served as a PI and Co-PI on sev-
eral large-scale longitudinal studies funded by the
National Institutes of Health. She is an associate editor
for the Journal of Clinical Child and Adolescent Psy-
chology and serves on the editorial boards of Devel-
opment and Psychopathology and Journal of
Abnormal Child Psychology. She is currently co-editing
the third edition of the Handbook of Developmental
Psychopathology with Dr. Michael Lewis. Her research
focuses on person-by-environment interactions that
predict the emergence and continuity of depressive
disorders in youth, with a focus on developmental
transitions (e.g., puberty, school transitions) that create
a context of risk for the onset or exacerbation of
psychopathology.

Dr. Rudolph shared her perspectives on the
field of clinical psychology and developmental
psychopathology.

What originally got you interested in the
field of clinical psychology?
My interest in the field of clinical psychology emerged
in a fairly traditional way. Yes, I was the child who was
always interested in why people acted in a certain
manner, why siblings often develop quite different
interests and characteristics, why peer groups could be
supportive or cruel, and why some children struggled
more than others in the process of development. As an
undergraduate at the University of Pennsylvania, my
first (intellectually stimulating and yet delightfully
entertaining) introductory psychology course, taught
by Dr. Henry Gleitman, confirmed my general interest
in psychology. Whereas a course in developmental
psychopathology, taught by Dr. Rena Repetti, provided
a name for my specific emerging interest in how
developmental processes contribute to differing social
and mental health pathways across children. An
internship and independent study project focused on

theory of mind in children with autism, supervised by
Dr. Leila Gleitman, provided many faces for this inter-
est. My graduate training at UCLA with Drs. Constance
Hammen, John Weisz, and Stephen Hinshaw provided
a more nuanced perspective regarding the intersection
between personal vulnerabilities (ranging from coping
to interpersonal competencies to cognitive processing)
and contextual risks (ranging from the family to the
peer group to life stressors) that contribute to the
emergence of psychopathology across development.
Ultimately, I think indecision helped guide my pursuits
in the field of developmental psychopathology—rather
than choosing one particular area of specialization, I
could integrate my fascination with the many aspects
of human functioning that shape development.

Describe what activities you are involved in
as a clinical psychologist.
My primary activities involve conducting research and
teaching in the field of developmental psychopathol-
ogy and providing service at both a local and national
level. My research integrates a variety of methodolog-
ical approaches, including large-scale survey research
within school settings, in-depth semi-structured inter-
views, laboratory and naturalistic observations of
behavior, biological assessment of stress reactivity, and
structured performance-based assessments (e.g.,
neuropsychological and cognitive tasks). My teaching
involves lecture and seminar courses for undergradu-
ate and graduate students as well as individual super-
vision of research conducted by undergraduate
research assistants and doctoral students. As a faculty
member, I serve on a variety of administrative com-
mittees within the department and university, and I
serve on master’s and dissertation committees for
graduate students. I am also involved in several activi-
ties in the field more broadly, including: (a) reviewing
manuscripts for multiple journals in the fields of clinical
psychology, developmental psychology, and child psy-
chiatry, as well as serving as an associate editor for the
Journal of Clinical Child and Adolescent Psychology; (b)
reviewing grants for federal government agencies and
private foundations; and (c) reviewing conference
abstracts and helping to organize professional confer-
ences. Both in the context of my research and as a
service to the community, I present professional work-
shops to schools and families regarding various topics
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of interest, generate newsletters to inform local
schools and families about our research findings, and
conduct interviews with various media outlets about
my research and related topics.

What are your particular areas of expertise or interest?
My research and teaching center broadly on the field of
developmental psychopathology. In particular, my work
is guided by a person-by-environment framework that
considers how attributes of youth (e.g., sex, tempera-
ment, social-cognitive processes, biological and behav-
ioral responses to stress) and their environments (e.g.,
family, peer group, school context) jointly contribute to
well-being or ill-being across development. Theoretically,
my work is characterized by two organizing themes.
First, my research emphasizes a developmental perspec-
tive on psychopathology. This perspective is reflected in
a focus on: (a) developmentally relevant vulnerabilities;
(b) transactional processes—i.e., reciprocal influences
between youth and their environments—that perpetu-
ate psychopathology over time; (c) the role of develop-
mental transitions; and (d) the early developmental
origins of vulnerability. Second, my research emphasizes
an interpersonal perspective on psychopathology. In
particular, relationships are viewed as a fundamental
context for development. I propose that psychopathol-
ogy both emerges from, and contributes to, a disruption
in developmentally salient interpersonal processes that
interferes with youths’ basic need to be related to
others. A particular focus is placed in my research on
understanding the emergence of sex-differentiated tra-
jectories of psychopathology across development.

What are the future trends you see for
clinical psychology?
Integration, integration, integration. One of the most
salient trends in the field of clinical psychology is the
blurring of boundaries across disciplines. Of course,
one of the most rapidly growing areas in this respect is
the intersection of neuroscience and clinical science,
particularly efforts to use cutting-edge technology in
the fields of molecular genetics and brain imaging to
identify and clarify biological processes involved in
psychopathology. As a field, it will be critical to trans-
late these findings into practical applications through
their incorporation into a new generation of diagnos-
tic, prevention, and intervention procedures that drive

targeted efforts to reduce the development and
exacerbation of symptoms. Success in this endeavor
will require a consideration of how developing bio-
logical systems are influenced by, and influence, psy-
chological, affective, and social processes underlying
risk for psychopathology.

How will clinical psychology change as a
field as our methods for assessing behaviors
(and psychopathology, and biomarkers)
continue to evolve?
As the field develops more sophisticated and precise
methods for assessing genetic, cognitive, affective,
biological, and behavioral markers of psychopathol-
ogy, it is likely that we will place less emphasis on our
traditional system of diagnostic classification, as
reflected in the Diagnostic and Statistical Manual, and
will move toward a system that emphasizes specific
processes involved in the emergence of symptoms. This
movement is reflected in the National Institutes of
Mental Health’s Research Domain Criteria project,
which is attempting to identify critical constructs of
interest at multiple levels of analysis that may bridge
across traditionally defined disorders. The field also is
likely to be marked by increasing acknowledgement of
the need to consider quantitative differences in the
expression of psychopathology in addition to, or per-
haps eventually instead of, qualitative boundaries
between disorders.

Karen D. Rudolph
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phobia is prevalent in the general population,
afflicting approximately 8% of Americans each
year (Kessler et al., 1994). The STABS has items
that assess respondents’ thoughts in social situations
that are characteristic of those with social phobia.
These include cognitions related to social compar-
isons (e.g., beliefs that others are more socially
competent and capable) as well as cognitions related
to social ineptness (e.g., beliefs that one is awkward
in social situations and will appear socially anxious
to others). STABS scores have been shown to dis-
criminate patients with social phobia from those
with other anxiety disorder diagnoses (Turner
et al., 2003).

Methods that assess multiple cognitive constructs
at the same time are also available (Linscott &
DiGiuseppe, 1998). For example, Davison, Robins,
and Johnson (1983) have used a method in which
participants listen to an audiotape that presents several
problem situations. Every 10 or 15 seconds, the tape
pauses so that the participants can report whatever is
in their minds at that point. Results from numerous
studies suggest that the method uncovers how
people think about both difficult and innocuous
situations (Davison & Neale, 1998), and it reveals
cognitions related to a variety of conditions, including
depression, anxiety, family conflict, and aggression
(Linscott & DiGiuseppe, 1998).

STRENGTHS A ND WEAKNESSES

OF BEHAVIORAL ASSESSMENT

The use of more systematic and precise methods of
evaluation in the field of behavioral assessment is
laudable. Behavioral assessors operationalize the clin-
ical problem by specifying the behaviors targeted for
intervention. Further, multiple assessments of these
behaviors before, during, and following treatment
are conducted. Finally, assessment results are used
to inform or modify treatment. This is in contrast
to “traditional” assessment in which, too often,
assessment occurs only once, either before or in the
beginning stages of treatment. In addition, it is often

not clear how these assessment results influence
treatment.

The precision and comprehensiveness of
behavioral assessment methods, however, appear
to be both a strength and a weakness. Many of
these techniques have proved to be impractical in
clinical settings. Some of the natural observation
methods, as well as the psychophysiological meth-
ods of assessment, are quite time-intensive and
expensive. Therefore, behavioral clinicians have
begun to incorporate less time-intensive methods
and measures into their assessments. For example,
it is now quite common to administer some type of
self-report inventory as part of the behavioral assess-
ment battery. Granted, these inventories contain
items of a more cognitive or behavioral nature
than those found in traditional self-report invento-
ries. However, all these measures assume that a
patient’s self-report conveys an accurate representa-
tion of his or her behavior or cognitive processes.
Early behaviorists placed little faith in these types of
self-report inventories.

Another interesting development in this field
is the seeming acceptance of the Diagnostic and Sta-
tistical Manual of Mental Disorders (DSM) diagnostic
classification system. Behavioral assessors, in gen-
eral, now concede that such a diagnostic formula-
tion may be useful as one component of the
overall assessment. Diagnoses must be supplemen-
ted with data from more traditional behavioral
methods. It was not so long ago, however, that
behavioral clinicians not only ignored mental dis-
order diagnostic information but attacked the
legitimacy and utility of this source of information.
Of course, there are still some radical behaviorists
who maintain this rather anachronistic perspective
on mental disorder diagnoses. They are in the
minority, however.

Why the change of heart for most behaviorists?
A multitude of explanations are plausible, but several
possibilities stand out. First, the criteria for the various
mental disorders have become increasingly objective
and behavioral. Second, behavioral clinicians have
discovered some degree of utility in using diagnostic
labels. These diagnoses describe constellations of
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maladaptive behaviors that can be targeted for inter-
vention and may also help the clinician anticipate
which other symptoms (other than the target beha-
viors) may change as a result of treatment. These
predictions are based on the established covariation
patterns among the disorder’s symptoms. For exam-
ple, increasing the amount of social interaction
engaged in by a depressed patient may also result in
fewer reports of depressed mood. Although more
research is needed regarding the covariation among
problematic behaviors (Kazdin, 1985), the criteria sets
(symptom lists) for mental disorders at least give us
initial hypotheses about what behaviors may or may
not change as a result of treatment.

Finally, it is noteworthy that cognitive phenom-
ena and processes are now considered more legitimate
subjects for behavioral assessment and behavioral
intervention. In behavioral assessment, not only are
behaviors, antecedent/stimulus conditions, and conse-
quences sampled but so are “organismic” variables
(Goldfried & Davison, 1994). These organismic vari-
ables may include a variety of physiological factors,
but many cognitive variables are assessed as well. In
particular, client expectations are regarded as impor-
tant. The client’s expectations concerning the nature

and meaning of the presenting problem, the minimal
standards of success that the client sets, and the client’s
expectations from behavior therapy are just a few of
the variables that are assessed in contemporary behav-
ioral assessment. Behavior therapists appear to have
found that an overly rigid adherence to learning mod-
els that do not incorporate organismic variables is too
constraining.

However, this does not leave the door wide
open for any kind of physiological or cognitive
measure. Rather, these measures and methods
must satisfy the same rigorous standards set forth
for the more traditional behavioral methods. Valid-
ity must be demonstrated, not assumed. For exam-
ple, a cognitive measure purported to be related to
panic disorder (e.g., beliefs of “uncontrollability”)
must be correlated with other behavioral measures
of panic disorder symptoms, and changes in these
beliefs should result in some improvement in other
panic disorder symptoms and lead to a better out-
come in the future. Through these and other pro-
cedures, the concurrent and predictive validity of a
measure can be established as well as its treatment
utility (Hayes, Nelson, & Jarrett, 1987; Kazdin,
1985).

CHAP TER SUMMARY

Behavioral assessment differs from traditional assess-
ment in several fundamental ways. Behavioral assess-
ment emphasizes direct assessments (naturalistic
observations) of problematic behavior, antecedent
(situational) conditions, and consequences (reinforce-
ment). By conducting such a functional analysis, clin-
icians can obtain a more precise understanding of the
context and causes of behavior. It is also important to
note that behavioral assessment is an ongoing process,
occurring at all points throughout treatment.

We have surveyed some of the more common
behavioral assessment methods. Behavioral interviews
are used to obtain a general picture of the presenting
problem and of the variables that seem to be
maintaining the problematic behavior. Observation

methods provide the clinician with an actual sample
(rather than a self-report) of the problematic behav-
ior. Observations can be made in naturalistic condi-
tions (as behavior typically and spontaneously occurs)
or under more controlled conditions (in simulated
or contrived situations or conditions). Behavioral
assessors may also have clients self-monitor (“self-
observe”) their own behaviors, thoughts, and
emotions. A variety of factors can affect both the
reliability and validity of observations, including the
complexity of the behavior to be observed, how
observers are trained and monitored, the unit of anal-
ysis chosen, the behavioral coding system that is used,
reactivity to being observed, and the representative-
ness of the observations.
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Finally, we have discussed the use of role-
playing or behavioral rehearsal, of behavior-based
inventories or checklists, and of more cognitively
focused assessments. The future of behavioral assess-
ment is likely to include more cognitive and

psychophysiological assessment methods and to
take advantage of technological advances (e.g.,
computer-assisted data acquisition methods) to
make behavioral assessment more precise, valid, and
efficient.

KEY TERMS

antecedent conditions Stimulus conditions, or
conditions that lead up to the behavior of interest.

behavioral assessment An assessment approach
that focuses on the interactions between situations
and behaviors for the purpose of effecting
behavioral change.

behavioral interviews Interviews conducted for
the purpose of identifying a problem behavior, the
situational factors that maintain the behavior, and
the consequences that result from the behavior.

behavioral rehearsal Role-playing. The term
behavioral rehearsal is usually used in cases where the
patient is trying to develop a new response pattern.

cognitive-behavioral assessment An assessment
approach recognizing that the person’s thoughts or
cognitions play an important role in behavior.

cognitive-functional approach An assessment
approach that calls for the functional analysis of the
client’s thinking processes. In this approach, the
clinician completes a careful analysis of the
person’s cognitions, how they are aiding or
interfering with performance, and under what
situations this is occurring.

consequent events Outcomes, or events that
follow from the behavior of interest.

controlled observation An observational
method in which the clinician exerts a certain
amount of purposeful control over the events
being observed; also known as analogue behavioral
observation. Controlled observation may be pre-
ferred in situations where a behavior does not
occur very often on its own or where normal
events are likely to draw the patient outside the
observer’s range.

controlled performance technique An assess-
ment procedure in which the clinician places
individuals in carefully controlled performance
situations and collects data on their performance/
behaviors, their emotional reactions (subjectively
rated), and/or various psychophysiological indices.

dysfunctional thought record Completed by
the client, it provides the client and therapist with
a record of the client’s automatic thoughts that are
related to dysphoria or depression.

ecological momentary assessment A new
method of behavioral assessment in which par-
ticipants record their thoughts, feelings, or beha-
viors as they occur in the natural environment.
This is typically accomplished through the use of
electronic diaries.

ecological validity In the context of behavioral
assessment, the extent to which the behaviors
analyzed or observed are representative of a
person’s typical behavior.

electronic diaries A technique used in behavior
assessment in which individuals carry handheld
computers that are programmed to prompt the
individuals to complete assessments at that
moment in time, in participants’ natural
environment.

functional analysis A central feature of behavioral
assessment. In a functional analysis, careful analyses
are made of the stimuli preceding a behavior and the
consequences following from it to gain a precise
understanding of the causes of the behavior.

home observation Observation that is carried
out in the patient’s home by trained observers
using an appropriate observational rating system.
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hospital observation Observation that is carried
out in psychiatric hospitals or institutions using an
observational device designed for that purpose.

observation A primary technique of behavioral
assessment. Observation is often used to gain a
better understanding of the frequency, strength,
and pervasiveness of the problem behavior as well
as the factors that are maintaining it.

observer drift A phenomenon in which observers
who work closely together subtly, and without
awareness, begin to drift away in their ratings from
those of other observers.

organismic variables Physical, physiological, or
cognitive characteristics of the client that are impor-
tant for both the conceptualization of the client’s
problem and the formulation of effective treatments.

psychophysiological measures Used to assess
central nervous system, autonomic nervous system,
or skeletomotor activity. The advantage of psy-
chophysiological measures is that they may assess
processes (e.g., emotional responsivity) that are not
directly assessed by self-report or behavioral
measures, and they tend to be more sensitive
measures of these processes than alternative
measures. Examples include event-related poten-
tials (ERPs), electromyographic (EMG) activity,
electroencephalographic (EEG) activity, and elec-
trodermal activity (EDA).

reactivity In the context of observation, the
phenomenon in which individuals respond to the
fact that they are being observed by changing their
behavior.

role-playing A technique in which patients are
directed to respond the way they would typically

respond if they were in a given situation. The
situation may be described to them, or an assistant
may actually act the part of another person.

sample Behavioral assessment uses a “sample”
orientation to testing—that is, the goal is to gather
examples that are representative of the situations
and behaviors of interest.

school observation Behavioral observation that
is conducted in the school setting. As with home
observation, trained observers rate the patient
using an appropriate observational system.

self-monitoring An observational technique in
which individuals observe and record their own
behaviors, thoughts, or emotions (including informa-
tion on timing, frequency, intensity, and duration).

sign Traditional assessment uses a “sign” approach
to testing—that is, the goal is to identify marks of
underlying characteristics.

situational test A controlled observation tech-
nique in which the clinician places individuals in
situations more or less similar to those of real life
and then observes their reactions directly.

SORC model A model for conceptualizing
clinical problems from a behavioral perspective. In
this model, S the stimulus or antecedent
conditions that bring on the problematic behavior,
O the organismic variables related to the
behavior, R the response or the behavior itself,
and C the consequences of the behavior.

unit of analysis In the context of observation,
the length of time observations will be made
and the type and number of responses that will
be rated.

WEB SITES OF INTEREST

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

9-1 Association for Behavioral and Cognitive
Therapies (ABCT)
http://www.abct.org/Home/

9-2 Association for Behavior Analysis International
(ABAI)
http://www.abainternational.org
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9-3 Division of the Behavior Analysis (Division 25
of the APA)
http://www.auburn.edu/~newlamc/
apa_div25/

9-4 Society for the Experimental Analysis of
Behavior
http://seab.envmed.rochester.edu/society/

9-5 Behavior analysis resources
http://www.coedu.usf.edu/behavior/bares.
htm
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10

Clinical Judgment

FOCUS QUESTIONS

1. What are the advantages and disadvantages of
the clinical approach to prediction?

2. What are the advantages and disadvantages of
the statistical approach to prediction?

3. How can clinical judgment be improved?

4. What are the major obstacles in implementing
statistical prediction procedures?

5. What are the major considerations when pre-
paring a psychological report?
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(ACOAs)
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Vague Reports, Concepts, and Criteria
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Fallacious Prediction Principles
The Influence of Stereotyped Beliefs
“Why I Do Not Attend Case Conferences”

Communication: The Clinical Report
The Referral Source
Aids to Communication
A Case Illustration of a Clinical Report

CHAPTER SUMMARY

KEY TERMS
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A s scientific and objective as clinical psychology
is, it is still virtually impossible to evaluate its

diagnostic and assessment techniques apart from the
clinician involved. The very title of this chapter,
“Clinical Judgment,” is enough to suggest that clin-
icians sometimes use inferential processes that are
often far from objective. The process, accuracy,
and communication of clinical judgment are still
very often extremely personalized phenomena.

In this chapter, we examine some of the means
by which the clinician puts together assessment data
and arrives at particular conclusions. In addition, we
discuss the accuracy of clinical judgments and
impressions. Finally, we examine briefly the
method by which the results of assessment are typi-
cally communicated—the clinical report.

PROCE SS AND ACCURAC Y

Our discussion of clinical judgment begins with its
basic element—interpretation.

Interpretation

Interpretation is an inferential process that takes up
where assessment leaves off. The interviews have
been completed; the psychological tests have been
administered. Now, what does it all mean, and
what decisions are to be made?

At the very least, clinical interpretation or judg-
ment is a complex process. It involves stimuli—an
MMPI-2 profile, an IQ score, a gesture, a sound. It
also involves the clinician’s response. “Is this patient
psychotic?” “Is the patient’s behavior expressive of a
low expectancy for success?” Or even “What is the
patient like?” It also involves the characteristics of
clinicians such as their cognitive structures and the-
oretical orientations. Finally, situational variables
enter into the process. These can include every-
thing from the type and range of patients to the
constraints that the demands of the setting place
on predictions. For example, a clinician in a

university mental health center may make a range
of recommendations—from hospitalization to psy-
chotherapy to just taking time away from school—
whereas a clinician in a prison setting may be
limited to many fewer options.

The Theoretical Framework. As mentioned
throughout this book, clinical psychologists strive
to discover the etiology, or origins, of psychological
problems and to understand patients so that they
can be helped. Clinical problems can be conceptu-
alized in a variety of ways (e.g., behavioral, cogni-
tive, psychodynamic). The kinds of interpretations
made by a Freudian are vastly different from those
made by a behavioral clinician. Two clinicians
may each observe that a child persistently attempts
to sleep in his mother’s bed. For the Freudian,
this becomes a sign of an unresolved Oedipus
complex. For the behaviorist, the interpretation
may be in terms of reinforcement. Indeed, one
way in which clinicians can evaluate interpretations
is by examining their consistency with the theory
from which they are derived. The number of inter-
pretations that can be made from a set of observa-
tions, interview responses, or test data is both
awesome and bewildering. By adopting a particular
theoretical perspective, clinicians can evaluate inter-
pretations and inferences according to their theoret-
ical consistency and can also generate additional
hypotheses.

Theory and Interpretation

Currently, clinicians may be assigned to three very
broad interpretive classes. First, there are the behav-
ioral clinicians. As we have seen, the strict behav-
iorist avoids making inferences about underlying
states and instead concentrates on the behavior of
the patient. The behavioral clinician typically seeks
patient data based on personal observation or on
direct reports from the patient or other observers.
These data are regarded as samples.

A second group of clinicians prides themselves
on being empirical and objective. In particular,
these clinicians are likely to use objective tests to
predict to relatively specific criteria. For example,
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will scores from tests A, B, and C predict success in
college, therapy outcome, or aggressive outbursts?
This psychometric approach to interpretation, as we
shall see a bit later, is especially useful when the
criteria being predicted are crisp and well articu-
lated. In general, this approach uses data as corre-
lates of something else—for example, a score at the
95th percentile on test X may be related to recidi-
vism in prisoners. The psychometrically oriented
clinician is most concerned with standardized tests
and their norms, regression equations, or actuarial
tables.

A third group of clinicians is more comfortable
with a psychodynamic approach. This was once a
popular orientation in clinical psychology. The
psychodynamic approach strives to identify inner
states or determinants. Data from projective tests,

unstructured clinical interviews, and other sources
are viewed as signs of an underlying state. A broad,
often highly impressionistic picture of the patient is
drawn, although in many instances subtle norma-
tive assertions are made.

Quantitative Versus Subjective

Approaches

Quietly embedded in the preceding discussion are
two distinct approaches to clinical judgment and
interpretation. First is the quantitative or statistical
approach, which emphasizes objectivity and is pre-
sumably free from fuzzy thinking. Second is the
subjective or clinical approach, which adherents claim
is the only method to offer truly useful interpreta-
tions and predictions.

Clinical psychologists must collect, integrate, and interpret data from multiple sources.
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The Quantitative, Statistical Approach. An
empirically based psychologist relies on data to
make clinical judgments. These data may come
from the scientific literature in clinical psychology
or from the clinician’s own observations and data
collection with the patient. For instance, if a clini-
cian believes that a child’s oppositional behavioral is
due to a desire to get attention from a withdrawing,
emotionally “flat” parent, the clinician could learn
in the scientific literature that parents’ depressive
symptoms indeed longitudinally predict increases
in children’s oppositional behavior. Moreover, the
clinician may collect information on the level of
parents’ depressive symptoms using a standardized
checklist, and on the child’s level of oppositional
behavior using observations, a checklist, or struc-
tured interview. Using a simple statistical approach,
it would be possible to test the clinician’s hypothesis
and present the results to parents as a way of helping
them explain one contributing factor to their child’s
escalations in oppositional behavior.

A particular caution to bear in mind, however,
is that while statistics and scientific findings may
help to understand the relationships between vari-
ables in general, they do not offer an answer that is
equally applicable to every situation, or every per-
son. For instance, even though the research litera-
ture suggests that parents’ level of childhood peer
popularity generally is associated with their child’s
level of peer popularity, this does not mean that
every child will be similar to their parents. In
other words, the empirical approach offers informa-
tion that raises the probability of a certain interpreta-
tion or outcome, but it does not guarantee that this
interpretation is correct. It is very important that
empirically based clinicians use data and scientific
evidence to help inform their decisions and to
ensure that they are using well-established knowl-
edge to guide their thinking about a case. How-
ever, one must always consider factors that may
limit the applicability of data-based findings to a
single, specific individual. We do not have data
on every community, every type of diagnosis and
comorbidity, or every possible cultural factor that
may influence clinical interpretations.

The Subjective, Clinical Approach. The clinical
approach is much more subjective, experiential, and
intuitive. Here, subjective weights based on experi-
ence suffice. The emphasis is on the application of
judgment to the individual case. The classical
notion is that “clinical intuition” is not readily ame-
nable to analysis and quantification. It is a private
process in which clinicians themselves are some-
times unable to identify the cues in a patient’s test
responses or verbalizations that led them to a given
conclusion or judgment.

Once, for example, in the course of a Rorschach
administration, a patient said, “This looks like a
Christmas tree.” What did this mean? Perhaps noth-
ing. Or perhaps it indicated a career in forestry. Or
perhaps it suggested an underlying sadness or depres-
sion in a person with few friends or family with
whom to enjoy the approaching holiday season. In
this case, the last interpretation was later supported
by the patient during a discussion of his family back-
ground. The clinical student who had made the cor-
rect interpretation in a training exercise explained
her reasoning as follows: “It was near the Christmas
season; there were several references in the TAT to
remote family figures; I remembered how I always
seem to become a little sad during Christmas; it
suddenly popped into my head, and I just knew
with complete certainty that it was true—it simply
felt right!”

This example illustrates several things about
clinical interpretation. First, such interpretation
involves a sensitive capacity to integrate material.
The astute clinical psychologist pays attention to
the wide range of events that characterize the
patient’s behavior, history, other test responses,
and so on. A clinician must function a bit like the
detective who takes in everything at the scene of
the crime and then makes a series of inductive or
deductive generalizations that link these observa-
tions together. In addition, there is often a willing-
ness in the clinician to see a bit of him- or herself in
the patient—a kind of assumed similarity that
enables the clinician to utilize his or her own expe-
rience in interpreting the behavior and feelings of
another.
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Unfortunately, the presentation of this example
has been one-sided. Little has been made of the clin-
ical student who believed that the Christmas tree
suggested an interest in forestry. Therefore, consider
two additional observations. First, there are individ-
ual differences in clinical sensitivity. Second, for
every instance of brilliant and sensitive clinical infer-
ence, there probably lurks in the unrecalled recesses
of memory an equally impressive misinterpretation.

Clinical interpretation, then, involves the sen-
sitive integration of many sources of data into a
coherent picture of the patient. It also fulfills a
hypothesis-generating function that is best served
by guidance from a well-articulated theory of per-
sonality. But it behooves responsible clinicians to
make every effort to articulate the cues involved
in their judgments and to explicate the manner in
which they make the leap from cues to conclusions.
It is not enough to be good clinicians. There is also
a responsibility to pass on these skills to others.

The Case for a Statistical Approach

A quantitative, statistical approach to clinical judg-
ment is particularly effective when the outcome or
event to be predicted is known and specific. Indeed,
in such cases, additional clinical data of an impres-
sionistic nature usually add little. This is especially
true when dealing with fairly large numbers of per-
sons and when the percentage of correct predictions
is more important than the correct prediction of the
performance of any one individual. Were the task
solely one of predicting the grades of an incoming
class of college freshmen, the clinician would be well
advised to use the objective data of high school
grades and ability test scores. Because good grades
in college can generally be predicted from ability
and its previous effective use, more ubiquitous and
subtle personality factors may add little.

Many of the failings in purely subjective, clinical
approaches result from the tendency to depend on
vague criteria. Too often, a clinician will make the
following judgment: The patient, based upon
MMPI-2 Scale 7 scores, will benefit from psycho-
therapy. This vague statement contains no explicit

referents. What constitutes benefit? Will the conclu-
sion that the patient has or has not benefited from
therapy be based on the patient’s own assertions or
on the therapist’s judgment? The loose conceptuali-
zation of the foregoing prediction precludes an
empirical test. But suppose that the clinician explicitly
defined the outcome as, say, remaining in rational-
emotive therapy for 12 months, coupled with a ther-
apy success rating of 7 or higher (on a 10- point scale)
by an outside observer? Then it might be possible to
develop a formula based on objective interview or
test criteria that would successfully predict to a
defined universe of therapists.

Clinical terms are often used loosely and with-
out explicit meaning. An objective, statistical
approach forces greater specification of meaning
that should eventually lead to more specific predic-
tions which could be represented in formulas. This
would attenuate much of the unreliability of judg-
ment inherent in more intuitive approaches.

Another reason for adopting the statistical
approach is that so many clinical descriptions
seem applicable to everyone. As noted in a previ-
ous chapter, personality descriptions should show
incremental utility; they must reveal something
beyond what everyone knew before the assess-
ment began. More precisely, clinicians must
develop descriptions of their patients that are
meaningful and will lead to explicit predictions.
Too often, however, clinicians make interpreta-
tions that seem valid but in actuality characterize
everybody. This is known as the Barnum effect—a
notion that goes back to a report distributed by
D. G. Paterson that was later cited by Meehl
(1956). Barnum statements appear to be self-
descriptive, but in reality, they describe almost
everyone and are not very discriminative. For
example, who would deny the personal relevance
of the following statements?

At times, I am unsure of my sexual maturity.

I am not always as confident as most people
think I am.

Often, I keep my real feelings to myself unless I
am around people I like.
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Box 10-1 discusses the Barnum effect in more
detail.

By moving toward quantification, the statistical
approach could eliminate much of the unreliability
in clinical judgment. Objectively derived formulas,
explicit norms, weighted predictors and regression
equations, and carefully stated descriptions and

predictions could combine to replace the fallibilities
of clinical judgment with a standardized procedure
that will minimize errors.

Why, then, do not more clinical psychologists
adopt the statistical approach? There are probably
many reasons some people find statistical approaches
distasteful. Dawes (1979) describes three such reasons.

BOX 10-1 Focus on Clinical Applications
An Example of a “Barnum Effect”: Purported Characteristics of Adult Children of
Alcoholics (ACOAs)

Logue, Sher, and Frensch (1992) examined whether
the apparent widespread acceptance of personality
descriptions of ACOAs was due, at least in part, to a
Barnum effect (following Barnum’s edict: “A circus
should have a little something for everybody”).
Barnum-like statements apply to almost everyone and
therefore appear to be self-descriptive. In reality,
however, they are descriptive of people in general and
lack both a discriminative ability and clinical utility.

Authors of several popular books on ACOAs have
proposed that parental alcoholism produces negative
effects on the family, leading to a host of problems in
children of alcoholics once they become adults. These
include feelings of guilt, shame, insecurity, low self-
esteem, and powerlessness as well as problems coping
with emotions and intimate relationships. Logue et al.
hypothesized that these descriptors have gained pop-
ularity because they not only describe ACOAs but also
tend to be descriptive of people in general.

Two groups of undergraduates (ACOAs and non-
ACOAs) were asked to rate personality profiles as to how
self-descriptive they were. These profiles consisted of six
personality statements (e.g., “In times of crisis, you need
to take care of others.”). There were two personality
profile types: (a) ACOA personality profile, consisting of
personality statements drawn from the ACOA literature,
and (b) Barnum personality profile, consisting of person-
ality statements drawn from several existing personality
inventories and used in previous Barnum research. These
profileswerematchedonoverall levelof social desirability
(assessed through an independent sample). Briefly, results
of the Logue et al. study indicated that ACOA profiles
were rated as highly self-descriptive by both ACOA parti-
cipants and non-ACOA participants. The authors con-
cluded that these popular personality descriptors appear
to have a Barnum-like quality and, therefore, lack validity
as specific descriptors of ACOA individuals.

What are the clinical implications of these and
related findings? Clinicians (and consumers) should be

wary of test interpretations and clinical interpretations
that are so general as to fit most anyone. If a single
interpretation (e.g., “When under sufficient stress, you
get irritable”) fits many people, then it is probably not
going to be helpful in providing a specific characteri-
zation of any one client. Furthermore, it will probably
not be helpful in informing the appropriate treatment
choice or predicting response to treatment.

P.T. Barnum
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Take a situation in which a student is denied
admittance to graduate school because of the appli-
cation of such empirical predictors as GPA and
Graduate Record Examination (GRE) test scores.
First, Dawes notes, some will argue with such pre-
dictors on technical grounds. They claim that the
indices are short-term and rather unprofound. The
plea “I just know I could succeed if they would
only give me a chance” is less an argument than
an expression of hope. The antistatistical argument
often claims that there are expert judges “out there
somewhere” who could do as well or even better
than formulas. But somehow, these experts never
seem to be produced!

Second, this approach may be rejected for psy-
chological reasons. Many persons easily remember
those instances in which their intuition was right
but conveniently forget those occasions when it
was wrong. To take another example, a clinician
may unconsciously work harder with a client for
whom the clinician has predicted success in therapy.
A positive outcome will then prove to the clinician
that his or her clinical hunch was right!

Third, there are ethical sources of resistance.
Some people have the idea that reducing an appli-
cant to a set of numbers is unfair or dehumanizing.
Dawes (1979) discusses this argument:

No matter how psychologically uncompel-
ling or distasteful we may find their results to
be, no matter how ethically uncomfortable
we may feel at “reducing people to mere
numbers,” the fact remains that our clients
are people who deserve to be treated in the
best manner possible. If that means—as it
appears at present—that selection, diagnosis,
and prognosis should be based on nothing
more than the addition of a few numbers
representing values or important attributes,
so be it. To do otherwise is cheating the
people we serve. (p. 581)

The Case for a Clinical Approach

The difficulty with a statistical approach that relies
on prediction models or regression equations is that
clinical psychologists would need a multitude of

them to function as clinicians. The field currently
does not have well-established, cross-validated for-
mulas to predict therapy outcomes, make interpre-
tations during the course of a therapy session, or
recommend a special class rather than institutionali-
zation. Should the clinician suggest bibliotherapy, a
hobby, a marriage counselor, a trial separation, or
what? The busy, harried clinician does not have
available a regression equation for even important
decisions, let alone the pedestrian judgments that
must continually be made. It was Meehl (1957)
who long ago said, “Mostly we will use our
heads, because there just aren’t any formulas”
(p. 273). Unfortunately, the situation has not
changed much since Meehl made this observation.

Of course, when specific outcomes are to be
predicted and the clinician has enough time to
develop good formulas, the clinician can easily be
outperformed by those formulas. We will review
this evidence shortly. However, even here, the
clinician’s judgment can add something in some
instances, especially when the sample is relatively
homogeneous. Suppose, for instance, that the for-
mula for selecting students for graduate training
depends solely on Graduate Record Examination
scores and undergraduate grades. The formula
would probably do quite well in selecting from an
initial, heterogeneous sample of applicants those
who will do well. However, from that point on,
clinical judgments regarding motivation or person-
ality features may be quite helpful in further dis-
criminating among those selected. That is, the
final sample is so selective that previous grades and
test scores may not be very discriminating. Clinical
inferences may become useful after the initial
screening because they provide extra data that relate
to success in training. Holding large amounts of
data in our heads and integrating them are not
what we humans excel at (Dawes, 1979). Clinicians
should use computers and formulas for that and save
their own mental powers for what they do excel
at—selecting what to look at and deciding what
to do with the results.

Another important contribution involves the
clinician’s function as a data gatherer. For example,
it may turn out to be important to know about
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certain patient characteristics for purposes of predic-
tion. However, it may not be possible to uncover
those characteristics without extensive interviewing
or some in-depth interpretation based on test
results. As a further example, several facets of a
patient’s life history data may suggest to a sensitive
clinician that the patient could be prone to making
violent sexual assaults on women. Although clinical
psychology does not have a reliable regression
equation to predict such assaults, the data uncov-
ered by an astute clinician could be important.
Thus, at present, certain data may be discoverable
only through extensive clinical investigation. Pre-
dictive formulas work best when test data are avail-
able. Sometimes, however, tests of the right sort
simply do not exist. When dealing with rare events
(e.g., suicide), the frequency of occurrence is so low
that clinicians cannot develop adequate equations
for them. But rare or not, such events are impor-
tant, and they must be dealt with by clinical
judgment.

Finally, many people would argue that the
power to predict specific outcomes is not the only
goal of science; rather, understanding and describ-
ing phenomena are the overriding goals. Although
there may be some validity to this argument, all too
frequently it can become a rationalization for using
vague terminology and applying equally vague cri-
teria, as noted earlier. The counterargument would
assert that when description and understanding are
couched in explicit terms, with clear-cut referents
and criteria, then prediction will be a natural by-
product.

Comparing Clinical and Actuarial

Approaches

Over the years, many studies have compared the
relative accuracy of clinical and actuarial methods
(Garb, 2005; Grove, Zald, Lebow, Snitz, & Nelson,
2000). Let us now examine some of that work.

Comparison Studies. Sarbin (1943) contrasted
the prediction of academic success for college fresh-
men made by a clerk employing a regression equation

with the predictions made by several counselors. The
regression equation predictors were aptitude test
scores and high school rank. The counselors had
available the two preceding sources of data (but with-
out their mathematical weighting), vocational interest
scores, interview data, and biographical data. Sarbin
(1943) found that the counselors were no better
than the regression equation in their predictions,
even though they had the benefit of much more
information.

Meehl (1954) surveyed a number of the studies
available on clinical versus statistical prediction and
concluded that in “all but one … the predictions
made actuarially [statistically] were either approxi-
mately equal or superior to those made by a clini-
cian” (p. 119). In a later survey of additional
research, Meehl (1965) reaffirmed his earlier con-
clusions. However, Meehl (1954) also observed
that, in several studies, statistical predictions were
made on the same data from which the regression
equations were developed. In short, the formulas
were not cross-validated. As noted earlier, such for-
mulas frequently show a marked reduction in effi-
ciency when they are applied to samples different
from those used in their derivation.

Sawyer (1966) regarded data collected by inter-
view or observation as clinical data. He viewed
inventory, biographical, or clerically obtained data
as statistical or mechanical. Having considered the
methodological problems and the equivocal results
of the studies he examined, Sawyer concluded that
in combining data the mechanical mode is superior
to the clinical mode. However, he also concluded
that the clinical method is useful in the data collec-
tion process. The clinical method can provide an
assessment of characteristics that would not nor-
mally be assessed by more mechanical techniques
of data collection. But once the data (from what-
ever source) are collected, they can best be com-
bined by statistical approaches.

An example of an individual study comparing
clinical and statistical prediction may help further
illustrate the nature of this controversy. One of the
most frequently cited studies of clinical versus statis-
tical prediction was reported by Goldberg (1965).
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In this study, 13 Ph.D.-level staff members and
16 predoctoral trainees were asked to make judg-
ments regarding the diagnostic status of more than
800 patients based on the patients’ MMPI scores.
These judgments were made without any contact
with the patient or any additional information on
the patient. Each judge simply examined the
MMPI profile (scores) for each patient and then
predicted whether the patient was “psychotic” or
“neurotic.” These judgments constituted clinical
predictions because it was left up to each judge as
to how she or he used the MMPI information to
formulate a diagnosis.

In contrast, statistical predictions involved the
application of a variety of algorithms, in which
MMPI scale scores were combined (added or sub-
tracted) in some manner and previously established
cutoff scores for psychosis versus neurosis were
used. In addition, some statistical predictions
involved the application of specified decision rules
based on MMPI high-point codes or other psycho-
metric signs. A total of 65 different quantitatively
based rules were considered.

What were these clinical and statistical predic-
tions compared to in order to assess their accuracy?

In this study, the criterion diagnosis was the psy-
chotic versus neurotic diagnosis provided by each
patient’s hospital or clinic. Thus, the accuracy of
each clinician’s and each statistical algorithm’s pre-
diction was determined by assessing the agreement
between predictions and the actual criterion diag-
noses across all cases.

Table 10-1 presents selected results from this
study. Not all of the statistical indices used are pre-
sented in this table, but it should serve to give the
reader a general impression of the results. First, judges
(clinical prediction) were correct, on average, in 62%
of the cases. It is noteworthy that the trainees’ accu-
racy rate was comparable to that of doctoral-level
clinicians with more years of clinical experience.
Second, a number (14 in all) of statistical indices
(statistical prediction) were comparable to or outper-
formed the judges with regard to overall accuracy of
prediction. Several diagnostic decision rules based on
simple linear combinations of MMPI scale scores
(e.g., Pt – Sc) outperformed the clinicians.

A variety of additional, updated reviews of the
studies pitting clinical versus statistical prediction
have uniformly demonstrated the superiority of sta-
tistical procedures (e.g., Ægisdóttir et al., 2006;

T A B L E 10-1 Accuracy of Clinical Versus Statistical Predictions in Goldberg’s (1965) Study

Source of Prediction Average Accuracy Percentage (n 861)

Clinicians
13 Ph.D.-level staff 62 (range 59 to 65)
16 Trainees 61 (range 55 to 67)
29 Total judges 62 (range 55 to 67)

Statistical Indices
(L Pa Sc) (Hy Pt) 70
Two-point code rules 67
Sc (Hs D Hy) 67
(Pt Sc) 65
High-point code rules 66
(Hy Pa) 61
Pa (Hs D Hy) 62
(Hs Sc) 61
(Pd Pa) (Hs Hy) 63

NOTE: Adapted from Goldberg (1965).
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Dawes, 1979, 1994; Dawes, Faust, & Meehl, 1989;
Garb, 1998; Goldberg, 1991; Grove et al., 2000;
Kleinmuntz, 1990; Meehl, 1986; Wiggins, 1973).
For example, in a comprehensive review of studies
pitting clinical versus statistical prediction, Grove et
al. (2000) reported, once again, that statistical pre-
diction was superior in roughly 50% of the studies,
whereas clinical prediction was superior in only a
small number of studies (approximately 6%). This
trend held true regardless of the judgment task (e.g.,
predicting psychotherapy outcome), type of judges
(physicians vs. psychologists), judges’ amount of
experience, or types of data being combined.
Thus, because it is typically less expensive than clin-
ical prediction (primarily because of the personnel
costs involved), statistical prediction is preferred. As
stated by Meehl (1986):

There is no controversy in social science
that shows such a large body of qualita-
tively diverse studies coming out so uni-
formly in the same direction as this one.
When you are pushing 90 investigations
[this number is dramatically higher as of
2005], predicting everything from the
outcome of football games to the diagnosis
of liver disease, and when you can hardly
come up with a half dozen studies showing
even a weak tendency in favor of the cli-
nician, it is time to draw a practical con-
clusion. (pp. 373–374)

More recently, Garb (2005) reviewed findings
on the accuracy of clinical judgments in five differ-
ent areas: (a) the description of personality and psy-
chopathology; (b) diagnosis; (c) case formulation;
(d) behavioral prediction; and (e) decision making.
Although clinicians seem aware of the official diag-
nostic manual’s description of symptoms of psycho-
pathology and appear to be able to reliably describe
patients in these terms (especially if using structured
diagnostic instruments), they appear much worse at
reliably describing personality features of patients.
This limitation may be due to the relative lack of
structured instruments for personality that are used
in clinical practice, or simply that clinicians tend to

make these judgments based on their own internal,
but not well operationalized, implicit theories of
personality that are based on everyday experience
but not on scientific findings.

In general, clinical case formulations appear
highly subjective and unreliable; data for the case
formulations are often obtained unsystematically
from patients as well as informants. However, such
reports are known to be biased by memory heuristics
and biases that are influenced by the timing of events
and affect associated with events, for example.

The prediction of future behavior is a frequent
issue faced by clinical psychologists (e.g., what is the
likelihood this client will commit an act of vio-
lence?), but we do not appear to be particularly
good at it. Studies suggest that violence is often
overpredicted for certain genders (men) and certain
racial groups (African Americans).

Concerning treatment decisions, there is cur-
rently a great focus on evidence-based assessments
that have demonstrated validity in informing treat-
ment decisions (e.g., see Hunsley & Mash, 2008).

F I G U R E 10-1 Paul Meehl is widely recognized as a
major proponent of the actuarial or statistical approach
to prediction.
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In particular, there is an emphasis on the clinical
utility of these instruments—the extent to which
these measures provide data that improves the deci-
sions made by clinicians as well as the outcomes
experienced by patients. Therefore, clinicians are
encouraged to used evidence-based assessments
with demonstrated utility to inform their own
judgments, as opposed to offering clinical judg-
ments based only on subjective factors (e.g., clinical
intuition, hunches, etc).

Objections to These Findings. Dawes (1994) has
outlined several of the major objections to the large
body of evidence supporting the superiority of statis-
tical prediction, along with responses to each objec-
tion. First, critics argue that several of the individual
studies reviewed contained research design flaws that
may have affected the findings. Dawes (1994) refers
to this as an “argument from a vacuum” because a
possibility is raised, but there is no empirical demon-
stration supporting the possibility. Although every
study has its limitations, it is difficult to imagine
that the opposite conclusion (clinical prediction is
superior) is warranted when practically all of the
studies support statistical prediction.

The second objection concerns the expertise of
the judges/clinicians in these studies. Perhaps they
were not “true” experts, and a study employing
expert clinicians would demonstrate the superiority
of clinical judgment. Although a wide variety of
judges/clinicians were used in these studies, a num-
ber employed recognized “experts”—clinicians with
many years of experience performing the predictive
task in question. There were a few instances in
which an individual clinician performed as well as
the statistical formula, but this was more the excep-
tion than the rule. Thus, there is no compelling
empirical evidence that expert clinicians are superior.
We will return to the issue of whether clinical
experience improves judgment accuracy later.

A third objection is that the predictive tasks were
not representative of prediction situations facing clini-
cians (i.e., not ecologically valid). A clinician’s diagnosis
may not be based only on the MMPI-2, for example,
but also on an interviewwith the patient. Dawes (1994)

argues, however, that the predictive tasks are compo-
nents of what may go on in clinical practice—clinicians
purportedly use the MMPI-2 information to make
predictions. Further, several of the studies demonstrate
that additional information (e.g., interview material)
obtained and used in the judge’s clinical prediction
may actually result in less accurate predictions than
would be the case if the clinician had simply “stuck
with” the statistical formula that was available.

Dawes (1994) goes on to suggest that much of
the negative reaction to the findings is a function of
our human need to believe in a high degree of
predictability in the world. This appears to be both
a cognitive and an emotional need. People have a
built-in tendency to both seek and see order in the
world, and a lack of predictability in the world is
likely to result in some degree of discomfort or emo-
tional distress. However, the need for predictability
does not prove its existence.

Bias in Clinical Judgment. Clinical judgment
suffers when bias of any kind intrudes into the
decision-making process. Bias exists when accuracy
of clinical judgment or prediction varies as a func-
tion of some client or patient characteristic, not
simply when judgments differ according to client
characteristics (Garb, 1997, 1998). For example,
finding that a higher percentage of women than
men are judged to suffer from major depression
would not indicate a bias against women. However,
finding that a higher percentage of women than
men are given this diagnosis when the same symp-
toms are presented would indicate bias.

Garb (1997) reviewed the empirical evidence for
race bias, social class bias, and gender bias in clinical
judgment. Interestingly, he found that many conven-
tionally held beliefs about these types of bias were not
supported. For example, there was little support for
the beliefs that (a) lower-socioeconomic-class patients
are judged to be more seriously disturbed than those
from higher socioeconomic classes or (b) women
patients are judged to be more disturbed or dysfunc-
tional than men patients. However, there was strong
evidence to support the existence of several other
types of bias: (a) Black and Hispanic patients who
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have psychotic mood disorders are more likely to be
misdiagnosed with schizophrenia than are similar
White patients. (b) Even when presenting the same
constellation of symptoms, men are more likely to be
diagnosed as antisocial and women are more likely to
be diagnosed as histrionic. (c) Middle-class patients
are more likely to be referred for psychotherapy than
lower-class patients. (d) Black patients are more likely
to be prescribed antipsychotic medications than
members of other racial groups, even when the
Black patients are not more psychotic.

Garb (1997) made the following recommenda-
tions to help clinicians overcome these and other
biases: (a) Be aware of and sensitive to the biases
that have been documented in the literature.
(b) Attend to the diagnostic criteria in diagnostic
manuals. (c) Whenever possible, use statistical predic-
tion rules instead of clinical judgment or prediction.

Experience and Training. Faust (1986) has noted:

To whom do these studies of low judgment
performance apply? The answer is not that
they apply to hacks or novices alone. There
is limited evidence—in fact, almost none—
that experts or those with exhaustive
experience perform significantly better than
“regulars” or “relative beginners.” (p. 420)

To date, almost all major studies examining this
issue do not support the position that increased clin-
ical experience results in increased accuracy in pre-
diction (Dawes, 1994; Garb, 1989, 1998; Grove et
al., 2000). This seems to fly in the face of conven-
tional wisdom. Why do we not see evidence for the
effect of clinical experience in clinical psychology
and other mental health fields? There are several pos-
sibilities (Dawes, 1994). First, the accuracy of predic-
tions is limited by the available measures and
methods that are used as aids in the prediction pro-
cess. If scores from psychological tests, for example,
are not strongly correlated with the criterion of
interest (i.e., they are not highly valid), then it is
unlikely one could ever observe an effect for clinical
experience. The accuracy of predictions will remain
modest at best and will not depend on how “clini-
cally experienced” the clinician is. Second, we often

cannot define precisely what we are trying to predict
(e.g., “abusive personality”), and no gold standards
for our criteria exist to enable us to assess objectively
the accuracy of our predictions. As a result, true
feedback is impossible, and diagnosticians are not
able to profit from experience. Third, we tend to
remember our accurate predictions and to forget
our inaccurate ones. Therefore, more experience in
the prediction process does not necessarily lead to
increased accuracy because the feedback that is
incorporated is incomplete.

A recent, large-scale meta-analysis of clinical
judgment studies, however, suggested that clinical
experience may slightly improve clinical judgment.
Spengler et al. (2009) analyzed results from 75 studies
of clinical judgment published between 1970 and
1996. To be included, all studies focused on clinical
judgment, clinical judgment bias, or clinical versus
statistical prediction. Further, studies focused on
mental health issues, and judges were graduate-
level trainees or mental health professionals. Clinical
experience was defined by a range of variables across
these studies, including: number of clients seen,
length of treatment, number of psychological tests
administered, number of graduate courses taken,
years in training, level of training, and amount of
clinical supervision received, for example. As for
the nature of the clinical judgment in these studies,
most focused on the clients’ problems, symptoms, or
diagnosis. Other clinical judgments included severity
of the problem, treatment needed, or prognosis.

Across all studies, there is a slight, but significant,
association between level of experience and accuracy
of clinical judgment (weightedmean effect size = .12).
This small effect means that practically, greater clini-
cal experience or training improved judgment accu-
racy by 13%. This is a relatively small improvement
in accuracy, overall. Also interesting is that a number
of factors influenced whether or not clinical experi-
ence significantly improved accuracy.

■ More experienced mental health professionals
were more accurate in diagnosis and in for-
mulating treatment recommendations consis-
tent with empirical guidelines than were those
less experienced.
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BOX 10-2 Clinical Psychologist Perspective: Howard N. Garb, Ph.D.

Dr. Howard N. Garb is Chief of the Psychology Research
Service at Lackland Air Force Base in San Antonio Texas.
Recently awarded the Civilian Meritorious Service Medal
for his work on mental health screening in the military,
he is the associate editor of Military Psychology.

We asked Dr. Garb a few questions about his
background and his views on clinical psychology.

What originally got you interested in the field of
clinical psychology?
I decided to become a clinical psychologist by the time I
was 16. Many of the relatives on my mother’s side of the
family were mental health professionals. In fact, I am a
third-generation mental health professional. In contrast,
my father’s brother died in a mental health hospital as a
young man. He died because of the inappropriate use of
shock treatment—an occurrence that was not unknown
in the 1940s. I decided to become a clinical psychologist
because I enjoyed reading and thinking about psychology
and because I could think of no more interesting work.

Describe what activities you are involved in as a
clinical psychologist.
From 1984 until 2003, I worked as a clinical psychologist
at the Pittsburgh V.A. Health Care System. I saw clients
for interviews, for psychological testing, and for individ-
ual and group therapy. Two of my books were published
during this time: Studying the Clinician: Judgment
Research and Psychological Assessment and What’s
Wrong With the Rorschach? Science Confronts the Con-
troversial Inkblot Test (written with Jim Wood, Teresa
Nezworski, and Scott Lilienfeld). Currently, I am respon-
sible for the mental health screening of all U.S. Air Force
recruits who are beginning basic training (more than
35,000 a year), and I conduct a range of research projects.

What are your particular areas of expertise or interest?
My general area of expertise is psychological assessment.
I am especially interested in the validity of psychological
tests, the validity of judgments made by mental health
professionals, the cognitive processes of clinicians, and
the use of computers for making judgments and deci-
sions. For example, when a clinician says something to a
client, is the clinician likely to be right or wrong?

What are the future trends you see for clinical
psychology?
Computers will become increasingly important in
psychological assessment, just as they will become

increasingly important for society in general. Eventu-
ally, computers will be used to describe personality
traits, make diagnoses, predict behaviors, and make
treatment decisions. However, before computers
transform psychological assessment, it is important
that we understand how, and how well, clinicians
make judgments. It is important to understand some-
thing before one tries to change it.

What are the major lessons clinical psychologists
should learn from studies of clinical judgment?
There are many lessons to learn from studies on clinical
judgment. Clinicians should attend to empirical
research, be aware of and overcome cultural biases, be
wary of some judgment tasks because they may be too
difficult (such as describing defense mechanisms or
making causal judgments), be systematic and compre-
hensive when conducting interviews, attend to diag-
nostic criteria when making diagnoses, make use of
psychological tests and behavioral assessment meth-
ods, consider alternative hypotheses when making
judgments, decrease reliance on memory, and follow
legal and ethical principles.

Results on clinical judgment are neither all posi-
tive nor all negative. Clinicians may be unhappy when
the results of a study are negative. However, only by
examining ourselves can progress be made.

Howard N. Garb
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■ Studies with judgment outcomes that were less
valid had greater effect sizes. In contrast, the
studies that included judgment criteria with the
highest validity on average showed no rela-
tionship between clinical experience and
accuracy of judgment!

■ Finally, studies published in higher-quality
journals tended to higher associations between
experience and judgment.

So, what do we make of these findings? As noted
by Spengler et al. (2009), even though an overall
significant effect was found, “Training and experience
may only improve things modestly for the profes-
sional.” (p. 383) As noted above, the effect size was
quite small by any standards (e.g., typically an effect
size of .20–.30 is considered “small”). So, overall,
these results should be humbling to those that place
great value on clinical experience when making judg-
ments. Second, the finding that larger effects were
reported in studies with less valid criterion measures
of judgment is also disconcerting. Could it be that the
overall effect is primarily due to these lower-quality
studies? Finally, it is important to note that these stud-
ies did not compare clinical and statistical prediction.
Instead, they only addressed whether clinical experi-
ence improved clinical prediction. The general con-
clusion that statistical prediction outperforms clinical
prediction overall remains intact.

As for the virtue of receiving specific types of
professional training, there is not much evidence
to suggest that one profession is superior to an-
other in making accurate diagnostic judgments.
For example, even in differentiating psychological
symptoms that are masking medical disorders from
those without underlying medical disorders, medi-
cal and non-medical practitioners did not differ
in their accuracy (Garb, 2000; Grove et al., 2000;
Sanchez & Kahn, 1991).

All of this research is somewhat sobering for
the field of clinical psychology. However, it is our
professional responsibility to be aware of the limits
of our predictive ability and not to promote the
“myth of experience.” One thing is sure. Clinicians
will continue to make decisions because they have
no choice. The important point is to ensure that

clinical psychologists are as well prepared as they
can be, as well as to train clinical psychologists to
use the best available measures and techniques for a
given prediction situation.

Conclusions

Given the current state of affairs, the following con-
clusions regarding the relative strengths of clinical
and actuarial methods seem warranted.

The clinical approach is especially valuable when:

1. Information is needed about areas or events for which
no adequate tests are available. In this case, the
research fails to offer any evidence that the
data-gathering function of the clinician can be
replaced by a machine.

2. Rare, unusual events of a highly individualized
nature are to be predicted or judged. Regression
equations or other formulas cannot be devel-
oped to handle such events, and clinical judg-
ment is the only recourse.

3. The clinical judgments involve instances for which no
statistical equations have been developed. The vast
majority of instances, in effect, fall into this
category (Garb, 2000). The day-to-day deci-
sions of the clinician are such that the avail-
ability of a useful equation would itself be a
rare and unusual event.

4. The role of unforeseen circumstances could negate the
efficiency of a formula. For example, a formula
might very easily outstrip the performance of a
clinician in predicting suitability for hospital
discharge. In the role of data gatherer, how-
ever, the clinician might unearth important
data from a patient that would negate an oth-
erwise perfectly logical statistical prediction.

The statistical approach is especially valuable
when:

1. The outcome to be predicted is objective and specific.
For example, the statistical approach will be
especially effective in predicting grades, suc-
cessful discharge, vocational success, and similar
objective outcomes.
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2. The outcomes for large, heterogeneous samples are
involved, and interest in the individual case is min-
imal. Having a statistical formula to predict how
many of 50,000 soldiers will receive dishonor-
able discharges from the Army will be highly
useful to the Army, though less so for the
clinician who is dealing with Private Smith.

3. There is reason to be particularly concerned about
human judgmental error or bias. Fatigue, boredom,
bias, and a host of other human failings can be
responsible for clinical error. Often, such effects
are random and unpredictable. Formulas,
equations, and computers never become tired,
bored, or biased.

Much of the controversy over clinical versus
statistical methods has been heated. Each camp
seems to scorn the other. If a formula appears to
do better than intuition, clinicians become threat-
ened and react defensively. Similarly, some
researchers view all clinicians as nothing but

second-rate adding machines when it comes to
making predictions. Such reactions do little to
resolve anything but instead freeze both factions
into positions that prevent either from accepting
the strengths of the other.

The most useful position would seem to be one
that integrates the two approaches. The sensible clini-
cian will use every regression equation, objective test
score, or statistical method that shows promise of
working for a specific task. Such a clinician will fully
understand that clinical data gathering, hypothesis for-
mation, and even intuition will never be totally sup-
planted by a formula. By the same token, the clinician
can take comfort from the fact that even regression
equations must spring from somewhere. Just as some-
one must program a computer, so too must someone
decide which kinds of data should be quantified and
submitted for statistical analysis. Someone must ini-
tially select the tests and the test items. Although for-
mulas can be applied mechanically, their initial
development depends on the clinical psychologist.

BOX 10-3 Focus on Professional Issues: How Do Psychiatrists Make Clinical Decisions?

Like clinical psychologists, psychiatrists engage in clinical
decision making. Furthermore, these decisions are often
based on data gathered from subjective self-reports of
the patient. A recent study (Bhugra, Easter, Mallaris, &
Gupta, 2011) sought to investigate the clinical decision-
making process of psychiatrists by conducting in-depth
interviews of 31 psychiatrists about their own ways of
obtaining, managing, and integrating patient data to
make clinical decisions. The researchers organized their
findings around several themes and stages in the clinical
decision-making process.

Information gathering: Psychiatrists relied heavily
on unstructured psychiatric interviews to gather data,
and they did not routinely use psychological or medical
tests.

Clinical intuition and experience: Psychiatrists
highlighted the importance of using clinical intuition and
hunches in evaluating symptoms and diagnoses of
patients but did cite the use of evidence-based guidelines
when making decisions regarding medication and treat-
ment. Interestingly, novice psychiatrists were more likely
to rely on evidence-based guidelines than were more
experienced psychiatrists, whousedmore clinical intuition.

Uncontrollable factors: Psychiatrists cited the
influence of many “uncontrollable” factors on their
decisions, including limited treatment options at the
facility, the availability of and costs of medications,
patient compliance, and the time available to make the
decision.

Multidisciplinary teams: Psychiatrists indicated
that the opinions of the multidisciplinary team (e.g.,
nurses, psychologists, social workers) frequently influ-
enced the ultimate clinical decision, especially in cases
of uncertainty or high risk.

The investigators concluded that these results
were broadly consistent with the dual-process theory
of decision making, which suggests two approaches
to clinical decision making depending on the famil-
iarity of the situation. When the clinical situation is
familiar, psychiatrists reported relying more on their
own clinical intuition. In contrast, when the clinical
situation was more unfamiliar or uncertain, psychia-
trists tended to rely more on an analytical approach
to decision making that involved evaluating the evi-
dence base for the decision and gathering additional
input.
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I MPR OVIN G JUD GMENT

AND INTERPRETAT ION

In this chapter, and in preceding chapters on inter-
viewing and assessment, we have discussed a variety of
factors that can reduce the efficiency and validity of
clinical predictions and interpretation. One cannot
presume to lay down a series of prescriptions that
will lead inevitably to perfect performance. Let us,
however, call attention to several factors that are
important to keep in mind as one moves from data
to interpretation to prediction. Although the perfor-
mance of clinicians has not been good, there are ways
of making improvements (Faust, 1986; Garb, 1998).

Information Processing

As clinicians process assessment information, they
are often bombarded with tremendous amounts of
data. In many instances, this information can be
difficult to integrate because of its volume and
complexity. Clinicians must guard against the ten-
dency to oversimplify. It is easy for them to over-
react to a few “eye-catching” bits of information
and to ignore other data that do not fit into the
picture they are trying to paint. Whether the pres-
sure comes from an overload of information or
from a need to be consistent in inferences about
the patient, clinicians must be able to tolerate the
ambiguity and complexity that arise from patients
who are inherently complex.

The Reading-in Syndrome

We commented in an earlier chapter that clinicians
sometimes tend to overinterpret. They often inject
meaning into remarks and actions that are best
regarded as less than deeply meaningful. Because
clinicians are set to make such observations, they
can easily react to minimal cues as evidence of psy-
chopathology. What is really amazing is that the
world gets along with so many “sick” people out
there. It is so easy to emphasize the negative rather
than the positive that clinicians can readily make
dire predictions or interpretations that fail to take
the person’s assets into account. Garb (1998) points

out that clinicians who do evaluate clients’ strengths
and assets in addition to assessing pathology and
dysfunction are less likely to pronounce clients as
maladjusted or impaired.

Validation and Records

Too often, clinicians make interpretations or pre-
dictions without following them up. If clinicians fail
to record their interpretations and predictions, it
becomes too easy to remember only the correct
ones. Taking pains to compare the clinician’s view
with that of professional colleagues, relatives, or
others who know the patient can also help to refine
interpretive skills.

Vague Reports, Concepts, and Criteria

One of the most pervasive obstacles to valid clinical
judgment is the tendency to use vague concepts and
poorly defined criteria. This process, of course, cul-
minates in psychological reports that are equally
vague. Under these conditions, it can be very diffi-
cult to determine whether clinicians’ predictions
and judgments were correct (which may be why
some of them use such shadowy terminology!).
To combat this problem, Garb (1998) recommends
that clinicians use structured interviews, structured
rating scales, objective personality tests, and behav-
ioral assessment methods to inform their clinical
judgment and predictions.

The Effects of Predictions

Sometimes predictions turn out to be in error not
because they were based on faulty inferences, but
because the predictions themselves influenced the
behavioral situation. For example, a prediction
that a patient would have difficulty adjusting at
home after release from the hospital may have
been correct. However, the patient’s relatives may
have accepted the prediction as a challenge and
therefore provided an environment that was more
conducive to the patient’s adjustment than it would
have been in the absence of the prediction. Thus,
the very act of having made a judgment may serve
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to alter the clinician’s own behavior or that of
others.

Prediction to Unknown Situations

Clinical inferences and predictions are likely to be
in error when clinicians are not clear about the
situations to which they are predicting. Inferring
aggression from the TAT is one thing; relating it
to specific situations is another. Furthermore, no
matter how careful and correct clinicians are, an
extraneous event can negate an otherwise perfectly
valid prediction. Take the following example from
the Office of Strategic Services (OSS, a predecessor
to the Central Intelligence Agency) assessment
program:

One high-ranking OSS officer, while
operating abroad, received a letter from a
friend of his in America informing him
that his wife had run off with the local
garage man, leaving no message or address.
As a result the officer’s morale, which had
formerly been high, dropped to zero. The
assessment staff could predict that a small
percentage of men would have to cope
with a profoundly depressing or disquiet-
ing event of this sort, but, again, it was not
possible to guess which of the assessees
would be thus afflicted. (OSS Assessment
Staff, 1948, p. 454)

Common sense should suggest that to accurately
predict a person’s behavior, the clinician must con-
sider the environment in which that behavior will
take place. This is also a tenet of behavioral assess-
ment. However, clinicians are frequently asked to
make predictions based on only imprecise and
vague information regarding the situation in which
their patient will be living or working.

In a hospital setting, a clinician may be
requested to provide a prerelease workup on a
given psychiatric patient. But the information avail-
able to the clinician will too often cover only gen-
eral background, with supplementary descriptions
of individual differences. Investigators agree that
such data are subject to a ceiling effect that will

allow correlations of no better than .30 to .40
between the data and subsequent behavior (e.g.,
Mischel, 1968). To say the least, correlations of
that magnitude leave a great deal to be desired.
Therefore, personality data alone are likely to be
insufficient in many prediction situations.

Fallacious Prediction Principles

In some instances, intuitive predictions can lead
clinicians into error because they ignore the logic
of statistical prediction. Intuitive predictions often
ignore base rates, fail to consider regression effects,
and assume that highly correlated predictors will
yield higher validity (Garb, 1998; Kahneman &
Tversky, 1973). For example, suppose that a clini-
cian is assessing a patient by collecting samples of
behavior in a variety of situations. Even though
observations reveal an extremely aggressive person,
the clinician should not be surprised to learn that
eventually the person behaves in a non-aggressive
fashion. Regression concepts should lead one to
expect that exceptionally tall parents will have a
shorter child, that brilliant students sometimes do
poorly, and so on.

In addition, clinicians’ own confidence can
sometimes be misleading. For example, Kahneman
and Tversky (1973) showed that individuals are
more confident when they are predicting from cor-
related tests. More specifically, although clinicians are
often more confident of their inferences when they
stem from a combination of the Rorschach, the
TAT, and the MMPI rather than from a single test,
Golden (1964) could find no evidence to support this
confidence. The reliability and validity of clinical
interpretations did not increase as a function of
increasing amounts of test data. One should always
seek to corroborate one’s inferences, but it would be
a mistake to believe that the validity of inferences is
inevitably correlated with the size of the test battery.

The Influence of Stereotyped Beliefs

Sometimes clinicians seem to interpret data in terms
of stereotyped beliefs (Chapman & Chapman, 1967).
For example, Golding and Rorer (1972) found that

CL IN ICAL JUDGMENT 299



certain clinicians believed that anal responses on the
Rorschach indicated homosexuality, and they were
extremely resistant to changing their preconcep-
tions even in the face of intensive training to the
contrary. Such research is a reminder that clinicians
must constantly be on guard against any tendency
to believe that certain diagnostic signs are inevitably
valid indicators of certain characteristics.

Another example comes from a survey of the
effects of clients’ socioeconomic status on clinicians’
judgments (Sutton & Kessler, 1986). A sample of
242 respondents read case histories identical in all
respects except that the client was placed in differ-
ent socioeconomic classes. When the client was
described as an unemployed welfare recipient with
a seventh-grade education, clinicians predicted a
poorer prognosis and were less likely to recom-
mend insight therapy.

“Why I Do Not Attend Case

Conferences”

In an engaging paper, Meehl (1977) lists a variety of
reasons he gave up attending case conferences. He
catalogs a number of fallacies that often surface at
such meetings. Most of them are entirely relevant
to the interpretive process generally. The following
synopsis of a few of Meehl’s examples provides
something of their general flavor:

■ Sick-sick fallacy: the tendency to perceive people
very unlike ourselves as being sick. There is a
tendency to interpret behavior very unlike our
own as maladjusted, and it is easier to see
pathology in such clients.

■ Me-too fallacy: denying the diagnostic signifi-
cance of an event in the patient’s life because it
has also happened to us. Some of us are nar-
cissistic or defensive enough to believe we are
paragons of mental health. Therefore, the more
our patients are like us, the less likely we are to
detect problems.

■ Uncle George’s pancakes fallacy: “There is nothing
wrong with that; my Uncle George did not
like to throw away leftover pancakes either.”

This is perhaps an extension of the previous
fallacy. Things that we do (and by extension,
things that those close to us do) could not be
maladjusted; therefore, those like us cannot be
maladjusted either.

■ Multiple Napoleons fallacy: There was only one
Napoleon, despite how strongly a psychotic
patient may feel that he or she is also
Napoleon. An objection to interpreting such a
patient’s belief as pathological is buttressed by
the remark, “Well, it may not be real to us, but
it’s real to him (or her)!” Further, “Everything
is real to the person doing the perceiving. In
fact, our percepts are our reality.” If this argu-
ment were invoked consistently, nothing could
possibly be pathological. Even the patient with
paranoid schizophrenia who believes aliens are
living in his nasal passages would be normal
because, after all, this is reality for him.

■ Understanding it makes it normal fallacy: the idea
that understanding a patient’s beliefs or beha-
viors strips them of their significance. This trap
is very easy for clinicians to fall into. Even the
most deviant and curious behavior can some-
how begin to seem acceptable once we con-
vince ourselves that we know the reasons for its
occurrence. This may not be unlike the rea-
soning of those who excuse the criminal’s
behavior because they understand the motives
and poor childhood experiences involved.

COMMUNICAT ION :

THE CL IN ICAL REPORT

To this point, we have discussed the process of clini-
cal judgment in assessment. The clinician has com-
pleted the interview, administered the tests, and read
the case history. The tests have been scored, and
hypotheses and impressions have been developed.
The time has come to write the report. This is the
communication phase of the assessment process.

Long ago, Appelbaum (1970) has characterized
the role of the assessor as sociologist, politician,
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diplomat, group dynamicist, salesperson, artist, and
yes, even psychologist. As a sociologist, the assessor
must assay the local mores to aid in the acceptance
of the report and to direct the report to those most
likely to implement it. In some instances, this may
mean interacting directly with hospital personnel to
convince them of the validity of the report and to
encourage them to act on it. These interactions may
involve ward attendants, nurses, psychiatrists, and
others. Such persuasion may at times seem more suit-
able for a politician or a diplomat than for a clinician.

One should not accept the role of clinical
huckster. However, there are certainly times
when reports will have to serve the function of
convincing reluctant others. Not everyone is will-
ing to regard the clinician as a purveyor of wisdom
and unadulterated truth. Ideally, of course, the evi-
dence for clinicians’ conclusions and the tightness of
their arguments will be reasons enough for accept-
ing their descriptions and recommendations.

There is no single “best format” for a report.
The nature of the referral, the audience to which
the report is directed, the kinds of assessment proce-
dures used, and the theoretical persuasion of the cli-
nician are just a few of the considerations that may
affect the presentation of a clinical report. What one
says to a psychiatrist is likely to be couched in lan-
guage different from that directed to a school official.
The feedback provided to the parents of a child with
mental retardation must be presented differently
from the feedback given to a professional colleague.
In Table 10-2, we present a sample outline of a
psychological test report (Beutler, 1995).

The Referral Source

The major responsibility of the report is to address
the referral question. The test report should carefully
and explicitly answer the questions that prompted
the assessment in the first place. If the referral ques-
tions cannot be answered or if they are somehow
inappropriate, this should be stated in the report
and the reasons given for this judgment. In some
(perhaps most) instances, contradictions will be
inherent in the assessment data. Although the clini-
cian must make every effort to resolve such

contradictions and present a unified view of the
patient, there are instances in which such resolution
is not possible. In those instances, the contradictions
should be described. Distortion in the service of
consistency is not a desirable alternative.

There are often secondary readers of clinical
reports. For example, although the primary report
may be sent to the referring person (a psychiatrist, a
school, another clinician, or an agency), a secondary
reader may be an agency administrator, a program
evaluator, or a research psychologist. In specific cir-
cumstances, it may be necessary or even desirable to
prepare a special report for such people. In any event,
a clinical report does not always serve an exclusively
clinical or direct helping function. It can also be use-
ful in assisting an agency to evaluate the effect of its
programs. It can likewise be useful from the stand-
point of psychological research. Information in clini-
cal reports can often be helpful in validating tests or
the interpretations and predictions made from tests.
Such data can sometimes provide a baseline against
which to compare subsequent change in the patient
as a function of various forms of intervention.

Aids to Communication

The function of a report is communication. The
following are some suggestions for enhancing that
function.

Language. One should not resort to jargon or to
a boring and detailed test-by-test account of patient
responses. Again, it is important to recall the nature
of the referral source. In general, it is probably best
to write in a style and language that can be under-
stood by the intelligent layperson. Of course, what
is jargon or excessively technical is partly in the eye
of the beholder. A considerable amount of technical
language can be tolerated in a report sent to a pro-
fessional colleague whom one knows. On the other
hand, technical jargon has no place in a report that
is going to a parent. The terms intertest scatter and
Erlebnistypus (a somewhat obscure Rorschach
index) may be all right for another clinician, but
they should not appear in a report sent to a junior
high school counselor.
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Individualized Reports. We observed earlier in
this chapter the importance of avoiding the
Barnum effect, and it is appropriate to repeat the
point here. The distinctive (be it current character-
istics, development, or learning history) is preferred
over the general. To say “Jack is insecure” hardly
distinguishes him from 90% of all psychotherapy
patients. To say that Jack’s insecurity stems from a

history of living with several different relatives as a
child and that it will become particularly acute
whenever he must make a decision that will
take him away (even temporarily) from wife and
home is considerably more meaningful. In this
case, a general characteristic has been distinctly
qualified by both antecedent and subsequent
conditions.

T A B L E 10-2 Sample Outline of Psychological Report

I. Identifying information
A. Name of patient
B. Sex
C. Age
D. Ethnicity
E. Date of evaluation
F. Referring clinician

II. Referral question

III. Assessment procedures

IV. Background
A. Information relevant to clarifying the referral question
B. A statement of the probable reliability/validity of conclusions

V. Summary of impressions and findings
A. Cognitive level

■ Current intellectual and cognitive functioning (e.g., ideation, intelligence, memory, perception)
■ Degree (amount of) impairment compared to premorbid level
■ Probable cause of impairment

(By end of this subsection, referrer should know whether the patient has a thought disorder, mental
retardation, organicity.)

B. Affective and mood levels
■ Mood, affect at present—compare this with premorbid levels
■ Degree of disturbance (mild, moderate, severe)
■ Chronic vs. acute nature of disturbance
■ Lability—how well can the person modulate, control affect with his/her cognitive resources?

(By end of this subsection, referrer should know whether there is a mood disturbance, what the patient’s
affects are, and how well controlled his/her emotions are.)

C. Interpersonal–intrapersonal level
■ Primary interpersonal and intrapersonal conflicts, and their significance
■ Interpersonal and intrapersonal coping strategies (including major defenses)
■ Formulation of personality

VI. Diagnostic impressions
A. Series of impressions about cognitive and affective functioning, or
B. The most probable diagnoses

VII. Recommendations
A. Assessment of risk, need for confinement, medication
B. Duration, modality, frequency of treatment

SOURCE: Beutler, L. E., "Integrating and communicating findings," in L. E. Beutler & M. R. Berren (Eds.), Integrative Assessment of Adult Personality
(pp. 25–64). Copyright © 1995 Guilford Publications, Inc. Reprinted with permission.
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The Level of Detail. The question often arises as
to how detailed a report should be. Again, the
answer depends largely on the audience. In general,
however, it seems desirable to include a mix of
abstract generalities, specific behavioral illustrations,
and some testing detail. For example, in reporting
depressive tendencies, a few illustrations of the test
responses that led to the inference would be in
order. A few of the relevant behavioral observations
that were made during testing could also be quite
helpful. A certain amount of detail can give readers
the feeling that they can evaluate the clinician’s
conclusions and interpretations. The exclusive use
of abstract generalities places the reader at the
mercy of the clinician’s inferential processes.

Some Comments on the Antonio Ramirez
Report. The primary function of a report is com-
munication. It should not be an ego trip for the
writer. In general, the report on Antonio Ramirez
could be read and understood by a layperson; it
included little of a technical nature. However,
some of the language used (e.g., “intense inner
experiences,” “reality testing”) may only be familiar
to other mental health professionals.

Another positive feature is the level of detail.
The report begins with some background material,
along with references to the patient’s accounts of
his behavior and feelings. It also includes some
behavioral observations by the clinician. It then
moves to a discussion of test responses and some

A Case Illustration of a Clinical Report

To illustrate several of the points that this chapter has
made regarding clinical judgment and communication,
let us consider a specific clinical case report (Corbishley &
Yost, 1995, pp. 322–340).

Identifying Information
Name: Antonio Ramirez
Date of birth: 7/4/62
Sex: Male
Dates of examination: 8/22/94, 8/23/94

Referral Question
Antonio Ramirez, a 32-year-old Latino male, is a ser-
geant with the Detroit, Michigan, Police Department,
currently working as a narcotics officer. In the past few
weeks, he has exhibited signs of stress but has refused
to take sick leave, claiming that there is nothing
wrong. He was referred by his commanding officer for
psychological assessment to determine the extent to
which recent events in Mr. Ramirez’s life may have
affected his ability to continue with his present duties.

Assessment Procedures
Mr. Ramirez’s personnel file and the referring physi-
cian’s report were reviewed, and Mr. Ramirez reluc-
tantly agreed to allow his wife, Donna, to be
interviewed. On August 22, 1994, Mrs. Ramirez was
interviewed for 1 hour while her husband took the
Minnesota Multiphasic Personality Inventory–2 (MMPI-
2). He complained of headache and blurred vision,
which he claimed prevented further assessment that

day. He returned the next day for a 1-hour interview,
after which he completed the Rorschach and the
Wechsler Adult Intelligence Scale–Revised (WAIS-R).

Background
Mr. Ramirez is currently living with his wife of 8 years,
a 6-year-old daughter, and a 4-year-old son. He has
been employed by the Detroit Police Department since
1984 and has a satisfactory record. In general his health
is good, and he expresses satisfaction with his job and
marriage. His social life is limited, which he attributes
to the fact that as a police officer he is viewed with
unease by potential friends, and also to the unpredict-
able hours he must work.

He has good relationships with his siblings but
sees them rarely, as they all live in distant parts of the
country. He has no hobbies and spends his limited
spare time at home, occasionally playing with his chil-
dren, but primarily maintaining his house and yard. His
relationship with his wife is by his report close, but he
says they rarely discuss feelings and he would not bur-
den her with his worries. His wife describes him as a
good husband, faithful, even-tempered, and a loving
father, but she says he takes life too seriously, and
would like him to learn to have more fun.

Mr. Ramirez was raised by his mother in consider-
able poverty, his father having died in an industrial
accident when Antonio was 8 years old. He remembers
his father as “stern, but you knew he loved you.” He

(Continued )

C L IN ICAL JUDGMENT 303



describes his mother as “always worn out, always sad.”
At the time of his father’s death, there were three
younger children, ages 5 years, 3 years, and 6 months.
Mr. Ramirez early took on the role of family supporter,
working after school and on weekends to add to the
family income, and helping to discipline his younger
siblings. He remembers his development years as “not
much fun, a lot of struggling to survive.”

At school he was an isolate because of his work
schedule and also because he was determined to com-
plete his education, and thus had no time for “fooling
with the guys.” He learned to fight in self-defense
when necessary, to pursue his own course, and to per-
sist at whatever he tried. His sexual development was
unremarkable. Since his mother seemed already to be
burdened and since he had no close friends, he learned
to keep problems and feelings to himself. After 2 years
of college he entered the police academy, attracted by
the discipline and structure of the organization and
the opportunity to defend the public. On the police
force he acquired a reputation for being fair, even-
tempered, tough, and completely dependable, but not
an easy person to get close to—indeed, almost fright-
ening in his self-sufficiency.

In the last 3 months, he has experienced a number
of disturbing events. His partner was wounded during
a raid; Mr. Ramirez himself was shot at, though not
injured, while making a routine traffic check; his wife
was attacked, though not raped or physically harmed,
on the way home from work one evening; and he was
the first on the scene to discover two children under
the age of 5 beaten to death in a “crack” house.

This accumulation of violence appears to have
affected Mr. Ramirez in several ways. He has had sev-
eral uncharacteristic outbursts of temper at minor
frustrations; on one occasion, to the distress of his fel-
low officers, he fired his police weapon with insuffi-
cient provocation. Somatic symptoms include a 15-
pound weight loss over the past 2 months, and
(according to his wife) restless sleep and nightmares
several times a week. In addition, he has become irra-
tionally overprotective of his family, refusing to let the
children visit friends’ houses, and angrily demanding
that his wife stop work. At work he appears jumpy and
distractible, to an extent that has become a concern to
his fellow officers. When doing work requiring close
attention, he has, on several occasions, developed a
headache. Several of his written reports, usually
meticulously completed, have contained careless errors
and omissions. He has refused to discuss any of these

incidents or their impact with his partner, his immedi-
ate supervisor, or the police-appointed physician.

When asked about these unusual behaviors, Mr.
Ramirez denied that he had changed and claimed that
people were exaggerating. On probing, he admitted
that sometimes, when he is involved in unrelated daily
activities, he gets flashbacks (especially to the scene
with the dead children), but claimed that they neither
upset him nor made him lose concentration. He attrib-
uted his weight loss and restless sleep to the hot sum-
mer weather, and insisted throughout the assessment
process that he is “fine,” that the events of the past
months are just part of his job and of life, and that he
is capable of continuing to work as before.

Reliability and Validity of Conclusions
At various points in the evaluation, Mr. Ramirez
became agitated and appeared irritated; he jokingly
accused the examiner of trying to make him remember
“things best forgotten.” In unstructured situations (the
Rorschach), he produced fewer responses as the test
proceeded. It is likely that his high level of arousal
affected the validity of his responses to unstructured
materials. He had fewer complaints regarding struc-
tured materials (the MMPI-2), but indices of validity
indicate an effort to present himself in a favorable
light and to deny pathology. During intellectually
challenging tasks (the WAIS-R), he appeared to try
hard and was minimally distracted.

All external evidence indicates that Mr. Ramirez’s
behavior over the past few weeks represents a consid-
erable departure from premorbid levels of functioning,
despite his denials. The results of procedures should
therefore be interpreted in the light of objective
information from external sources.

Summary of Impressions and Findings
On both days of assessment, Mr. Ramirez arrived
punctually, in full uniform and meticulously groomed.
Whether standing or sitting, he held himself rigidly
and made little movement, as if at attention. He made
eye contact infrequently and briefly, and spoke in a
clear, quite loud, monotone voice, often pausing
before speaking, and rarely expanding upon his
answers without prompting. Even when he spoke of
his inner experiences, he gave the impression of a per-
son making a formal report to a superior. Only while
he was responding to unstructured material was there
a sense that his responses were spontaneous.

A Case Illustration of a Clinical Report (Continued )
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Intellectually, this man is functioning within the
“bright normal” range of intelligence, but at a consid-
erably lower level than previous assessment has indi-
cated. In normal circumstances, he thinks carefully and
logically (though unimaginatively), and is capable of
sustained intellectual efforts. At the present time, he is
easily distracted by intense inner experiences. Strong
affect and mental images of unpleasant recent events
appear to intrude on his problem-solving efforts and
reduce his cognitive efficiency. Thus, his concentration
and memory are somewhat impaired; recognizing this,
he makes halting and ineffective efforts to overcome
and compensate. These efforts produce increased phys-
ical tension, which may account for his somatic symp-
toms. It is likely that his reality testing is somewhat
impaired under conditions of high stress, especially the
stress of perceived threats to his sense of competence or
to the welfare of others; under these conditions, his
cognitive controls may be insufficient to prevent his
becoming overwhelmed by internal or external stimuli.
There is no evidence of a thought disorder, and it is
likely that he can return to premorbid levels of func-
tioning if he receives appropriate treatment.

Mr. Ramirez’s mood is normally bland, almost stoic,
with mild expression of emotions appropriate to the sit-
uation. He rarely exhibits anger, and, indeed, generally
manages his affective experiences so as to avoid arous-
ing strong feelings in himself. He is, however, capable of
great emotional intensity, the expression of which he
views as weakness, both in himself and in others. His
greatest fear is the loss of self-control, since he believes
such control to be the prime means of attaining satis-
faction in life. Typically, he maintains control over his
emotions by avoidance, withdrawal, and denial—even at
home, where he feels less need to protect himself. He
attempts to prevent both his wife and his children from
expressing intense or prolonged affect, both positive
and negative. He is experienced by others as emotionally
insulated, but not cold or threatening.

Currently, he is reacting with unusual intensity to
mild stimuli, and there are indications that he is
experiencing acute dysphoria, with barely suppressed
rage and frustration. It is apparent that his normal
controls over affect are becoming less effective,
though he continues to deny either the existence of
strong emotion or his own inability to contain it. Since,
as a police officer, he must work in daily contact with
situations that are bound to elicit unpleasant emo-
tions, and since he will never be able to completely
protect his family from all harm, it is likely that his
emotions will intensify and that his control will weaken
further. A breakdown of control may manifest itself in
more severe somatic complaints or in hostile and

aggressive action, or in both. It is clear that Mr.
Ramirez’s current method of dealing with recently
encountered stresses is increasingly ineffective.

Mr. Ramirez is generally conforming and conven-
tional, with a need for structure and a strong sense of
morality, loyalty, and responsibility to others. He per-
forms best, and experiences a strong sense of compe-
tence and self-confidence, in situations where both
role and task are clear. He has a need to be—and to be
seen as—strong, effective, and in control. To this end,
he is planful, vigilant, persistent, and determined, set-
ting goals for himself and pursuing them in an orga-
nized manner. When difficulties arise, he tackles them
immediately, directly, and actively, and is impatient
with ambiguous resolutions to problems. On the other
hand, he demonstrates a lack of flexibility and a ten-
dency to be dogmatic and domineering, especially with
those he views as inferior or in need of his protection.
Because of his confidence and competence, others tend
to trust, rely on, and respect him, but they find him
emotionally distant and hard to know. Because of
these attitudes and behaviors, Mr. Ramirez is, in gen-
eral, a highly competent police officer.

In his personal life, both his single-minded pursuit
of goals and his refusal to acknowledge intense affect
make for a rather joyless and dogged existence. His
need to avoid appearing vulnerable and his tendency
to enjoy solitary pursuits keep him from an active social
life, and he experiences considerable discomfort in
what appear to him to be purposeless social occasions.
Only in his most intimate relationships is he able to
relax to some degree—for example, when playing with
his children. He has a strong sense of the importance of
family, and generally adheres to a traditional view of
the male’s role as provider and protector. Thus, the
recent attack on his wife was experienced by Mr.
Ramirez as a severe and multifaceted threat, calling for
immediate action. Because he had no control over the
situation and has no way to control future, similar
situations, Mr. Ramirez feels helpless and vulnerable to
a degree that is extremely difficult for him to tolerate.

Diagnostic Impressions
This man’s premorbid functioning is likely to have been
characterized by mild social phobia, a tendency to
restrict affective experiences and expression, and a
somewhat rigid personality structure. However, it is
likely that he was generally effective in daily living,
with stable work and personal relationships. Recent
changes in his affect, behavior, and cognitive func-
tioning appear directly related to several severe

(Continued )
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inferences from them. Following that, several inte-
grative statements are made.

At the same time, occasional examples of
Barnum statements are apparent in the report—for
example, “It is likely that his reality testing is some-
what impaired under conditions of high stress.”
There were also occasional predictions or statements
that were somewhat vague. For example, how
would one validate the prediction “It is likely that
he can return to premorbid levels of functioning if
he receives appropriate treatment?” In many cases, it
is unclear what test data were used to support the
stated interpretations and predictions. Were these

based on MMPI-2, WAIS-R, or Rorschach results?
What specific test scores from any or all of these
measures were used as the basis for these
statements?

Despite these few critical comments, we want
to emphasize that this report has many more
strengths than it has limitations. Reports will vary
with regard to structure, style, and language. What
is most important, however, is that the test report
contribute to an increased understanding of the
patient so that the appropriate course of action/
treatment can be undertaken. After all, that is the
primary goal of psychological assessment.

CHAPTER SUMMARY

Clinicians are an integral part of diagnosis and
assessment. Clinicians make important decisions as
to what data are gathered, how they are gathered,
and how they are interpreted. Data can be viewed
as a sample of behavior, as a sign of some

underlying condition, or as a correlate of other
behavioral or emotional constructs. Likewise, inter-
pretations can take many forms, ranging from the
more straightforward and less inferential to the
highly complex and highly inferential variety.

psychosocial stressors. He re-experiences these events;
avoids stimuli associated with the events; and suffers
from loss of interest in significant activities, poor con-
centration, exaggerated startle response, and intense
irritability. These symptoms having persisted for at
least 1 month. A diagnosis of Post-Traumatic Stress
Disorder is warranted.

Axis I 309.89, Post-Traumatic Stress Disorder

Axis II No diagnosis on Axis II

Axis III None

Axis IV Psychosocial stressors: Injury of partner; wife
attacked; discovery of dead children in
“crack” house
Severity: 4–5 (acute events)

Axis V Global Assessment of Functioning (GAF):
Current, 53; highest past year, 75

Recommendations
Mr. Ramirez’s responses to his environment are increas-
ingly atypical and therefore unpredictable. His current

assignment requires self-discipline and cool judgment,
which he may no longer be able to produce reliably at
premorbid levels. Furthermore, he has apparently
almost no insight into his condition, is experiencing
anger, and is capable of acting aggressively. It is
recommended, therefore, that he be relieved of those
duties that involve direct confrontation with violence or
danger to himself or to others, with return to active
duty contingent upon psychological change.

It is further recommended that Mr. Ramirez seek
behavioral psychotherapy—in a group, if possible—that
takes a self-management approach. His defensiveness,
self-sufficiency, assumption of a conventional male role,
and resistance to psychological material indicate that he
is unlikely to be a good candidate for insight-oriented
psychotherapy, which he would be likely to see as evi-
dence of personal failure. However, it is essential that
he learn to modify his need to control every aspect of
life, especially if he wishes to continue his present career
path. The behavioral/self-management approach seems
most likely to present the process of self-examination
and change in an acceptable light.

A Case Illustration of a Clinical Report (Continued )
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Clinical psychology has for some time debated
the merits of clinical (subjective) versus statistical
(objective, quantitative) prediction. Research
clearly supports the statistical approach to clinical
prediction. Although intuitively appealing, clinical
prediction is subject to a variety of biases (e.g., race,
social class, and gender), may lead to unwarranted
overconfidence, and is characterized by unreliability
and validity problems. However, objective decision
rules and statistical algorithms are not available for
most of the prediction tasks that face clinicians.
Therefore, clinical judgment and clinical prediction
are often required.

We offer a number of recommendations to
improve the reliability and validity of clinical judg-
ments: (a) Consider all available information, and do
not ignore inconsistent data. (b) Consider clients’ or
patients’ strengths and assets as well as pathology and

dysfunction. (c) Document all predictions, try to eval-
uate their accuracy, and use this information as feed-
back. (d) Use only structured interviews, structured
rating scales, objective personality tests, and behavioral
assessment methods to gather data. (e) Consider the
client’s situation and environment before making pre-
dictions. (f) Consider base rates and regression effects.
(g) Do not let one’s level of confidence influence pre-
diction. (h) Be aware of and guard against stereotyped
beliefs and illusory correlations.

The clinical report serves as the major form of
communication to convey the findings from a clin-
ician’s assessment and evaluation. The report should
address the referral questions and use language that is
tailored to the person or persons who will be reading
the report. Finally, the report should contain infor-
mation that is detailed and specific to the client and
should avoid vague, Barnum-like statements.

KEY TERMS

Barnum effect A term applied in cases where
statements that appear to be valid self-descriptions
in actuality characterize almost everybody.

clinical interpretation A complex, inferential
process in which the clinician considers the
information at hand (e.g., interview data, test
results) to conceptualize the problem and deter-
mine a course of action.

correlates Related variables. Clinicians employ-
ing a correlational orientation to patient data focus
on the presumed behavioral, attitudinal, or emo-
tional correlates of specific results.

quantitative or statistical approach An
approach to clinical judgment and interpretation
that uses formulas and statistical models (already
derived) to make predictions about clinical out-
comes. Once the formulas have been established,
this approach involves no clinical decision making
at all.

referral question The question about the patient
that prompted the assessment.

samples Specimens of behavior. One orientation
to patient data views these data as samples of a
larger pool of information about the patient.

signs Markers of underlying characteristics. One
orientation to patient data regards these data as
signs of some underlying state or trait.

stereotyped beliefs Fixed beliefs (e.g., about
certain diagnostic signs, about certain demo-
graphically defined groups) that may influence
clinical judgment.

subjective or clinical approach An approach to
clinical judgment and interpretation that is largely
intuitive and experiential. Subjective or clinical
interpretation requires that the clinician be sensitive
to information from a wide range of sources and
make a series of inductive or deductive generalizations
to link the observations and predict the outcome.

CL IN ICAL JUDGMENT 307



This page intentionally left blank 



P A R T I I I

Clinical Interventions

11 Psychological Interventions

12 Psychotherapy: The Psychodynamic Perspective

13 Psychotherapy: Phenomenological and
Humanistic-Existential Perspectives

14 Psychotherapy: Behavioral and Cognitive-Behavioral Perspectives

15 Group Therapy, Family Therapy, and Couples Therapy

309



This page intentionally left blank 



11

Psychological Interventions

FOCUS QUESTIONS

1. What is psychological treatment or interven-
tion? Does psychotherapy work?

2. What is the difference between evidence-based
treatment (EBT) and evidence-based practice
(EBP)?

3. What patient or therapist variables have been
shown to be related to psychotherapy
outcome?

4. What are the typical phases or steps
involved in clinical intervention? Describe
each phase.

5. What are the major issues to consider when
designing a psychotherapy research study?

6. What conclusions can be drawn from the major
comparative studies of different forms of
psychotherapy?

CHAPTER OUTLINE

Intervention Defined

Does Psychotherapy Help?
BOX 11-1: Clinical Psychologist Perspective:

Martin E. P. Seligman, Ph.D.

Evidence-Based Treatment and Evidence-Based
Practice

Features Common to Many Therapies
BOX 11-2: Clinical Psychologist Perspective:

Dianne L. Chambless, Ph.D.

Nature of Specific Therapeutic Variables
The Patient or Client
BOX 11-3: Focus on Professional Issues: Cultural

Competence
The Therapist

Course of Clinical Intervention
Initial Contact
Assessment
The Goals of Treatment
Implementing Treatment
Termination, Evaluation, and Follow-up
BOX 11-4: Focus on Clinical Applications: Infor-

mation Patients Have a Right to Know

Stages of Change

Psychotherapy Research
BOX 11-5: Focus on Professional Issues: Eysenck’s

Bombshell
Issues in Psychotherapy Research
Comparative Studies
Process Research
Recent Trends
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Some General Conclusions

CHAPTER SUMMARY

KEY TERMS

WEB SITES OF INTEREST

I n this chapter, we provide a general description of
psychotherapy, describe its major features, discuss

issues about its efficacy and effectiveness, and present
an introduction to psychotherapy research. The focus
is on a broad overview of some of the major features
shared by different methods of clinical intervention.
These interventions go by many different names:
psychodynamic therapy, cognitive therapy, group
therapy, family therapy, behavior therapy, existential
therapy, and on and on. In some ways, each has a set
of unique defining characteristics or is directed
toward specific kinds of problems. In subsequent
chapters, we will focus on these defining characteris-
tics. Here, however, our attention is directed toward
shared features rather than differences.

IN TERVENT ION DEF INED

In a most general way, psychological intervention is a
method of inducing changes in a person’s behavior,
thoughts, or feelings. Although the same might also
be said for a TV commercial or the efforts of teachers
and close friends, psychotherapy involves intervention
in the context of a professional relationship—a
relationship sought by the client or the client’s guar-
dians. In some cases, therapy is undertaken to solve a
specific problem or to improve the individual’s capac-
ity to deal with existing behaviors, feelings, or thoughts
that impair functioning at work, school, or in relation-
ships. In other cases, the focus may be more on the
prevention of problems than on remedying an existing
condition. In still other instances, the focus is less on
solving or preventing problems than it is on increasing
the person’s ability to take pleasure in life or to achieve
some latent potential.

Over the years, many definitions of the inter-
vention process have been offered. As often as not,
the terms intervention and psychotherapy have been
used interchangeably. A rather typical general

definition of psychotherapy was provided years
ago by Wolberg (1967):

Psychotherapy is a form of treatment for
problems of an emotional nature in which
a trained person deliberately establishes a
professional relationship with a patient
with the object of removing, modifying or
retarding existing symptoms, of mediating
disturbed patterns of behavior, and of
promoting positive personality growth and
development. (p. 3)

Wolberg’s definition includes such words as
symptoms and treatment, and his subsequent elaboration
of the definition gives it a distinctly medical flavor.
Yet, overall, the definition is not much different from
one offered by a more psychologically oriented clini-
cian (Rotter, 1971a, p. 79): “Psychotherapy … is
planned activity of the psychologist, the purpose of
which is to accomplish changes in the individual that
make his life adjustment potentially happier, more
constructive, or both.” J. D. Frank (1982) elaborates
this general theme as follows:

Psychotherapy is a planned, emotionally
charged, confiding interaction between a
trained, socially sanctioned healer and a
sufferer. During this interaction the healer
seeks to relieve the sufferer’s distress and
disability through symbolic communica-
tions, primarily words but also sometimes
bodily activities. The healer may or may
not involve the patient’s relatives and
others in the healing rituals. Psychotherapy
also often includes helping the patient to
accept and endure suffering as an inevitable
aspect of life that can be used as an
opportunity for personal growth. (p. 10)

Granted, these definitions are rather broad.
Practitioners of such specific approaches as psycho-
dynamic therapy, rational-emotive therapy, client-
centered counseling, cognitive therapy, Gestalt
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therapy, and other forms of psychological treatment
will rightly note that such definitions hardly convey
the essence of their unique “brand” of therapy.

DOES PSY CHOTHERAPY H ELP?

Before we describe in more detail the goals and fea-
tures of psychotherapy, a general question needs to
be addressed. Does psychotherapy work? There are
two issues to address when answering this question,
the efficacy of a treatment and the effectiveness of a
treatment. A treatment is considered efficacious to
the extent that the average person receiving the
treatment in clinical trials is demonstrated to be sig-
nificantly less dysfunctional than the average person
not receiving any treatment (e.g., those on a waiting
list for treatment). Efficacy studies place a premium on
internal validity by controlling the types of clients in
the study, by standardizing the treatments, and by
randomly assigning patients to treatment or no-
treatment groups. Efficacy studies often take place
in a research lab or university clinic where a group
of prescreened clients can participate. Often the
group of clients is homogeneous, and they may be
paid to participate. Therapists in efficacy studies often
are trained graduate students or mental health pro-
fessionals who receive very close supervision. In con-
trast, effectiveness studies emphasize external validity
and the representativeness of the treatment that is
administered. These studies can look more like
“real-world” treatment, as compared to efficacy
studies. A range of clients and range of therapists
(sometimes with varied training and supervision)
are included. A treatment is considered effective to
the extent that clients report clinically significant
benefit from it. Effectiveness studies may or may
not include control groups or random assignment.
The focus is on whether a typical client receiving
the treatment as is typically administered reports clin-
ically significant relief or benefit.

Both advocates (e.g., Lambert & Bergin, 1994;
Lambert & Ogles, 2004) and critics (e.g., Dawes,
1994) agree that empirical evidence supports the effi-
cacy of psychotherapy. Of course, this does not mean
that everyone benefits from psychotherapy. Rather,

on average, individuals who seek out and receive
psychotherapy achieve some degree of relief. For
example, a frequently cited meta-analytic review of
more than 475 psychotherapy outcome studies
reported that the average person receiving psycholog-
ical treatment is functioning better than 80% of those
not receiving treatment (Smith, Glass, & Miller,
1980). We will discuss this study and other reviews
of psychotherapy outcomes in a later section focusing
on psychotherapy research methods.

There are fewer studies of the effectiveness of
psychotherapy, however. One major survey on the
benefits of psychotherapy deserves mention. The
November 1995 issue of Consumer Reports (“Mental
Health,” 1995) summarized the results of a survey of
4,000 readers who had sought treatment for a psy-
chological problem from a mental health profes-
sional, family doctor, or self-help group during the
years 1991–1994. Most of the respondents were well
educated, their median age was 46 years, and about
half were women. Of this sample, 43% described
their emotional state at the time that treatment was
sought as “very poor” (“I barely managed to deal
with things”) or “fairly poor” (“Life was usually
pretty tough”). The 4,000 respondents presented
for treatment of a wide range of problems, including
depression, anxiety, panic, phobias, marital or sexual
problems, alcohol or drug problems, and problems
with children. The major findings were as follows:

■ Psychotherapy resulted in some improvement
for the majority of respondents. Those who felt
the worst before treatment began reported the
most improvement.

■ As for which types of mental health professionals
were most helpful, psychiatrists, psychologists,
and social workers all received high marks. All
appeared to be equally effective even after
controlling for severity and type of psychological
problem.

■ Respondents who received psychotherapy
alone improved as much as those who received
psychotherapy plus medication as part of their
treatment.

■ In this survey, longer treatment (more sessions)
was related to more improvement.
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These findings are both interesting and provoc-
ative. This survey, however, is limited in a number
of respects, and we must be cautious in our general-
izations. For example, few respondents reported
severe psychopathology (e.g., schizophrenia), and
reports were both retrospective and based solely on
the clients’ self-reports. In addition, the percentage
of potential respondents who returned the survey
was relatively low, raising the possibility of an unrep-
resentative sample. Further, readers of this publica-
tion may not be particularly representative of the
general U.S. population. Despite these limitations,
the Consumer Reports survey provides some support

for the contention that psychotherapy works. It
represents the largest study to date that has assessed
“the effectiveness of psychotherapy as it is actually
performed in the field with the population that actu-
ally seeks it, and it is the most extensive, carefully
done study to do this” (Seligman, 1995, p. 971).

EV IDENCE -BASED TREATMENT

AND EVIDENCE -BASED PRACT ICE

Many other studies have been conducted to deter-
mine whether psychotherapy works and also,

BOX 11-1 Clinical Psychologist Perspective: Martin E. P. Seligman, Ph.D.

Martin E. P. Seligman is the Zellerbach Family Professor
of Psychology at the University of Pennsylvania. He is a
leading authority on learned helplessness, explanatory
style, and optimism and pessimism. He has published
25 books and more than 250 scholarly articles on
motivation and personality. Over the last 30 years of
his research career, he has received support from the
National Institute of Mental Health, the National Insti-
tute of Aging, the National Science Foundation, the
Guggenheim Foundation, and the MacArthur Founda-
tion; in 1991, he won the coveted Merit Award from
the National Institute of Mental Health. His colleagues
have recognized his achievements by presenting him
with prizes such as the Zubin Award of the Society for
Research in Psychopathology, the William James Fellow
Award of the American Psychological Society, and two
Distinguished Scientific Contribution Awards from the
American Psychological Association. Dr. Seligman
recently served as president of the American Psycho-
logical Association.

The central theme of Dr. Seligman’s work has
been recognizing our explanatory style— what we say
to ourselves when we experience setbacks—and how it
influences our lives. He has identified effective tech-
niques to transform negative thoughts and unlearn
helplessness and to rise above pessimism and the
depression that may accompany these negative
thoughts. With years of research behind him, he has
demonstrated how we can boost our moods, and
immune systems, with healthful thoughts. In What You
Can Change and What You Can’t (Seligman, 1994),

he pinpoints what techniques and therapies will work
best to effect change and also identifies what condi-
tions we should stop trying to change. The Optimistic
Child (Seligman, Reivich, Jaycox, & Gillham, 1995), pre-
sents research he and his colleagues have done to show
how depression in children can be prevented. They
propose a program that parents and educators can use
to identify the danger signs of pessimism in children
and teach them the skills of thinking optimistically. His
most recent book, Flourish (2011), details the Positive
Psychology movement, of which he is a founder.

Martin E. P. Seligman
Dr

.M
ar

tin
E.

P.
Se

lig
m

an
,P

sy
ch

ol
og

y
De

pt
.,

Un
iv

.P
en

n

314 C H A P T E R 11



whether some approaches to psychotherapy are
more likely to produce benefit than other
approaches. Perhaps of greatest interest in clinical
psychology today is the question of whether
evidence-based treatments (i.e., psychotherapies
that have been shown to work better than no treat-
ment) are more efficacious, and are more effective,
than other therapies (Kazdin, 2008).

It is important to make a distinction, though,
between evidence-based treatment and evidence-
based practice (Kazdin, 2008). Evidence-based treat-
ment (EBT; originally called empirically supported
or empirically validated treatment) refers to those
interventions or techniques that have produced
significant change in clients and patients in con-
trolled trials. In other words, these interventions
have been shown to be efficacious by comparing
those that receive the treatment to those from a
control group. A treatment is deemed an EBT
based on efficacy studies supporting its positive
effects on patients. Evidence-based practice
(EBP) is a broader category in that it includes
treatments informed by a number of sources,
including scientific evidence about the interven-
tion, clinical expertise, and patient needs and pre-
ferences (APA, 2006; Kazdin, 2008). So, EBP is
not the same as EBT; the latter designation
comes solely from the results of controlled clinical
trials (see Figure 11-1).

Evidence-based practice has always been a
topic of interest to health care providers; physi-
cians, nurses, and members of many other allied
fields have been interested in whether the treat-
ments they provided had demonstrated effects.
Clinical psychologists became especially interested
in this question in the 1980s and 1990s, however,
when health care reforms placed greater pressure
upon psychologists to demonstrate that their ser-
vices “worked.” Particularly important for psy-
chologists was whether the treatments that
clinicians provided were better or worse than the
treatments that could be provided in the fields of
psychiatry, social work, or many other mental
health disciplines (e.g., counseling, marriage and
family therapy, etc.).

However, some clinical psychologists resisted
the idea of evidence-based practice, arguing that
therapy was an “art” and the factors that changed
as a result of therapy would be difficult to define
and measure scientifically. Many thought that the
examination of certain therapeutic approaches as
compared to others would not be possible.

In 1995, the Society of Clinical Psychology, a
division of the American Psychological Associa-
tion, disseminated criteria to evaluate whether spe-
cific approaches to treatment had established
scientific support to suggest that they could reduce
psychological symptoms (see Table 11-1). Initially

Clinical 
Expertise

Evidence
Based Practice

Evidence Based
Treatment

Patient 
Characterisitics,

Values, Preferences

F I G U R E 11-1 Empirically based practice (EBP) is informed by information about evidence-based treatments
(EBTs), a clinician’s own expertise, and a patient’s own characteristics, values, and preferences.
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referred to as “empirically validated treatments,”
later discussed as “empirically supported treat-
ments,” and now more broadly referred to as
“evidence-based treatments,” these criteria have
been used in many research studies to help deter-
mine whether certain therapeutic approaches may
be especially useful for reducing mental health
symptoms. These criteria have been adapted over
the years, but the basic framework remains intact.
Therapeutic approaches are categorized as “Well
Established,” “Probably Efficacious,” and “Exper-
imental” or “Possibly Efficacious.” Over time, less
emphasis has been placed upon the use of manuals
to guide treatment, but the need for internal valid-
ity and consistency in how treatments are admin-
istered remains.

A recent example of a meta-analysis (i.e., a sta-
tistical examination of multiple studies combined;
discussed in more detail below) offers a good exam-
ple of work done to examine evidence-based treat-
ments as compared to others. In 2006, John Weisz,
Amanda Jensen-Doss, and Kristin Hawley com-
bined the results from 32 clinical trials that had
been conducted to understand the effects of psy-
chotherapy with youth. In each of these clinical
trials, an evidence-based therapeutic approach was
compared to an alternate approach (i.e., “usual
care”). Their study allowed for an examination of
therapy efficacy and effectiveness, as some of the
studies that were examined involved typical care
in a usual setting and some involved a therapy
that was administered in a research lab. These

T A B L E 11-1 Criteria for Empirically Validated Treatments

Well-Established Treatments
I. At least two good group design studies, conducted by different investigators, demonstrating efficacy in one or

more of the following ways:
A. Superior to pill or psychological placebo or to another treatment.
B. Equivalent to an already established treatment in studies with adequate statistical power (about 30 per group;

cf. Kazdin & Bass, 1989).

OR

II. A large series of single case design studies demonstrating efficacy. These studies must have:
A. Used good experimental designs and
B. Compared the intervention to another treatment as in I.A.

FURTHER CRITERIA FOR BOTH I AND II:

III. Studies must be conducted with treatment manuals.
IV. Characteristics of the client samples must be clearly specified.

Probably Efficacious Treatments
I. Two studies showing the treatment is more effective than a waiting-list control group.

OR

II. Two studies otherwise meeting the well-established treatment criteria I, III, and IV, but both are conducted by the
same investigator. Or one good study demonstrating effectiveness by these same criteria.

OR

III. At least two good studies demonstrating effectiveness but flawed by heterogeneity of the client samples.

OR

IV. A small series of single case design studies otherwise meeting the well-established treatment criteria II, III, and IV.

Experimental Treatments
Treatment not yet tested in trials meeting task force criteria for methodology.

SOURCE: Chambless, D. L., Baker, M., Baucom, D. H., Beutler, L. E., Calhoun, K. S., et al. (1998). Update on empirically validated therapies, II. Clinical Psy-
chologist, 51 (1), 3–16.
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studies also included youth who experienced psy-
chological symptoms with a wide range of severity
and samples of youth from varied ethnic back-
grounds. This meta-analysis therefore allowed for
an examination of whether evidence-based practice
offers advantages over other therapeutic approaches,
as well as whether the proposed benefits of
evidence-based approaches remained even among
youth who experienced severe psychopathology,
among youth from ethnic minority backgrounds,
and among youth who received treatment in differ-
ent types of settings. Main findings included:

■ Youth who received evidence-based treatment
had better outcomes than 62% of youth who
received usual care.

■ At long-term follow-up (up to 2 years later),
the better outcomes for youth who received
evidence-based practice were maintained as
compared to youth who received other thera-
peutic approaches

■ The differences in effects between evidence-
based treatments and other approaches were not
due to the tendency for studies of evidence-
based approaches to involve (1) more active
homework assignments; (2) research therapists;
(3) fewer comorbid samples; (4) university-based
settings; (5) samples with less severe psychopa-
thology; or (6) fewer ethnic minority youth.

Research findings such as these suggest that
there are several psychological treatments that
indeed seem to “work.” Moreover, there is good
reason to suspect that some approaches to treatment
may be more efficacious than others. However,
there is still much work to be done to determine
whether specific treatments may be particularly
effective for some individuals, diagnoses, or con-
texts than others (Kazdin, 2008).

FEATURES COMMON TO

MA NY THER AP IES

The apparent diversity among psychotherapies can
sometimes lead us to overlook the marked

similarities among them. One reason is that the pur-
veyor of a new brand of psychotherapy must
emphasize the special features of the new product.
Bringing forth a minor variation of an old thera-
peutic theme would be unlikely to capture any-
one’s interest. Yet most psychotherapies have a
great deal in common.

Hundreds of “brands” of psychotherapy have
been identified. Some work, whereas others proba-
bly do not. Nevertheless, most involve a set of com-
mon factors that cuts across various theoretical and
therapeutic boundaries. Researchers may disagree
as to how influential common factors are in effect-
ing therapeutic change in patients (Bjornsson, 2011;
David & Montgomery, 2011; Wampold, 2001).
For example, Wampold (2001) suggests that com-
mon factors account for the overwhelming majority
of effects attributed to psychotherapy. Others,
while acknowledging that common factors do
play a major role in therapeutic change, argue that
factors specific to particular types of intervention
(e.g., changing cognitions and thoughts in
cognitive-behavioral therapy for depression) are
responsible for significant therapeutic change
above and beyond what can be accounted for by
common factors. As we mentioned previously, our
focus in this chapter primarily will be on common
factors, whereas factors specific to particular brands
of therapy will be discussed later in their own
respective chapters.

Lambert and Ogles (2004) provide a list of com-
mon factors categorized according to a sequential
process that they believe is associated with positive
outcome. Briefly, they propose that supportive factors
(e.g., positive relationship, trust) lay the groundwork
for changes in clients’ beliefs and attitudes (learning
factors, e.g., cognitive learning, insight), which then
lead to behavioral change (action factors, e.g., mastery,
taking risks). Although a detailed discussion of
each of the common factors, such as those listed in
Table 11-2, is beyond the scope of this book, it may
be instructive to discuss a few of them briefly.

Relationship/Therapeutic Alliance. Research
suggests that the nature of the relationship, or therapeu-
tic alliance, between patient and therapist, is an

PSYCHOLOG ICAL INTERVENT IONS 317



important element that contributes greatly to the suc-
cess of psychotherapy (Norcross & Wampold, 2011).
Although not all therapists would elevate the relation-
ship to the status of the primary “curative” agent,
almost all therapists would attest to the unique impor-
tance of the relationship. Where else can patients find

an accepting, nonjudgmental atmosphere in which to
discuss their innermost urges, secrets, and disappoint-
ments?Discussions of this kindwith a friend or relative
always seem to contain an implicit aura of evaluation
and often lead to unforeseen complications because
the other person has a personal stake in the matters

BOX 11-2 Clinical Psychologist Perspective: Dianne L. Chambless, Ph.D.

Dianne Chambless is the Merriam Term Professor of
Psychology and Director of Clinical Training at the Uni-
versity Pennsylvania. Before coming to Penn she was a
faculty member at the University of Georgia, American
University, and the University of North Carolina at
Chapel Hill. Professor Chambless’s scholarly and profes-
sional work is focused on the psychopathology and
treatment of anxiety disorders and on identification and
dissemination of empirically supported psychotherapies.
She chaired Division 12’s original task force on empiri-
cally supported therapies (ESTs). For her work on ESTs,
she has been recognized with awards, including the
Florence Halpern Award for distinguished professional
contributions to clinical psychology from Division 12 in
2000 and the Klaus-Grawe Award for the Advancement
of Innovative Research in Clinical Psychology and Psy-
chotherapy in 2011. Professor Chambless has served on
the editorial boards of numerous journals and was
associate editor of the Journal of Consulting and Clinical
Psychology. Her research has been recognized by fund-
ing from NIMH and by a number of awards, including
the Association for Advancement of Behavior Therapy’s
New Researcher Award in 1978 and the Aaron T. Beck
Award for Significant and Enduring Contributions to
Cognitive Therapy from the Academy of Cognitive
Therapy in 2010.

Dr. Chambless describes her background, interests,
and expertise in clinical psychology.

What originally got you interested in the field of
clinical psychology?
I considered a number of majors in college (indeed, I
majored in political science) and only discovered my
fascination with psychology toward the end of my
undergraduate years when I learned that all of psy-
chology didn’t revolve around rats. I then wavered
between clinical and social psychology but eventually
chose clinical because of my desire to do something
that would have a beneficial impact on society. It was

the 60s, and social activism was in the air. I think I
chose well. I still find social psychology highly interest-
ing, but I think I’m a better clinical researcher than I
would have been a social psychology lab researcher.

Describe what activities you are involved in as a
clinical psychologist.
One of the things I love about clinical psychology is the
variety of activities I can engage in. I’m rarely bored,
and there’s always more I can learn. In my position I do
administration as the director of the clinical psychology
program in our department, I conduct research on
treatment of anxiety disorders, I do some clinical work
as part of my development of new interventions, I
supervise graduate students and therapists in my
treatment trials, and I teach undergraduate and doc-
toral students. I get to do it all! I particularly love
mentoring graduate students.

What are your particular areas of expertise or interest?
I’m especially interested in psychotherapy research on
anxiety disorders. Even more specifically, I’m intrigued
by the family relationships of people with anxiety dis-
orders and how these can help or hinder clients’ pro-
gress in treatment. One of my current projects involves
the development of an adjunctive couple/family therapy
for people with anxiety disorders who are receiving
cognitive-behavioral treatment, which is based on my
research on family factors that influence treatment
outcome. My students and I also conduct research on
factors that influence therapists’ willingness to obtain
training in and adopt empirically supported treatments.

What are the future trends you see for clinical
psychology?
There are a number of important directions in our field.
I’ll focus on one of these. Clinical psychologists were for
some decades able to practice as they wished without
being held accountable to third-party payers. That era is
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discussed. Friends can easily be threatened because the
content of such discussions has the potential to disturb
the basis of the relationship. Can a husband discuss his
abandonment fears with his wife, whose perception of
her role may be disturbed by such revelations? Can a
son reveal his fear of failure to a father who has been

boastful of the son’s achievements? Can a daughter tell
hermother that shewants to give up her role as house-
wife in favor of a career without seeming to question
her mother’s values?

In psychotherapy, all of this is possible. The
effective therapist is someone who can be

coming to a close. The health care system cannot afford
to pay for ineffective treatment or treatment of
unknown efficacy. A number of forces are urging psy-
chologists to learn and use demonstrably effective time-
limited treatments with their clients. Even if they do,
this will not be enough to meet the mental health
needs of the population, and other effective ways of
treating clients than face-to-face psychotherapy are
being developed and tested, such as computer-assisted
treatment and bibliotherapy. For many clients such
interventions will be effective and sufficient. We need
to be able to identify who will benefit from such
approaches and who requires treatment with an indi-
vidual therapist and to develop programs of stepped
care. Training in clinical psychology is prolonged and
expensive— too prolonged and expensive for doctoral-
level clinicians to provide the bulk of the front-line care.
I think in the future clinical psychologists will be
involved less in direct care and more in developing new
interventions and testing them and training and super-
vising master’s-level providers. This new paradigm will
require a different orientation to doctoral training than
we presently have. This is one of the reasons I am
involved with other clinical psychologists in developing
a new accreditation system for scientifically oriented
clinical psychology doctoral programs—the Psychologi-
cal Clinical Science Accreditation System.

What are the most important next steps for
evidence-based practice?
Our research indicates that psychologists already in
practice are unlikely to make the investment of time
and money required to learn ESTs if required to do so
on their own dime and their own time. Training in ESTs
needs to be infused into the graduate curriculum and
supported in agencies, hospitals, and other settings
where psychologists are employed, with time provided
both for the initial training and follow-up supervision.
There is research underway to determine how

psychologists can be most efficiently trained to compe-
tency in ESTs, and it is clear that our current approaches
to continuing education (e.g., attend a 3-hour or 1-day
workshop at a conference) are woefully inadequate.
Part of graduate training needs to be not only learning
ESTs presently available but developing the habit of
searching the literature to guide treatment and rou-
tinely assessing the outcomes for one’s clients. Feedback
about the successes and failures in their own practices
should motivate psychologists to persist in the life-long
learning required for ethical practice.

Dianne L. Chambless
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accepting, nonjudgmental, objective, insightful, and
professional all at the same time. These lavish adjec-
tives scarcely fit all therapists all of the time. Never-
theless, the general ability of therapists to rise above
their personal needs and to respond with profes-
sional skill in a nonjudgmental atmosphere of con-
fidentiality, understanding, and warmth is probably
a major reason for the success and persistence of
psychotherapy in our society.

The Expert Role. It is assumed that the therapist
brings to the therapy situation something more than
acceptance, warmth, respect, and interest. These
personal qualities are not sufficient for certification
as a clinical psychologist. Conventional wisdom
seems to suggest that all one needs to conduct psy-
chotherapy is an unflagging interest in others.
However, this is not enough.

In all forms of psychotherapy, patients have a
right to expect that they are seeing not only a
warm human being but a competent one as well.

Competence can only come from a long, arduous
period of training. Some may be quick to reply
that the assumption of an expert role introduces
an authoritarian element into the relationship,
implying that the patient and the therapist are
not equal and thus destroying the mutual respect
that should exist between them. However, mutual
understanding and mutual acceptance of the
different roles to be played would seem sufficient
to guarantee the maintenance of mutual respect.
Therapists are, of course, no better than patients,
and they cannot lay claim to any superior consid-
eration in the cosmic scheme of things. However,
this kind of equality need not deny the impor-
tance of training, knowledge, and experience
that will assist therapists in their efforts to resolve
the patient’s problems.

Building Competence/Mastery. In one sense, a
goal of most therapies is to make the client a
more competent and effective human being. All

T A B L E 11-2 Common Factors of Psychotherapy Associated with Positive Outcome

Support Factors Learning Factors Action Factors

Catharsis Advice Behavioral regulation

Identification with therapist Affective experiencing Cognitive mastery

Mitigation of isolation Assimilation of problematic
experiences

Encouragement of facing fears

Positive relationship Changing expectations for personal
effectiveness

Taking risks

Reassurance Cognitive learning Mastery efforts

Release of tension Corrective emotional experience Modeling

Structure Exploration of internal frame
of reference

Practice

Therapeutic alliance Feedback Reality testing

Therapist/client active participation Insight Success experience

Therapist expertness Rationale Working through

Therapist warmth, respect, empathy,
acceptance, genuineness

Trust

SOURCE: Lambert and Ogles (2004).
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of the foregoing features of psychotherapy will
facilitate the achievement of greater effectiveness
and satisfaction. But beyond such elements as the
therapeutic relationship and anxiety reduction,
some forms of therapy have other features that are
applicable here. For example, therapy can be a set-
ting in which the client learns new things and cor-
rects faulty ways of thinking. At times, some forms
of therapy will take on distinct teaching overtones.
The client may be “tutored” on more effective
ways to find a job, or sexual information may be
provided to help alleviate past sexual difficulties and
promote a better sexual adjustment in the future.
Therapy, then, can be more than just exorcising old
psychological demons; it can also be a learning
experience in the direct sense of the word. Bandura
(1989) has emphasized the importance of feelings of
self-efficacy in promoting a higher performance
level in the individual. In short, those persons
who experience a sense of mastery—who feel con-
fident, expect to do well, or just feel good about
themselves—are more likely to function in an
effective fashion.

Nonspecific Factors. Call it faith, hope, or expec-
tations for increased competence—successful therapy
tends to be associated with such nonspecific factors
(Kazdin, 1979).Numerous factors can conspire to pro-
mote such expectancies. First, there is often a mystique
to therapy—at least in the eyes of the general public.
Patients often come to therapy fully expecting to par-
ticipate in a process almost guaranteed to promote
mental health. Therapists often encourage such beliefs,
knowing full well that a believing, motivated client is
more likely to showprogress than a cynical, recalcitrant
one. Furthermore, nearly every therapist is committed
to a theory of therapeutic change.Whether an operant
theory, a theory of the unconscious, or a belief in
growth potential, its ubiquitous presence in the thera-
pist’s explanations of how therapy works can ignite a
confidence that helps alleviate the client’s earlier
feelings of despair. Although successful therapy can
almost always be characterized as having rekindled
the patient’s hope, faith, and morale (Frank, 1973), it
seems unlikely that therapy can be reduced to nothing

more than what some have disparagingly referred to as
a placebo effect. The expectations of the client help
make even more effective the specific techniques
applied in therapy. The successes of such techniques
then act to further increase the client’s expectations.

In Frank’s (1982) description of psychotherapy,
he notes that therapy involves a rationale, concep-
tual scheme or myth that provides a plausible expla-
nation for the patient’s difficulties and also
prescribes a ritual for restoring equilibrium. Such
explanations and rituals can, as Frank points out,
provide the patient with a face-saving reason to
abandon a symptom when ready to do so. To
cease complaining or give up a cherished symptom
without a good reason would imply that it was
trivial. So, whatever we call it—nonspecific factor,
placebo effect, or faith—it becomes an important
element in the therapy process.

NATURE OF SPEC IF IC TH ERAPEUT IC

VARIABLES

It would be pleasant if psychotherapy were a simple
routine in which the therapist makes a diagnosis,
conveys it to the patient, gives a lecture or two,
and presto, the patient is cured. Unfortunately,
things do not work that way. Indeed, it is often
necessary to spend considerable time correcting
patients’ expectations that they will be given a sim-
ple psychological prescription. Because psychother-
apy is an active, dynamic process, passivity and lack
of motivation can be obstacles. A number of factors
involving the nature of the patient, the therapist,
and the patient–therapist interaction affect the
process of therapy in important ways. Often, their
effects are felt over and above the specific mode of
therapy employed.

The Patient or Client

Are there specific or general patient characteristics
that influence the outcomes of therapy? Such a
deceptively simple question really has no answer
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other than “it depends.” The reason is that the
outcomes of therapy are exceedingly complex
events that are not shaped by patient characteristics
alone. They are also determined by therapist quali-
ties and skills, the kinds of therapeutic procedures
employed, the circumstances and environment of
patients, and so on. Eventually, the field will have
to identify specifically which kinds of patients ben-
efit from which procedures, under which circum-
stances, and by which therapists (Kiesler, 1966;
Paul, 1967).

With the foregoing caveat firmly in mind, we
can discuss some of the more prominent patient
variables that have been related to outcomes in tra-
ditional therapies.

The Degree of the Patient’s Distress. A broad
generalization often made by clinicians is that indi-
viduals who need therapy the least are the people
who will receive the greatest benefit from it. A
more sophisticated version of this relationship is
reflected in Truax and Carkhuff’s (1967) distinction
between patients’ feelings of disturbance and their
overt behavioral disturbance. This distinction implies
to many clinicians that a good prognosis may be
expected for a patient who is experiencing distress
or anxiety but is functioning well behaviorally.

Early research data on this issue were contradic-
tory and inconsistent (which, again, probably reflects
the impossibility of coming to a simple conclusion
without considering many other factors). For exam-
ple, one group of studies finds that greater initial
distress is associated with greater improvement (e.g.,
Stone, Frank, Nash, & Imber, 1961). Another group
of studies (e.g., Barron, 1953) finds exactly the reverse.
To complicate matters further, Miller and Gross
(1973) contend that the relationship between im-
provement and the initial disturbance is curvilinear;
that is, patients with little disturbance or extreme dis-
turbance show poorer outcomes than do moderately
disturbed patients. This question remains an important
issue for further exploration, even today.

Intelligence. Some therapeutic approaches require
a great deal of talking, articulation of past experi-
ences, insights, and introspection. These therapeutic

approaches may rely on metaphors and complex
thematic associations between one’s experiences.
These types of therapies require a reasonable level
of intelligence (Garfield, 1994).

However, behavioral forms of therapy have
often been used with considerable success with
individuals across a great range of intellectual abil-
ity. A variety of behavior modification approaches
are quite feasible, especially when goals involve spe-
cific behavioral changes rather than insight. Perhaps
for this reason, behavioral approaches are very com-
monly used when working with young children
and adolescents or when working on issues that
involve a desire for behavioral change.

Age. Other things being equal, young adults have
long been considered the best bets for therapy, as
compared to older adults. In contrast, there does not
seem to be a clear trend between age and psychother-
apy success among youth. As compared to older
adults, younger adults are presumably more flexible
or less “set in their ways.” Perhaps younger patients
are better able to make the appropriate connections
because they are closer to their childhood years, or
perhaps they have been reinforced for negative beha-
viors less often than their older counterparts. In any
event, the notion that younger persons do better in
therapy is quite prevalent among clinicians. Research
evidence supporting the contention that older clients
have a poorer prognosis, however, is weak at best
(Clarkin & Levy, 2004; Garfield, 1994; M. L. Smith
et al., 1980).

It is best to consider not age alone, but rather
the specific characteristics of the prospective
patient. It often happens that a 55-year-old will
be an active, open, introspective person who can
really benefit from therapy. In short, denial of
therapy to an elderly person can be construed as
a form of ageism in some instances! Fortunately,
research supports the efficacy of a variety of
cognitive-behavioral, behavioral, and brief psy-
chodynamic treatments with older adults suffering
from anxiety and depressive disorders, two com-
mon forms of psychological problems in this age
group (Ayers, Sorrell, Thorp, & Wetherell, 2007;
Fiske, Wetherell, & Gatz, 2009).
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Motivation. Psychotherapy is sometimes a
lengthy and arduous process. It demands much
from a patient. It can be fraught with anxiety, set-
backs, and periods of a seeming absence of progress.
Most of the work occurs outside of the therapy
room through homework and challenging exercise
that occur between therapy sessions. These exer-
cises may demand that the patient engage in new
behaviors that will provoke anxiety. For these and
other reasons, successful psychotherapy seems to
require motivation.

At some level, the patient must want psycho-
therapy (though there are times during psychother-
apy when even highly motivated patients want
out). It follows, then, that psychotherapy is a vol-
untary process. One cannot be forced into it. When
people are forced, either openly or subtly, to
become patients, they rarely profit from the expe-
rience. Therapy is not likely to be of much benefit
to the prisoner who seeks therapy to impress a
parole board; to the college student who, following
a marijuana charge, is given the option of reporting
to a counseling center or facing the prospect of jail;
or to the person who undergoes therapy to protect
an insurance claim.

Despite the conventional wisdom that cites cli-
ent motivation as a necessary condition for positive
change, research support is mixed (Garfield, 1994).
One methodological problem concerns how best to
assess client motivation. Studies vary widely in how
they attempt to measure motivation. For example,
Yoken and Berman (1987) used client payment for
services as an index of client motivation. Finding
relatively little difference in outcome between cli-
ents who paid the standard fees for services and
those whose fees were waived, Yoken and Berman
(1987) concluded that motivation appears unrelated
to outcome. The lack of definitive findings, how-
ever, may simply reflect the difficulty researchers
have experienced in defining and measuring client
motivation.

Openness. Most therapists intuitively attach a bet-
ter prognosis to patients who seem to show some
respect for and optimism about the utility of psycho-
therapy. They are relieved when patients are willing

to see their problems in psychological rather than
medical terms. Such persons can be more easily
“taught to be good psychotherapy patients,” in con-
trast to patients who view their difficulties as symp-
toms that can be cured by an omniscient,
authoritative therapist while they passively await the
outcome. Thus, a kind of “openness” to the thera-
peutic process appears to make the patient a better
bet for therapy (Zinbarg, Uliaszek, & Adler, 2009).

Gender. What is the relationship between the
outcome of therapy and the gender of the patient?
Many would hold that women do better in therapy
than do men. However, research does not support
the view that biological sex of the client is sig-
nificantly related to outcome in psychotherapy
(Clarkin & Levy, 2004; Garfield, 1994). Although
sex of the client has not been reliably linked to out-
come, it is probably true that sex or gender of the
therapist may be especially important to consider in
certain cases. For example, women rape victims may
feel much more comfortable talking to women psy-
chotherapists than to men psychotherapists.

Race, Ethnicity, and Social Class. For years,
debate has raged over the effectiveness of therapy
for ethnic minority patients—especially when they
are treated by White therapists. It does appear that
many therapeutic techniques have been designed
and developed for White middle- and upper-class
patients. Too few procedures seem to take into
account the particular cultural background and
expectations of patients. Banks (1972) has suggested
that greater rapport and self-exploration may occur
when both therapist and patient are of the same
race. Others have reached the same conclusion
regarding social class, background, values, and
experience and have proposed that conventional
therapies be abandoned in favor of more supportive
techniques. Still, two decades of research have
seemingly failed to show conclusively that ethnic
minorities achieve differential treatment outcomes
(Sue, 1988; Sue, Zane, & Young, 1994; Zane, Hall,
Sue, Young, & Nunez, 2004).

Schofield (1964) described the psychothera-
pist’s belief in the ideal patient as the YAVIS
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syndrome (young, attractive, verbal, intelligent, and
successful). However, numerous reviews of existing
research have concluded that there appears to be
virtually no relationship between social class and
outcome (Garfield, 1994). What has not been
examined in great detail is whether patients and
therapists should be matched according to social
class or whether some forms of psychotherapy are
more effective than others for patients from lower
socioeconomic levels.

When there is a significant difference between
the social class or the values of the patient and those
of the therapist, some researchers have found that
the patient’s willingness to remain in therapy may
suffer (Zane et al., 2004). Few would disagree that

cultural sensitivity on the part of the therapist is very
important. The field needs to develop culturally
sensitive mental health services (Sue et al., 1994;
Zane et al., 2004). Clinicians also need to develop
a kind of cognitive empathy, or what Scott and
Borodovsky (1990) have referred to as cultural
role-taking, in their work with ethnic minorities.
In the final analysis, it is imperative that clinical
psychology develop culturally sensitive therapists
who can work effectively with culturally diverse
populations (Paniagua, 1998).

Therapists’ Reactions to Patients. In the best of
all worlds, it would make no difference whether or
not the patient was an engaging person who elicited

BOX 11-3 Focus on Professional Issues: Cultural Competence

Increasingly, clinical psychologists are providing
services to members of non-White multicultural
groups. Therefore, the clinician must consider a
number of factors when assessing and treating
clients from an ethnic or socioeconomic group
different from his or her own. Paniagua (1998)
provides a number of general guidelines and
considerations:

1. Acculturation. This refers to “the degree of inte-
gration of new cultural patterns into the original
cultural patterns” (Paniagua, 1998, p. 8). Accul-
turation can be internal (e.g., moving from one
region of the United States to another) or exter-
nal (moving to a new country). Clinicians can esti-
mate the level of acculturation exhibited by a
client by administering brief scales that assess
variables like language preference, preferred
racial group with which to socialize, and genera-
tion (Paniagua, 1998).

2. Language Barriers. Although it is ideal to avoid
the use of a translator if at all possible, in some
cases a translator is necessary. Paniagua (1998)
suggests using translators who share the client’s
cultural background. Translators should have a
background in mental health and should develop
some rapport with the client ahead of time.
A sequential mode of translation should be used
(versus concurrent translation), and the use of

friends, relatives, and bilingual children as trans-
lators should be avoided. The level of accultura-
tion of the translator should be considered as
well.

3. Overdiagnosis. Clinicians must guard against
inaccurately viewing behaviors of members
of multicultural groups as pathological
simply because these are unfamiliar or
unusual.

4. Extended Family. Clinicians should rely on
the client’s definition of extended family
(which may include nonbiological members)
before enlisting others to aid in the client’s
treatment.

5. Type of Theory. Directive, active, and structured
therapies are generally preferred by African
Americans, Native Americans, Hispanics, and Asian
Americans. Individual therapy should precede any
family or marital therapy in instances where
acculturation appears to play a major role in the
presenting problems.

6. Amount of Data Collected. Clinicians should
avoid collecting massive amounts of data early
on in the assessment or treatment process. Oth-
erwise, members of multicultural groups may
view this as a sign of incompetence and gross
unfamiliarity with their respective cultures. Data
should be gathered gradually across multiple
sessions.
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positive responses from others. A therapist should
be able to work with elegant effectiveness regardless
of her or his positive or negative reactions to the
patient. As we saw earlier, however, therapists are
far from perfect creatures; they are indeed affected
by the personal qualities of other persons. Fortu-
nately, the understanding and self-control of thera-
pists in their professional relations with patients
exceed the understanding and self-control of
many laypersons in their social and interpersonal
relationships. Nevertheless, there is some evidence
to suggest that patients who receive higher global
ratings of attractiveness (e.g., Nash et al., 1965) or
to whom the therapist can relate better (e.g., Isaacs
& Haggard, 1966) tend to have better outcomes in

therapy (Garfield, 1994). Also, in at least one study,
therapists were less inclined to treat hypothetical
patients whom they did not like as compared to
those they liked (Lehman & Salovey, 1990).

The Therapist

It will hardly come as a shock to learn that certain
therapist characteristics may affect the process of
therapy. Having a specific theoretical or therapeutic
orientation does not override the role of personality,
warmth, or sensitivity. Even Freud recognized
the potential effects of the psychoanalyst’s personality
on the process of psychoanalysis. To “prevent”
such personal factors from affecting the process, he

7. Definition of “Therapist.” It is important to
understand the client’s definition of the term
therapist. The term may be equated with

“physician,” “medicine man/woman,” or “folk
healer.” Therefore, it may be necessary to modify
unwarranted expectations.

Clinical Psychologists must be prepared to assess and treat individuals from a number of
different cultural backgrounds.
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recommended that analysts undergo periodic analyses
so that they could learn to recognize and control them.
In a sense, Rogers turned to the other side of the same
coin and made therapist qualities such as acceptance
and warmth the cornerstones of therapy. Although
Freud may have emphasized the negative and Rogers
the positive, they both set the stage for an understand-
ing of the role of therapist variables in the process of
therapy. Unfortunately, although nearly everyone
agrees that therapist variables are important, there is
much less agreement on specifics. How therapist char-
acteristics contribute to therapy outcome has become
an important research area (Beutler, Machado, &
Neufeldt, 1994; Beutler et al., 2004).

Age, Sex, and Ethnicity. In comprehensive
reviews of therapist features that may influence psy-
chotherapy outcome, Beutler et al. (1994, 2004)
report the available research evidence suggests that

therapist age is not related to outcome, that female
versus male therapists do not appear to produce sig-
nificantly better therapeutic effects, and that patient–
therapist similarity with regard to ethnicity does not
necessarily result in better outcomes. Beutler and
colleagues (1994, 2004) acknowledge that these con-
clusions may run counter to prevailing sociopolitical
opinions. At the same time, they assert that existing
research in this area suffers from a number of meth-
odological problems. These therapist variables may
interact with client characteristics, setting for treat-
ment, and modality of treatment. Again, the solution
seems to be for therapists to become more sensitized
to age, gender, and racial identity issues in relation to
themselves as well as to the patient.

Personality. In discussing therapist variables,
Strupp and Bergin (1969) made two points worth
noting. First, even though the evidence shows that

The outcome of psychotherapy is influenced by a number of variables, including client characteristics, therapist
qualities and skills, the problems for which relief is sought, and the therapeutic procedures that are used.
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the therapist’s personality is a potent force, other
factors in combination largely determine therapy
outcomes. Second, research in this area has taken
a back seat as behavioral therapies have gained in
popularity. However, as behavior therapists attend
increasingly to factors other than techniques or
mechanics, it is likely that they will “rediscover”
the importance of therapist characteristics and
begin to integrate those characteristics into their
research and practice.

Is there a set of personality traits that the
“ideal” therapist should possess? Krasner (1963),
with tongue in cheek, suggested that the research
literature would depict the ideal therapist as

mature, well-adjusted, sympathetic, toler-
ant, patient, kindly, tactful, nonjudgmen-
tal, accepting, permissive, non-critical,
warm, likable, interested in human beings,
respectful, cherishing and working for a
democratic kind of interpersonal relation-
ship with all people, free of racial and
religious bigotry, having a worthwhile goal
in life, friendly, encouraging, optimistic,
strong, intelligent, wise, curious, creative,
artistic, scientifically oriented, competent,
trustworthy, a model for the patient to
follow, resourceful, emotionally sensitive,
self-aware, insightful of his own problems,
spontaneous, having a sense of humor,
feeling personally secure, mature about
sex, growing and maturing with life’s
experiences, having a high frustration tol-
erance, self-confident, relaxed, objective,
self-analytic, aware of his own prejudices,
non-obsequious, humble, skeptical but not
pessimistic or self-deprecatory … depend-
able, consistent, open, honest, frank,
technically sophisticated, professionally
dedicated, and charming. (pp. 16–17)

Certainly no human being, let alone a therapist,
could possibly possess all of these traits (even allow-
ing for overlap in terms). Therefore, as Goldstein,
Heller, and Sechrest (1966) point out, it is doubtful
whether the concept of the “ideal therapist” is very
useful. Any study that is confined to a single trait or a

small group of traits seems to make a great deal of
sense. Taking all the traits together makes the mes-
sage much less coherent.

Beutler et al. (1994, 2004) note that the influ-
ence of therapist personality traits on outcome has
not received adequate research attention. Of those
traits that have been studied, the greatest amount of
attention has focused on dominance/dogmatism,
locus of perceived control, and cognitive processing
style. General conclusions are difficult to draw,
however, because each of these variables appears
to affect outcome differentially depending on client
traits and type of therapy (Beutler et al., 1994,
2004). For example, Hall and Malony (1983)
reported that high levels of dominance in a therapist
resulted in better outcome in cases where the
therapist and client were culturally similar, but
low-dominance therapists were more effective
with culturally dissimilar clients.

Empathy, Warmth, and Genuineness. Swenson
(1971) has suggested that a major factor that differ-
entiates successful from unsuccessful therapists is
their interest in people and their commitment to
the patient. In a similar vein, Brunink and Schroe-
der (1979) found that expert therapists of several
different theoretical persuasions were similar in
their communication of empathy.

The attention to empathy, along with the
related notions of warmth and genuineness, grew
out of Carl Rogers’ (1951) system of client-
centered therapy. He described these variables as
necessary and sufficient conditions for therapeutic
change (Rogers, 1957). Some research evidence
has seemed to point to a relationship between
these three qualities and successful outcomes in
therapy (Truax & Carkhuff, 1967; Truax &
Mitchell, 1971). However, in a careful review of
research on therapeutic outcomes as they relate
to therapist empathy, regard, and genuineness,
Lambert, DeJulio, and Stein (1978) could find
only modest support for the Rogerian hypothesis.
Strupp and Bergin (1969) seem to regard empathy,
warmth, and genuineness as necessary but not suffi-
cient conditions for good therapy outcomes. In
more recent years, these three qualities have been
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regarded more as trainable and learnable skills.
According to Bergin and Suinn (1975), “It is clearer
now that these variables are not as prepotent as
once believed; but their presence and influence
are ubiquitous, even showing up strongly in behav-
ior therapies” (p. 52). In the case of empathy, how-
ever, some have found that less effective therapists
tend to score lower on empathy than do their more
effective peers (Lafferty, Beutler, & Crago, 1989).

It has also been argued (Beutler et al., 1994)
that these three features reflect not only qualities
of the therapist but also qualities of the therapeutic
relationship. Viewed this way, these features can be
considered indicators of the quality of the therapeu-
tic alliance. Studies have consistently demonstrated
that the nature and strength of the working rela-
tionship between therapist and patient are signifi-
cant, although modest, contributors to positive
outcome (Beutler et al., 1994, 2004).

Emotional Well-Being. Although therapists need
not be paragons of adjustment, it is unlikely that a
therapist beset with emotional problems can be as
effective as one would like. It is important that thera-
pists recognize areas in their own lives that are tender.
The tendency to become angry or anxious when
certain topics arise or the inability to handle a client’s
questions without becoming defensive is a signal that
something is amiss. In short, self-awareness is an
important quality in the therapist (Weiner, 1975).
Therapists must be able to look at their patients
with objectivity and not become entangled in their
personal dynamics. Nor is the therapy room a place
for the gratification of one’s own emotional needs
(Bugental, 1964; Singer, 1965).

In some instances, the therapist may find it nec-
essary to undergo personal therapy to resolve emo-
tional problems. However, whether undergoing
personal therapy makes the therapist more effective
has long been argued. Unfortunately, the research
evidence (Beutler et al., 1994, 2004) is less than
definitive. This is not surprising when one considers
the complexity of the therapy process. Neverthe-
less, it would not seem necessary for all therapists to
undergo treatment as a qualification for conducting
therapy.

Experience and Professional Identification.
Conventional wisdom suggests that the more expe-
rienced a psychotherapist, the more effective she or
he will be with patients. Although this is intuitively
appealing, the bulk of research evidence has not
supported this position (Beutler et al., 1994, 2004;
Smith et al., 1980). Not only does there appear to
be no consistent relationship between therapist
experience and positive outcome but several studies
suggest that paraprofessionals trained specifically to
conduct psychotherapy produce outcomes equiva-
lent to, or sometimes even exceeding, those pro-
duced by trained psychotherapists (Berman &
Norton, 1985; Durlak, 1981; Hattie, Sharpley, &
Rogers, 1984; Weisz, Weiss, Alicke, & Klotz,
1987). Lambert and Ogles (2004) argue that the
jury is still out on this issue because many of the
studies that have been conducted to date have
major limitations. However, Lambert himself
recently confirmed this lack of relationship between
training level and client outcome in a sample
of over 5,000 clients (Okiishi, Lambert, Egget,
Nielsen, Dayton, & Vermeersch, 2006). Like all of
us, Lambert and Ogles (2004) wonder why more
studies supporting the superiority of experience and
professional training have not appeared.

Does one profession turn out better therapists
than others? Over the years, there have been many
running feuds over which profession is best
equipped to carry out proper therapy. For a long
time, psychiatrists actively sought to prevent clinical
psychologists from conducting therapy in the
absence of psychiatric supervision. Their main argu-
ment was often reducible to one of medical omni-
science and was never based on solid research, and
clinical psychologists gradually freed themselves
from this psychiatric domination. But old animosi-
ties and fights over territorial prerogatives fade
slowly. Indeed, with the availability of federal
funds to pay for health costs and with insurance
coverage being broadened to include psychother-
apy, economic competition has once again kindled
these territorial fights between psychiatry and clini-
cal psychology.

In fact, no real evidence supports the argument
that one profession boasts superior therapists (be
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they clinical psychologists, psychiatric social work-
ers, psychiatrists, or psychoanalysts). In the Con-
sumer Reports study (“Mental Health,” 1995),
people who saw a mental health professional rather
than a family physician for their psychological prob-
lems reported greater progress and more satisfac-
tion with their treatment. However, psychologists,
psychiatrists, and social workers all received simi-
larly high satisfaction ratings from consumers.
Thus, at this time, data do not seem to support
the superiority of one mental health profession
over others in terms of effectiveness and client
satisfaction.

To this point, we have surveyed a variety of
patient and therapist variables that are commonly
assumed to be related to outcome in psychotherapy.
As noted in our discussion, many of these assump-
tions are unsupported by psychotherapy research
findings. Table 11-3 lists some common assump-
tions about psychotherapy outcome that currently
have little or no empirical support.

COURSE OF CL IN ICAL

IN TERVEN T I ON

There are so many forms of intervention, along
with so many different kinds of problems, that it
is impossible to describe with precision a sequence
of procedures that will apply equally well to every
case. However, a general description of the typical
sequence describes most forms of psychological
treatment.

Initial Contact

When clients first contact the clinic or enter the
clinician’s office, they often do not know exactly
what to expect. Some will be anxious; others, per-
haps, suspicious. Some do not clearly understand
the differences between medical treatment and psy-
chotherapy. Others may be embarrassed or feel
inadequate because they are seeking help. Parents
who seek therapy for their child often do not know

T A B L E 11-3 Common, but Unfounded, Assumptions Regarding the Relationship Between
Patient/Client and Therapist Variables and Psychotherapy Outcome

Assumption Evidence

1. Older patients have worse outcomes. No strong support for this assumption (Clarkin & Levy, 2004;
Garfield, 1994; M. L. Smith et al., 1980)

2. Only highly motivated patients achieve good
outcome.

Mixed support (Garfield, 1994)

3. Women patients achieve better outcomes. In general, biological sex appears unrelated to outcome (Sue
et al., 1994; Zane et al., 2004)

4. Ethnic minority patients consistently achieve
worse outcome.

No support for this assumption (Sue et al., 1994; Zane et al.,
2004)

5. Patients of high socioeconomic status achieve
better outcome.

No relationship between social class and outcome (Garfield,
1994)

6. Older therapists produce better outcomes. No relationship between therapist age and outcome (Beutler
et al., 1994, 2004)

7. Women therapists produce better outcomes. Mixed support (Beutler et al., 1994, 2004)

8. Therapists matched with patients according to
their ethnicity produce better outcomes.

Effect is equivocal (Beutler et al., 1994, 2004)

9. Therapists who have undergone their own
personal therapy produce better outcomes.

Mixed results (Beutler et al., 1994, 2004)

10. More experienced therapists produce better
outcomes.

Mixed results (Beutler et al., 1994, 2004; Lambert & Ogles, 2004;
M. L. Smith et al., 1980)
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whether the therapist will meet regularly with the
child, with the parents, or with both. The first
order of business, then, is for someone to explain
generally what the clinic is all about and the kind of
help that can be given. This important step can
have a significant bearing on the client’s attitude
and willingness to cooperate. Whether this initial
contact is made by a therapist, a social worker, a
psychological technician, or someone else, it is
important that the contact be handled with skill and
sensitivity.

Once the client’s reasons for coming have been
discussed, the next step in the general sequence can
be explained. It may be useful at this point to dis-
cuss several specific issues. Who are the professional
staff, and what are their qualifications? What about
the matter of fees? Are the contacts confidential,
and if not, exactly who will have access to informa-
tion? If there are medical complications, how will
these problems be integrated with therapy contacts?
Does it seem reasonable to proceed with the client,
or does a referral to another agency or professional
seem more appropriate? These and other questions
must be dealt with up front.

Assessment

Once it has been mutually agreed that the client can
likely profit from continued contact with the clinic,
one or more appointments can be arranged for an
assessment of the client’s problems. As we have
already seen in preceding chapters, a variety of
assessment procedures may be followed depending
on the exact nature of the client’s problem, the
orientation of the professional staff, and other fac-
tors. Often, there is an intake interview, which may
consist largely of compiling a case history. Other
information may be gathered by administering var-
ious psychological tests. Sometimes arrangements
are made to interview a spouse, teacher, family
members, or friends. In some instances, too, it
may be considered desirable to have the client sys-
tematically record self-observations of behavior,
thoughts, or feelings in different situations.

For some clients, consultations with other pro-
fessionals may be desirable. A neurological workup

may be necessary, or a medical examination may be
scheduled to rule out non-psychological factors.
For some clients whose problems are related to eco-
nomics or unemployment, additional consultation
with social workers or job counselors may be
appropriate.

After all the information has been compiled and
analyzed, a preliminary integration is attempted.
What is desirable here is not a simple diagnostic
label but a comprehensive construction of the client’s
problems in light of all the psychological, environ-
mental, and medical data available. This initial
conceptualization of the client will provide guide-
lines for the specific therapeutic interventions to
be undertaken. As therapy proceeds, changes in the
conceptualization of the client will likely occur, and
therapeutic goals and techniques may change some-
what as a result. Assessment is an ongoing process
that does not cease with the second or third inter-
view. In fact, many now advocate weekly patient
assessments during treatment in order to alert thera-
pists to lack of progress or even deterioration in
functioning (e.g., Lambert, 2007)

The Goals of Treatment

As soon as the assessment data are integrated, the
therapist and client can begin to discuss more sys-
tematically the nature of the problems and what can
be done about them. Some therapists describe this
phase as a period of negotiation over the goals of
treatment. Others suggest that client and therapist
enter into a “contract” in which the therapist agrees
to alleviate a specified set of the client’s problems
and to do it in the most effective way possible.
Naturally, no one can absolutely promise a perfect
cure or resolution of all problems. Clients in turn
will state their desires and intentions. In effect, their
contract usually covers such matters as the goals of
therapy, length of therapy, frequency of meetings,
cost, general format of therapy, and the client’s
responsibilities.

When a child’s behavior is the focus of treat-
ment, these discussions may include the child in a
variety of ways. Importantly, many children may
not understand what therapy is, why they are
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attending, or may not agree that therapy is needed
to address their behavior. Many children attend
therapy as a result of their parents’ wishes, but not
their own. Compounding these complexities fur-
ther, parents legally have a right to learn anything
that occurred between the therapist and the child in
therapy, although most therapists will discourage
parents from intruding on the confidentiality of
their work with a child. Consequently, the process
of setting goals and determining a course of youth
treatment involves several discussions to help
engage the child in the process of therapy, establish
trust with the child who may have been coerced to
attend by their parents, and educate parents about
their expectations and the importance of the thera-
pist’s neutral stance as an advocate for both the par-
ent and child simultaneously.

Again, it is important to understand that vari-
ous features of the contract may be modified as time
goes on. One must deal with clients in terms of
what they are prepared to accept now. An espe-
cially anxious or defensive client may be willing
to accept only a limited set of goals or procedures.
As therapy proceeds, that client may become more
open and comfortable and thus better able to accept
an expanded set of goals. Then, too, additional
information about the client may surface during
therapy, with the result that some modifications
may be necessary. Some clients will want to expand
their goals for treatment as they gain more confi-
dence and trust in the therapist. Discussion of goals
and methods must be handled with discretion, sen-
sitivity, and skill.

Therapists must try to take clients only where
they are psychologically prepared to go. Moving
too fast or setting up grandiose treatment objectives
can frighten or alienate certain clients. It is usually
desirable to proceed with enough subtlety and skill
so that clients feel they are the ones establishing or
modifying the goals.

Implementing Treatment

After the initial goals are established, the therapist
decides on the specific form of treatment. It may be
client-centered, family-systems, cognitive, behavioral,

or psychoanalytic, for instance. The treatment may
be very circumscribed and deal only with a specific
phobia, or it may involve a broader approach to the
client’s personality style. All of this must be carefully
described to the client in terms of how it relates to
the client’s problems, the length of time involved,
and perhaps even the difficulties and trying times
that may lie ahead. Exactly what is expected of the
client will be detailed as well—free association,
“homework” assignments, or self-monitoring, for
example. Inherent in all of this is the issue of
informed consent. Just as participants in research
have a right to know what will happen, therapy
patients have the right to know what will happen
in therapy. Children also have the right to know
about therapy and what it will provide, although
their capacity to truly understand the therapeutic
agreement will naturally vary by age. Box 11-4 pro-
vides an outline of the information to which outpa-
tients should have access.

Termination, Evaluation, and Follow-up

It is certainly to be hoped that a client will not be in
psychotherapy her or his entire life. As the therapist
begins to believe the client is able to handle his or
her problems independently, discussions of termi-
nation are initiated. Sometimes termination is a
gradual process in which meetings are reduced,
for example, from once a week to once a month.
As termination approaches, it is important that it be
discussed in detail and that the client’s feelings and
attitudes are thoroughly aired and dealt with. Cli-
ents do sometimes terminate suddenly, in some
cases before the therapist feels it is appropriate.
Whenever possible, however, it is important to
find the time to discuss at least briefly the client’s
feelings about leaving the support of therapy and
the possibility of returning later for additional ses-
sions if necessary. In other instances, the termina-
tion is forced because the therapist must leave the
clinic, and a referral to a new therapist is offered.
Many therapists find that “booster sessions” sched-
uled months after termination—perhaps 6 months
and then 1 year later—can be quite helpful. These
booster sessions are used to review the client’s
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BOX 11-4 Focus on Clinical Applications: Information Patients Have a Right to Know

Handelsman and Galvin (1988) have prepared a consent
form for potential patients that sets forth the questions
they are entitled to ask their therapists. Some research
has shown that forms such as this can enhance patients’
first impressions of their therapists (Handelsman, 1990).

When you come for therapy, you are buying a ser-
vice. Therefore, you need information to make a good
decision. Below are some questions you might want to
ask. We’ve talked about some of them. You are entitled
to ask me any of these questions, if you want to know.
If you don’t understand my answers, ask me again.

I. Therapy
A. How does your kind of therapy work?
B. What are the possible risks involved? (like

divorce, depression)
C. What percentage of clients improves? In what

ways?
D. What percentage of clients gets worse?
E. What percentage of clients improve or gets

worse without this therapy?
F. About how long will it take?
G. What should I do if I feel therapy isn’t working?
H. Will I have to take any tests? What kind?

II. Alternatives
A. What other types of therapy or help are there?

(like support groups)
B. How often do they work?
C. What are the risks of these other approaches?

III. Appointments
A. How are appointments scheduled?
B. How long are sessions? Do I have to pay more

for longer ones?
C. How can I reach you in an emergency?
D. If you are not available,who is there I can talk to?
E. What happens if the weather is bad, or I’m

sick?
IV. Confidentiality

A. What kind of records do you keep? Who has
access to them? (insurance companies,
supervisors)

B. Under what conditions are you allowed to tell
others about the things we discuss? (suicidal or
homicidal threats, child abuse, court cases,
insurance companies, supervisors)

C. Do other members of my family, or of the
group, have access to information?

V. Money
A. What is your fee?
B. How do I need to pay? At the session, monthly,

etc.?
C. Do I need to pay for missed sessions?
D. Do I need to pay for telephone calls or letters?
E. What are your policies about raising fees? (For

example, how many times have you raised
them in the past two years?)

F. If I lose my source of income, can my fee be
lowered?

G. If I do not pay my fee, will you take me to
small claims court? Do you use a collection
agency or lawyer? Under what circumstances?

VI. General
A. What is your training and experience? Are you

licensed? Supervised? Board certified?
B. Who do I talk to if I have a complaint about

therapy that we can’t work out? (e.g., Super-
visor, State Board of Psychologist Examiners,
APA ethics committee)

The contract [or brochure, or our conversation]
dealt with most of these questions. I will be happy to
explain them, and to answer other questions you
have. This will help make your decision a good one.
You can keep this information. Please read it carefully
at home. We will also look this over from time to
time. (p. 225)

SOURCE: From “Facilitating Informed Consent for Outpatient Psychotherapy: A Suggested Written Format,” by M. M. Handelsman and M. D. Galvin,
Professional Psychology: Research and Practice, 1988, 19, 223–225. Copyright © 1988 by the American Psychological Association. Reprinted by permission.
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progress, to address new problems or issues that
have arisen in the interim, and to solidify the
gains that have been made.

It is important to evaluate with clients the
progress they have made (Lambert, 2007). Thera-
pists should also compile data and make notes on
progress in order to evaluate the quality of their
own efforts or the agency’s services and continue
to improve services to clients. The most reliable
data, of course, will come from formally designed
research projects (described in the following sec-
tion). However, clinicians and individual agencies
owe it to themselves and their clients to evaluate
the success of their own efforts.

STAGES OF CHANGE

Prochaska and colleagues (e.g., Prochaska & Nor-
cross, 2002) have argued that it is also important to
recognize the client’s stage of change regardless of the
treatment being administered. From this perspec-
tive, a client’s behavior change is seen as a process
that involves a progression through a set sequence
of stages:

Precontemplation: At this stage, the client has no
intention of changing his or her behavior
in the near future. Clients at this stage of
change have typically come in for treat-
ment because of outside pressure to do so
(e.g., court-ordered, pressure from family,
etc.). Prochaska and Norcross estimate that
50 to 60% of clients or patients are in this
stage.

Contemplation: At this stage, a client is aware
that a problem exists but has not yet
committed him- or herself to trying to
make changes. It is estimated that 30 to
40% of clients or patients are in this stage.

Preparation: Here, a client intends to make a
change in the near future.

Action: At this stage, clients are changing their
maladaptive behaviors, emotions, and/or
their environment. It is estimated that
10 to 20% are in this stage.

Maintenance: At this stage, the client works on
preventing relapses and on furthering the
gains that have been made during the
action stage.

Termination: Here, the client has made the
necessary changes, and relapse is no longer
a threat.

The importance of this conceptualization of
the change process is twofold. First, it highlights
to clinicians that not all clients are at the point
where they are ready to commit to make changes
in their lives. In these situations, the goals in therapy
involve “moving” the client through the precon-
templation, contemplation, and preparation stages
to the action stage. Once at the action stage, the
“active ingredients” of the treatment can be admin-
istered and are more likely to have an effect. Thus,
an assessment of each client’s stage of change is
important. Second, Prochaska and Norcross
(2002) note that because certain “processes” char-
acterize each stage, clinicians should attempt to use
only those interventions that match or complement
the processes of that stage. For example, a clinician
with a client who is at the precontemplation stage
should attempt to raise the client’s awareness of his
or her behavior and the problems it is causing,
highlighting the advantages of making changes as
well as the potential benefits of psychotherapy. If
successful, the client can then be led from the pre-
contemplation to the contemplation stage.

PSYCHOTHER APY RES EARCH

In this last section, we briefly review the methods of
psychotherapy research, the results of several major
outcome studies, and the recent trends in psycho-
therapy research. More extensive reviews and
books on methods of psychotherapy research are
available for the interested reader (e.g., Lambert &
Ogles, 2004).

In 1952, Eysenck produced a report suggesting
that psychotherapy with “neurotics” was no more
effective than no therapy at all (see Box 11-5).
Investigators took this and related work (Eysenck,
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1965, 1966) as a challenge. Consequently, the sig-
nificance of Eysenck’s work lies less in the validity
of his conclusions (which many deemed flawed)
than in the attack he made on the field’s
complacency.

As mentioned earlier in this chapter, the evi-
dence concerning the efficacy of psychotherapy is
now considerably more favorable. Still, an under-
current of suspicion remains (Dawes, 1994). To
better understand the nature of therapeutic change,
we consider issues of research design and method,
the results of outcome studies, and the process of
change itself.

Issues in Psychotherapy Research

It is not enough to collect 25 patients undergoing
psychoanalytic therapy, administer before-and-after
measures of adjustment, determine that positive

changes have occurred after 6 months, and then
conclude that psychoanalytic treatment is effective.
Would a comparable group of patients without
therapy have shown improvement? Would a similar
group undergoing systematic desensitization have
improved as much? Was the improvement due to
the psychoanalytic procedures employed, or was
the crucial factor the mere presence of a warm,
interested person who listened? The simple design
suggested in our example does not permit answer-
ing any of these important questions.

As with many psychological experiments (see
Chapter 4), studies that seek to investigate the efficacy
of psychotherapy typically employ an experimental
group and a control group of patients. The experi-
mental group, or treatment group, receives the treat-
ment being investigated, whereas the control group
does not. Control groups can take many forms. In a
waiting list control group, patients’ treatment is delayed

BOX 11-5 Focus on Professional Issues: Eysenck’s Bombshell

In arriving at his conclusions about the efficacy of psy-
chotherapy, Eysenck considered statistical outcome
data from over 7,000 patients. These patients included
five psychoanalytic groups and fourteen groups who
had undergone “eclectic” therapy. As control data,
Eysenck employed the discharge rate among hospital-
ized patients from New York State hospitals and the
amount of improvement that occurred in individuals
who were seeking insurance settlements and were
receiving medical treatment from general
practitioners.

Basically, Eysenck claimed that 72% of the
patients who had received only custodial or medical
care had improved, whereas only 44% of the patients
who had received psychoanalytic treatment and only
66% of the patients who had received eclectic therapy
showed improvement. Clearly, a smaller percentage of
psychotherapy patients than control patients showed
improvement.

While some have argued for the validity of
Eysenck’s conclusions (e.g., Rachman, 1973; Truax &
Carkhuff, 1967), others have vehemently disagreed
(e.g., Bergin, 1971; deCharms, Levy, & Wertheimer,
1954). The criticisms have centered on Eysenck’s failure
to match participants in the treatment and control

groups. In fact, there really was no control group in the
classic sense, and there certainly was no matching for
education, social class, personality structure, expecta-
tions about therapy, and so on. Also, there was little
evidence that physicians and psychiatrists were using
the same standards for improvement. Finally, there is a
question about how Eysenck calculated his improve-
ment rates. For example, Bergin (1971) argued that the
improvement rate of custodial and medical care groups
was really 30% rather than 72% as calculated by
Eysenck.

Hans Eysenck
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until after the study is completed; in an attention only
control group, patients meet regularly with a clinician,
but no “active” treatment is administered. As much as
possible, patients in the treatment and control groups
are matched on variables that might be related to out-
come, such as gender, age, diagnostic status, and sever-
ity of symptoms before the study began, prior to being
randomly assigned to groups. Assessments of patient
functioning (symptoms of psychopathology) are con-
ducted in parallel fashion for both treatment and con-
trol participants. At the very least, assessments are
obtained at the beginning of the study, at treatment
completion, and possibly at some period of time after
treatment is terminated (follow-up). This design
allows a comparison of the two groups at treatment
completion and follow-up as well as an evaluation of
the amount of change (if any) within each group.

Following are some of the research considera-
tions that help shape the meaning and generality of
research findings on therapeutic outcomes.

1. What is the sample? Are the patients voluntary,
or were they subtly or overtly coerced into
therapy (e.g., prisoners vs. private practice
patients). Were the therapists experienced, or
were they neophytes? Were they psychoana-
lysts, or were they behaviorists? Were the
patients “real” patients, or were they recruited
by a newspaper ad requesting paid volunteers
for an analog study on the “treatment of snake
phobias”? Undoubtedly, the answer to each of
these questions (and others like them) will
determine how researchers can interpret their
results. There are no absolute findings, only
findings relative to the sample and to the con-
ditions of the given study.

2. What relevant patient variables were con-
trolled? Unfortunately, one cannot hope to
provide a control group that is exactly the same
as the treatment group. This being the case,
how close did the study come to controlling
relevant factors? If the waiting list or attention
only control group was not identical with the
patient group, in what ways did it differ? Were
the presenting complaints of the patient group
all basically alike, or was there diversity? Was

the control group similar to the treatment
group with respect to demographic factors,
personality, knowledge about therapy, and
expectations for help?

3. What were the outcome measures? Were the
outcome measures identical for every patient
and control, or were they “tailored” to meet
the idiosyncratic situation (goals, hopes, and
expectations) of each patient? Was a single
outcome measure used, or were multiple
measures employed? Were the measures non-
reactive or unobtrusive, or were they measures
that, by their very character, might reflect
things other than what they were supposed to
be measuring? Unfortunately, there is currently
no consensus about which outcome measures
should be used in psychotherapy research
studies. This makes comparisons across studies
more difficult.

4. What was the general nature of the study? The
effects of therapy can be evaluated in a variety
of ways. So far, we have concentrated on
experimental studies. Other methods include
case studies, clinical surveys, correlational
studies, and analog studies. Each type has
characteristic strengths and weaknesses. For
example, a case study can offer a richness of
detail and a fountain of hypotheses that may be
far more valuable than an experimental study
or an analog study. But a case study has an N
(i.e., sample size) of 1, and how far can one
generalize from one patient? Analog studies
offer great potential for controlling relevant
variables, avoiding ethical problems with no-
treatment groups, and collecting a satisfactory
number of participants. But how close to real-
ity is an analog study? As we have had occasion
to remark before, each method offers unique
advantages and characteristic limitations. How
researchers choose to proceed must be deter-
mined by what they seek to learn and what
they can tolerate in the way of limitations.
Perhaps the best hope is that numerous good
investigators will decide to follow diverse
research paths.
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Comparative Studies

Therapy research has become increasingly sophisti-
cated since Eysenck’s critique. More and more
studies do not just assess outcomes but also compare
two or more techniques in terms of efficacy. How-
ever, several critics have questioned whether some
designs are powerful enough (have enough study
participants) to detect differences between alterna-
tive treatments (Kazdin & Bass, 1989).

The Temple University Study. A major com-
parative study was conducted by Sloane, Staples,
Cristol, Yorkston, and Whipple (1975a, 1975b).
More than 90 outpatient neurotics were assigned
to (a) behavior therapy, (b) short-term psychoana-
lytically oriented therapy, or (c) a minimal treat-
ment waiting list. The groups were matched in
terms of sex and severity of symptoms; otherwise,
assignment to the different therapeutic conditions
was random. Treatment was carried out by three
behavior therapists and three analysts, all of whom
were highly trained and experienced. Before-
and-after measurements included psychological
tests, a target symptoms technique (a measure ori-
ented toward individualized treatment criteria), a
standard interview, informants’ reports (people
who had known the patients for an average of
12 years), and ratings by the therapist, the patient,
and an independent rater. Note that these proce-
dures correspond closely to several of the recom-
mendations made earlier in the methodology
section of this chapter.

All three groups had improved at a 4-month
posttesting point. However, the psychoanalytic
therapy (PT) and behavior therapy (BT) groups
improved more than did the waiting list (W)
group. The independent rater could find no differ-
ences with respect to improvement in target symp-
toms between the BT and PT groups. General
estimates, such as improvement in work or social
situations, also failed to discriminate between the
PT and BT groups. The rater’s global outcome
assessment indicated that 80% of both the BT
group and the PT group improved, whereas only
48% of the W group did. For general adjustment,
93% of the BT group and 77% of both the PT

group and the W group showed improvement.
Although the comparative change between the
BT group and the PT group varied depending on
the specific criterion, in general there was a slight
trend in favor of the BT group. There was no evi-
dence of deterioration effects, and all three groups
maintained their improvement after 1 year. It
should be noted, however, that there was a trend
for the improvement to continue and for patients in
the W group to approach or equal those in the BT
and PT groups. This could suggest that what ther-
apy does is accelerate change, rather than produce
more change, as compared to no treatment. Psy-
choanalysts produced better outcomes with less dis-
turbed patients, whereas the level of patient
disturbance made no difference for behavior thera-
pists. This suggests that behavior therapy may have
greater versatility, perhaps because of the greater
flexibility and eclecticism of the techniques
employed by behavior therapists.

Meta-analyses. In 1977, Smith and Glass pub-
lished a review of nearly 400 psychotherapy out-
come studies. Their verdict was that the evidence
is convincing in showing the effectiveness of psy-
chotherapy. What is unique about their review is
their use of a method called meta-analysis. Using this
method, they analyzed all therapy studies that dealt
with at least one therapy group and one control
group, or with two therapy groups, and averaged
the effects of therapy across all these studies. In their
analysis, they defined effect size as the mean differ-
ence between treated and control participants’
scores on relevant outcome measures divided by
the standard deviation of the control group.

Earlier, we mentioned the meta-analysis of Smith
et al. (1980). Their survey included 475 studies
involving 25,000 patients treated by some 78 thera-
pies for an average of 16 sessions. Outcome compar-
isons showed effect sizes that averaged a .85 standard
deviation. As previously mentioned, this means “the
average person who receives therapy is better off at
the end of it than 80% of the persons who do not”
(Smith et al., 1980, p. 87). Using a somewhat stricter
definition of therapy and removing “placebo therapy”
and “undifferentiated counseling” from the data, the

336 C H A P T E R 11



average effect size increased from .85 to .93 of a stan-
dard deviation unit. This figure would be analogous
to reducing an illness or death rate from 66% to 34%!
Table 11-4 presents a summary of Smith et al.’s find-
ings for several major forms of psychotherapy.

Process Research

So far, we have focused on the outcomes of thera-
peutic intervention, along with many of the patient
and therapist variables that may affect those out-
comes. Other investigators, however, have addressed
the specific events that occur during therapy in the
course of the interaction between therapist and
patient. This is called process research. The Rogerians
were pioneers in this area and commonly conducted
studies relating, for example, the amount of therapist
talk in a given session to client spontaneity or the
effects of therapist clarifications and restatements on
the client’s taking responsibility for the progress in a
given session.

For a long time, therapy investigators were split
into two camps (Beutler, 1990): those who did pro-
cess research and those who did outcome research.
Those who focused on outcomes criticized process
research as failing to show that processes internal to

therapy were correlated with outcome and, there-
fore, as not worthy of serious consideration. Indeed,
it sometimes seemed as if the process was misleading
in predicting outcomes.

But process-oriented researchers felt there
should be relationships between outcome and the
processes that occur during therapy (Strupp, 1971).
One way of doing this kind of research is to film or
tape actual therapy sessions (Hill & Lambert, 2004).
This kind of research has increasingly begun to
show substantive relationships between what hap-
pens during therapy and ultimate outcome
(Orlinski, Ronnestad, & Willutzki, 2004). For
example, across studies, one of the strongest associa-
tions found is between therapeutic bond (the
degree to which client and therapist are invested
in, communicate with, and affirm each other) and
outcome (Orlinski et al., 2004). This highlights the
importance of a strong, positive working relation-
ship in psychotherapy.

Other consistent findings concerning the rela-
tionship between measures of therapeutic process
and outcome include (Orlinsky et al., 2004):

■ Therapist competence and adherence to treat-
ment protocol are associated with positive
outcome;

T A B L E 11-4 Average Effect Size (ES) and Percentile Equivalent for Select Forms
of Psychological Intervention

Type of Therapy ES Percentile Equivalent

Psychodynamic 0.69 75%

Client-centered 0.62 73%

Gestalt 0.64 74%

Rational-emotive therapy (RET) 0.68 75%

Non-RET cognitive therapies 2.38 99%

Systematic densensitization 1.05 85%

Behavior modification 0.73 77%

Cognitive-behavioral therapy 1.13 87%

Undifferentiated counseling 0.28 61%

All forms of psychological intervention 0.85 80%

NOTE: Percentile equivalent indicates the percentage of those not receiving treatment whose outcome is exceeded by those receiving the treatment in question.

SOURCE: Adapted with permission from The Benefits of Psychotherapy, by M. L. Smith, G. V. Glass, and T. I. Miller. Copyright © 1980 by Johns Hopkins
University Press.
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■ The degree to which clients reflect on, think
about, and emotionally process material within
sessions is positively associated with outcome;

■ Therapists’ use of guidance and advice is gen-
erally not associated with outcome, and thera-
pists’ use of support and encouragement is
inconsistently related to outcome;

■ As might be expected, clients’ degree of
cooperativeness (vs. resistance) is positively
related to outcome, as is the degree to which
clients express positive affect in a session.

Findings such as these give us more clues as to
what therapeutic ingredients are associated with
positive outcome. What is especially intriguing is
that these findings are generally consistent regardless
of the “brand” of therapy or treatment used.

Recent Trends

Focus of Psychotherapy Research. As noted ear-
lier, a great deal of research is conducted to exam-
ine the efficacy and effectiveness of specific
therapeutic approaches for individual diagnoses. In
addition, recent research has refined this question
by asking whether there are specific factors (e.g.,
client motivation, socioeconomic status, etc.) that
may be related to higher efficacy and effectiveness.
In addition, research has begun to dismantle thera-
peutic approaches to determine whether specific
components of cognitive-behavioral therapy, for
instance, are the most important ingredients in ther-
apy outcome. Last, research has begun to focus
more specifically on the types of therapies that
work for each specific diagnosis. In other words,
the question of interest to contemporary researchers
is no longer “whether psychotherapy works,” but
rather “which type of psychotherapy works for
which diagnoses?” Part of this line of research
includes asking whether psychotherapy, medica-
tion, or a combination of both may lead to better
client outcome.

For example, Chorpita and colleagues (2011)
offer an analysis of several different types of thera-
peutic approaches for several different types of
disorders among youth. Their results led to a

documentation of the evidence base for several dif-
ferent approaches to therapy. For instance, their
results revealed that cognitive-behavioral therapy,
particularly involving “exposure” as a therapeutic
technique, has the best evidence base for the treat-
ment of anxiety disorders; most studies suggest that
this approach works better than no therapy at all. In
contrast, there is very little evidence to suggest that
psychodynamic or play therapy works any better in
reducing anxiety disorder symptoms than no ther-
apy at all (Chorpita et al., 2011).

Other recent studies have compared the effects of
psychotherapy, medication, or a combined form of
treatment. Many of these studies have involved large
multisite national clinical trials, involving hundreds of
clients across several U.S. geographic areas. For
instance, one of these trials involved the study of
treatment for ADHD in children (i.e., NIMH
Collaborative Multisite Multimodal Treatment Study
of Children With Attention-Deficit/Hyperactivity
Disorder; MTA, 1999). Treatments included behav-
ioral therapy, medication, combined treatment, and
community-care controls. Results at the end of
treatment indicated that youth in the combined
andmedication conditions evidenced greater improve-
ment in ADHD symptoms and ODD symptoms than
did children in the behavior-therapy-only condition
and the community controls (MTA, 1999).

Practice Guidelines. Increasingly, clinical psy-
chologists are being held accountable for the ser-
vices they provide. Insurers and managed care
companies no longer give clinicians free rein as to
the interventions they employ and the pace at
which treatment is administered. To maintain con-
trol over the psychotherapy enterprise, several
professional organizations have become increasingly
active in developing practice guidelines (Nathan,
1998). Practice guidelines recommend specific
forms of intervention for specific psychological pro-
blems or disorders, and they have a common goal
of “detailed specification of methods and proce-
dures to ensure effective treatment for each disor-
der” (Nathan & Gorman, 1998, p. 12). The
American Psychological Association began working
on practice guidelines in 2011.
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Manualized Treatment. A related, hotly debated
issue is whether manual-based treatments should be
used in clinical practice. Treatment manuals were
originally developed by psychotherapy researchers
to ensure that treatment protocols were standard-
ized across patients. However, manualized treatment
has also been used outside the research context in
clinical practice. Some have criticized manual-based
treatment for “undermining” the clinical judgment
of clinicians, for not being tailored to patients with
multiple problems (comorbid conditions), and for
ignoring therapist effects on outcome (Davison &
Lazarus, 1995; Garfield, 1996; Wilson, 1998).

In addressing these and other criticisms, Wilson
(1998) points out that manual-based treatment has
greater clinical utility than it is given credit for. The
psychological testing and clinical judgment literature
suggests that clinical judgment and clinical prediction
are limited and are likely to be outperformed by an
empirically supported manualized treatment that
prescribes for the therapist the methods of interven-
tion for a given problem. Second, there are no data to
support the position that manual-based treatments
are inferior to treatment-as-usual with regard to
comorbid psychological problems (Wilson, 1998).
In fact, manual-based treatments might be used to
treat comorbid problems sequentially or concur-
rently. Third, Wilson (1998) argues that manual-
based treatments actually encourage clinical innova-
tion because they help identify patients who do not

seem to respond to “first-choice” treatments. It then
becomes possible and necessary to modify protocols
to treat these individuals successfully. Finally, Wilson
(1998) points out that manual-based treatments, like
other forms of treatment, require clinical skill and a
positive therapeutic alliance. He does acknowledge
that treatment manuals need to become more
“therapist friendly” and suggests providing more
practical guidelines as well as more discussions of
commonly encountered problems in implementing
the treatment.

We would like to highlight a few additional
advantages of manual-based treatment. This form
of treatment is more focused, often more engaging
from the patient’s perspective, and easier to teach,
supervise, and monitor (Wilson, 1998). Finally, the
clinicians who master manual-based treatments will
be much more attractive to managed care compa-
nies because these treatments are recognized as effi-
cacious and efficient (Marques, 1998; Strosahl,
1998). Marques (1998) predicts that clinicians will
be required to use manual-based treatment proto-
cols to maintain their provider status for managed
care organizations. For all of these reasons, it is
important that clinical psychology trainees receive
thorough training in manual-based, empirically
supported treatments (Calhoun, Moras, Pilkonis,
& Rehm, 1998). Table 11-5 presents a preliminary
set of guidelines for training in empirically sup-
ported treatments.

T A B L E 11-5 Guidelines for Training in Empirically Supported Treatments (ESTs)

■ Include videotapes that illustrate the conduct of the central components of the EST in the training program.
■ Rely mainly on audio- or videotapes of therapy sessions for supervision, rather than on trainees’ self-reports.
■ Use adherence measures developed for the EST to systematically and frequently evaluate each trainee’s progress.
■ Training material that illustrates common errors in the implementation of central components of an EST are

efficient training aids.
■ Group supervision using audiotapes of sessions might be more efficient than individual supervision in terms of

rate of learning.
■ Expect to provide supervision on a minimum of three to four prototypical cases for the EST and a minimum of

four more nonprototypical cases to develop minimally adequate skill performing it.
■ Include instruction in ongoing evaluation of a patient’s response to the EST.

SOURCE: Adapted from Calhoun, K. S., Moras, K., Pilkonis, P. A., & Rehm, L. P. (1998). Empirically supported treatments. Implications for training. Journal of
Consulting and Clinical Psychology, 66, 151–162.
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SO ME GEN ERAL CO NCLUS I ONS

Although most acknowledge that the efficacy of
psychotherapy has been demonstrated, there is little
evidence to suggest that one form of therapy is in
any sense uniquely effective for all problems. J. D.
Frank’s (1979) conclusions about psychotherapy
several decades ago also seem to characterize cur-
rent thinking:

1. Several forms of psychotherapy are somewhat
more efficacious than unplanned or informal
help.

2. One form of therapy has typically not been
shown to be more efficacious than another for
all conditions.

3. Clients who show initial improvement tend to
maintain it.

Careful research should be designed to help us
predict which therapy will best work for a given
problem. Lists of empirically supported treatments
for common psychological problems should con-
tinue to be updated and expanded. At the same
time, effort should also be devoted to investigating
the factors common to all therapies and the manner
in which they operate. Research might also focus
on the effects of matching patients and therapists in
terms of relevant characteristics. However, in the
final analysis, therapist competence may be more
critical than the simple matching of patients and
therapists along lines of race, class, or sex.

Therapy is an intermittent process that occurs,
for example, once a week. Thus, it is only a small
part of a client’s ongoing life. Other concurrent
experiences may be as important or even more
important in determining whether or not improve-
ment occurs. Also, what happens in therapy may

interact with other experiences in complex ways.
Others may begin to react differently to the client,
and these changed reactions may reinforce or coun-
teract changes induced by therapy. Changes in the
client may threaten family members, who then qui-
etly conspire to sabotage treatment. The whole
process is so complex and interactive that it is diffi-
cult for research to show what factors in therapy are
related to client change or lack of it (Frank, 1982).

Perhaps the greatest reality limitation of all is sug-
gested by Barlow’s (1981) charge that many clinical
psychologists simply do not pay attention to outcome
research. They continue doing what they have always
donewithout full realization of the difficulties inmak-
ing valid inferences from their experiences with single
cases (Kazdin, 1981). Persons (1995) discusses how
deficits in training and the perceived inaccessibility
of resources have caused clinicians to delay adopting
empirically supported treatment techniques. How-
ever, Chambless et al. (1996) have said it best:

Psychology is a science. Seeking to help
those in need, clinical psychology draws its
strength and uniqueness from the ethic of
scientific validation. Whatever interventions
that mysticism, authority, commercialism,
politics, custom, convenience, or carelessness
might dictate, clinical psychologists focus on
whatworks. They bear a fundamental ethical
responsibility to use where possible inter-
ventions that work and to subject any inter-
vention they use to scientific scrutiny. (p. 10)

Clinical psychologists must learn more about
the specifics of the efficacy and effectiveness of var-
ious forms of therapy and routinely implement this
knowledge. They are under both ethical and scien-
tific imperatives to do so.

CHAPTER SUMMARY

Clinical psychologists use psychological interven-
tions to induce changes in a person’s behavior,
thoughts, or feelings. Psychotherapy is a form of
intervention that occurs in a professional context

whose aim is to solve psychological problems,
improve coping and functioning, prevent future
problems, or increase life satisfaction. Evidence sug-
gests that psychotherapy is efficacious, especially for
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certain types of psychological problems. However,
no one form of psychotherapy or intervention is
superior for all problems.

Certain features or characteristics are common
to all forms of therapy, including the expert role of
the therapist, the relationship or therapeutic alli-
ance, the building of competence, the release of
anxiety or tension, and the expectation of change.
Although specific characteristics of the patient and
of the therapist may influence outcome, such rela-
tionships appear to be multidimensional and com-
plex. Interestingly, many commonly held beliefs
regarding the relationships between patient and
therapist factors and psychotherapy outcome are
not supported by research.

Psychotherapy research is aimed at assessing
whether or not certain interventions are effective
with specific client populations, what factors seem
related to change, and how such change can be
brought about. More recent studies examine whether
a specific therapy is useful with patients with specific
psychological problems (e.g., specificDSM-IV diagno-
ses). In addition, clinical psychologists have begun to
examine more thoroughly the relative benefits of psy-
chotherapy versus medication for certain conditions
and of combined therapy/medication treatments.
Finally, research has helped shape practice guidelines
that incorporate empirically supported treatments. In
the future, clinical psychologists are likely to be using
manual-based treatments with increasing frequency.

KEY TERMS

attention only control group A control group
whose members meet regularly with a clinician but
receive no “active” treatment.

catharsis The release of emotions.

common factors A set of features that char-
acterize many therapy orientations and that may be
the source of the positive changes effected by
psychological treatment.

control group In psychotherapy research, the
group that does not receive the treatment under
investigation.

depth of a problem The changeability of a
condition or behavior. (The “deeper” the condi-
tion, the less changeable it is perceived to be.)

effect size The size of the treatment effect
(determined statistically).

effectiveness studies Studies that emphasize
external validity and the representativeness of the
treatment that is administered. A treatment is
considered effective to the extent that clients
report clinically significant benefit from the
treatment.

efficacy studies Studies that place a premium on
internal validity by controlling the types of clients

in the study, by standardizing the treatments, and
by randomly assigning patients to treatment or no-
treatment groups. A treatment is considered
efficacious to the extent that the average person
receiving the treatment in clinical trials is
demonstrated to be significantly less dysfunctional
than the average person not receiving any treat-
ment (e.g., those on a waiting list for treatment).

empirically supported treatments (ESTs)
Treatments for various psychological conditions
that have been shown through careful empirical
study to be either “well established” or “probably
efficacious.” A list of ESTs is updated and
published periodically by the APA’s Division of
Clinical Psychology.

evidence-based treatments (EBTs) Those
interventions or techniques that have produced
significant change in clients and patients in
controlled trials.

evidence-based practice (EBP) Treatments
informed by a number of sources, including
scientific evidence about the intervention, clinical
expertise, and patient needs and preferences.

expert role The therapist’s demonstration of
competence (i.e., knowledge and experience).
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insight In the context of psychotherapy, the
achievement of understanding the nature and
origins of one’s problems.

interpretation In the context of psychotherapy,
the therapist’s conceptualization of the
meaning behind the patient’s experiences or
behaviors.

manualized treatment Psychotherapeutic treat-
ment that is presented and described in a
standardized, manual format (i.e., outlining the
rationales, goals, and techniques that correspond to
each phase of the treatment).

mastery The acquisition of a high level of
knowledge or skill. One goal of psychotherapy
may be for the patient to develop competence/
mastery in a particular area.

meta-analysis A method of research in which
one compiles all studies relevant to a topic or
question and combines the results statistically.

nonspecific factors Factors that are not specific
to any particular therapy orientation yet contribute
to a positive treatment outcome (e.g., the
expectation that one will improve).

outcome measures In psychotherapy research,
indicators of patient functioning following
treatment, used to gauge the treatment
effectiveness.

paraprofessionals Individuals without advanced
education in psychology who have been trained to
assist professional mental health workers.

patient functioning How well a patient is
getting along across a number of domains (e.g.,
psychological, social/interpersonal, occupational).

process research Research that investigates the
specific events that occur in the course of the interaction
between therapist and patient. Some therapy processes
have been shown to relate to treatment outcome.

psychological intervention A method of in-
ducing changes in a person’s behavior, thoughts, or
feelings.

stages of change A series of stages that represent a
given client’s readiness for change in psychotherapy.
These include: precontemplation, contemplation,
preparation, action, maintenance, and termination.

therapeutic alliance The relationship between
therapist and patient. The forging of a strong
therapeutic alliance is believed to be of primary
importance for therapeutic change.

treatment group In psychotherapy research, the
group that receives the treatment under investigation.

waiting list control group A control group
whose members receive treatment only after the
study is completed.

WEB SITES OF INTEREST

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

11-1 Division 12 (Clinical Psychology) Web site
on Research-Supported Treatments
http://www.psychology.sunysb.edu/
eklonsky-/division12/index.html

11-2 Original Division 12 Web site on Empirically
Supported Treatments
http://www.apa.org/divisions/div12/cppi.
html

11-3 Division 29 (Psychotherapy) Web site
http://www.divisionofpsychotherapy.org/

11-4 Evidence-Based Psychology Practice (EBPP)
updates
http://www.divisionofpsychotherapy.org/
category/ebpp-treatment-updates/

11-5 SAMHSA’s registry of evidence-based
programs and practices
http://www.nrepp.samhsa.gov/

11-6 Evidence Based Behavioral Practice (EBBP)
http://www.ebbp.org

11-7 Evidence based mental health treatment for
children and adolescents
http://www.effectivechildtherapy.com
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Psychotherapy:

The Psychodynamic Perspective

FOCUS QUESTIONS

1. What are the major assumptions of Freudian
theory?

2. What techniques are used in psychoanalytic
treatment, and why are these techniques used?

3. What are the major alternative forms of psy-
choanalytic therapy? Describe each.

4. What evidence suggests that psychodynamic
treatment works?

5. What are the advantages and disadvantages of
psychodynamic forms of treatment?

CHAPTER OUTLINE
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BOX 12-1: Focus on Professional Issues: A Brief

Biography of Sigmund Freud
The Freudian View: A Brief Review
From Theory to Practice
The Role of Insight

Techniques of Psychodynamic Psychotherapy
Free Association
Analysis of Dreams
Psychopathology of Everyday Life
BOX 12-2: Focus on Professional Issues: Freud’s

Self-Analysis
Resistance
A Case Illustration of Resistance

Transference
Interpretation
A Case Illustration of Interpretation

Psychoanalytic Alternatives
Ego Analysis
Other Developments
Contemporary Psychodynamic Psychotherapy
Interpersonal Psychotherapy: An Empirically
Supported Treatment
BOX 12-3: Focus on Clinical Applications:

Features of Interpersonal Psychotherapy (IPT)

Summary Evaluation of Psychodynamic
Psychotherapy

Does Psychodynamic Psychotherapy Work?
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BOX 12-4: Clinical Psychologist Perspective:
Kenneth N. Levy, Ph.D.

Interpretation and Insight
Curative Factors
The Lack of Emphasis on Behavior
BOX 12-5: Clinical Psychologist Perspective:

Ali Khadivi, Ph.D.

The Economics of Psychotherapy
BOX 12-6: Graduate Student Perspective:

Joseph E. Beeney

CHAPTER SUMMARY

KEY TERMS

WEB SITES OF INTEREST

T he psychodynamic approach to therapy focuses
on unconscious motives and conflicts in the

search for the roots of behavior (Shedler, 2010). It
likewise depends heavily on the analysis of past
experience. The roots of this perspective reside in
the original psychoanalytic theory and therapy of
Sigmund Freud (see Box 12-1).

Without question, psychoanalytic theory
represents one of the most sweeping contributions
to the field of personality. What began as a halting
flow of controversial ideas based on a few neurotic
Viennese patients was transformed into a torrent
that changed the face of personality theory and
clinical practice. Hardly an area of modern life
remains untouched by Freudian thought. It influ-
ences art, literature, and culture as well (Luborsky &
Barrett, 2006). Such words and phrases as ego,
unconscious, death wish, Oedipal, and Freudian slip
have become a part of our everyday language.

What is true in our culture at large is no less true
for therapeutic interventions. Although psychoanalytic
therapy is sometimes regarded as an anachronism, it is
still practiced by some clinical psychologists (Norcross,
Karpiak, & Santoro, 2005). In fact, almost every
form of therapy that relies on verbal transactions
between therapist and patient owes some debt to
psychoanalysis—both as a theory and as a therapy.
Whether it is existential therapy, cognitive-behavioral
therapy, or family therapy, psychoanalytic influences
are clearly evident, even though they are not always
formally acknowledged.

PSY CHOA NALY S IS :

THE BEGINNINGS

In 1885, Freud was awarded a grant to study in
Paris with the famous Jean Charcot. Charcot was
noted for his work with hysterics. Hysteria then was
viewed as a “female” disorder most often marked
by paralysis, blindness, and deafness. These symp-
toms suggested a neurological basis, yet no organic
cause could be found. Earlier, Charcot had dis-
covered that, while under hypnosis, some patients
with hysteria would relinquish their symptoms and
sometimes recall the traumatic experiences that had
caused them. It is likely that such recall under hyp-
nosis helped stimulate Freud’s thinking about the
nature of the unconscious. In any event, Freud
was greatly impressed by Charcot’s work and,
upon his return to Vienna, explained it to his phy-
sician friends. Many were quite skeptical about the
benefits of hypnosis, but Freud nevertheless began
to use it in his neurological practice.

Anna O.

A few years earlier, Freud had been fascinated by
Josef Breuer’s work with a young patient with
“hysteria” called Anna O. She presented many clas-
sic hysterical symptoms, apparently precipitated by
the death of her father. Breuer had been treating
her using hypnosis, and during one trance, she
told him about the first appearance of one of her
symptoms. What was extraordinary, however, was
that when she came out of the trance, the symptom
had disappeared! Breuer quickly realized that he
had stumbled onto something very important, so
he repeated the same procedures over a period of
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time. He was quite successful, but then a complica-
tion arose. Anna began to develop a strong emo-
tional attachment to Breuer. The intensity of this
reaction, coupled with a remarkable session in
which Anna began showing hysterical labor pains,
convinced Breuer that he should abandon the case.
The jealousy of Breuer’s wife may also have played
a part in his decision.

These events, with which Freud was familiar,
undoubtedly helped prompt his initial theories
about the unconscious, the “talking cure,”

catharsis, transference, and moral anxiety. He trea-
ted many of his patients with hypnosis. However,
not all patients were good candidates for hypnotic
procedures. Others were easily hypnotized but
showed a disconcerting tendency not to remember
what had transpired during the trance, which
destroyed most of the advantages of hypnosis. An
example was Elisabeth, a patient Freud saw in 1892.
He asked her, while she was fully awake, to concen-
trate on her ailment and to remember when it
began. He asked her to lie on a couch as he pressed

BOX 12-1 Focus on Professional Issues: A Brief Biography of Sigmund Freud

Sigmund Freud was born in Austria (in an area that
later became part of Czechoslovakia) on May 6, 1856.
Most of his childhood was spent in Vienna. He was the
oldest of seven children. After a classical education, he
began medical studies at the University of Vienna and
received an M.D. degree in 1881. After a short period
in research, he began a private practice, even though
such work did not greatly interest him. At least three
things helped him make this decision. First, he knew
that as a Jew he stood little chance of advancement in
a research-academic environment rife with anti-Semitic
feelings. Second, his research efforts did not seem
likely to produce much income. Third, he had fallen
in love with Martha Bernays. Just as it does today,
marriage required money, and Freud had very little.
Consequently, he decided to open a practice as a
neurologist. His marriage to Martha produced six
children, one of whom, Anna, became a famous
psychoanalyst herself.

Around this time, Freud began a brief but
very productive collaboration with Josef Breuer, a
renowned physician in Vienna. Together they sought
an explanation for Breuer’s discovery of the talking
cure, a method by which a patient’s neurotic problems
are alleviated just by talking about them. In 1895,
Breuer and Freud published Studies on Hysteria, a
landmark psychiatric treatise. A bit later, the two men
had a falling out for reasons not completely clear.
Some suggest the problem was a disagreement over
money, whereas others believed it had to do with
Breuer’s alarm over Freud’s growing emphasis on
sexual factors as a cause of hysteria.

Freud’s most acclaimed work, The Interpretation of
Dreams, appeared in 1900, capping a remarkably

productive decade of work. As the 20th century
dawned, his professional stature was growing, and his
work had begun to attract a dedicated band of fol-
lowers. Several of these converts later left the orthodox
Freudian camp to develop their own psychoanalytic
theories. Notable among these were Alfred Adler, Carl
Jung, and Otto Rank. Freud became a truly interna-
tional figure when, in 1909, he was invited to lecture at
Clark University in the United States.

Many books and papers followed. But so did
Nazi harassment in the 1930s. They burned his books
and turned him into a choice anti-Semitic target.
Finally, he was allowed to emigrate to England. In his
declining years, he suffered from cancer of the jaw,
experiencing great pain and undergoing about 32
operations. A heavy cigar smoker, he periodically gave
up cigars, but never completely. He died in England in
September 1939.
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his hand against her forehead. Subsequently, Freud
found that placing his hand on patients’ foreheads
and asking them to remember events surrounding
the origin of the symptom were just as effective as
hypnosis. He soon gave up placing his hand on
patients’ foreheads and simply asked them to talk
about whatever came to their minds. This was the
beginning of what came to be known as the method
of free association.

The Freudian View: A Brief Review

A major assumption of Freudian theory, psychic
determinism, holds that everything we do has mean-
ing and purpose and is goal directed. Such a view
enables the psychoanalyst to utilize an exception-
ally large amount of data in searching for the roots
of the patient’s behavior and problems. The mun-
dane behavior, the bizarre behavior, the dream,
and the slip of the tongue all have significance and
meaning.

To account for many aspects of human behav-
ior, Freud also assumed the existence of unconscious
motivation. His use of this assumption was more
extensive than that of any previous theorist, and it
allowed him to explain much that had previously
resisted explanation. The analyst first assumes that
healthy behavior is behavior for which the person
understands the motivation. The important causes
of disturbed behavior are unconscious. Therefore, it
follows that the goal of therapy is to make the
unconscious conscious.

The Instincts. The energy that makes the human
machine function is provided by two sets of
instincts: the life instincts (Eros) and the death instincts
(Thanatos). The life instincts are the basis for all the
positive and constructive aspects of behavior; they
include bodily urges such as sex, hunger, and thirst
as well as the creative components of culture such as
art, music, and literature. But all these activities can
serve destructive ends as well. When this happens,
the death instincts are responsible. In practice, mod-
ern analysts pay scant attention to death instincts.
However, Freud found them necessary to account

for the dark side of human behavior (the compul-
sively self-destructive behavior of the neurotic, our
inability to avoid wars, etc.). In any event, for Freud
the ultimate explanation for all behavior was an
instinctual one, even though the instincts he posited
are unobservable, cannot be measured, and often
seem better able to explain events after they occur
than before.

Personality Structures. Psychoanalysis views
personality as composed of three basic structures:
the id, the ego, and the superego. The id represents
the deep, inaccessible portion of the personality.
We gain information about it through the analysis
of dreams and various forms of neurotic behavior.
The id has no commerce with the external world—
it is the true psychic reality. Within the id reside the
instinctual urges, with their desire for immediate
gratification. The id is without values, ethics, or
logic. Its essential purpose is to attain the unham-
pered gratification of urges whose origin resides in
the somatic processes. Its goal, then, is to achieve a
state free from all tension or, if that is unattainable,
to keep the level as low as possible.

The id is said to obey the pleasure principle, try-
ing to discharge tension as quickly as tension
reaches it. To do this, it uses a primary process kind
of thinking, expending energy immediately in
motor activity (e.g., a swelling of the bladder that
results in immediate urination). Later, the id
replaces this aspect of the primary process by
another form. It manufactures a mental image of
whatever will reduce the tension (e.g., hunger
results in a mental representation of food). Dream-
ing is regarded as an excellent example of this form
of the primary process. Of course, this primary
process cannot provide real gratifications, such as
food. Because of this inability, a second process
develops, bringing into play the second component
of personality—the ego.

The ego is the executive of the personality. It is
an organized, rational system that uses perception,
learning, memory, and so on in the service of need
satisfaction. It arises out of the inadequacies of the
id in serving and preserving the organism. It
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operates according to the reality principle, deferring
the gratification of instinctual urges until a suitable
object and mode are discovered. To do this, it
employs the secondary process—a process that
involves learning, memory, planning, judgment,
and so on. In essence, the role of the ego is to
mediate the demands of the id, the superego, and
the real world in a way that will provide satisfaction
to the organism and at the same time prevent it
from being destroyed by the real world.

The third component of the personality is the
superego. It develops from the ego during childhood,
arising specifically out of the resolution of the Oedi-
pus complex (the child’s sexual attraction to the parent
of the opposite sex). It represents the ideals and
values of society as they are conveyed to the child
through the words and deeds of the parents. These
ideals and values are also conveyed via rewards and
punishments. Punished behavior typically becomes
incorporated into the individual’s conscience, whereas
rewarded behavior generally becomes a part of the
ego ideal. Thus, within the superego, the conscience
eventually serves the purpose of punishing indi-
viduals by making them feel guilty or worthless,

whereas the rewards of the ego ideal are experienced
as pride and a sense of worthiness. In general, the
role of the superego is to block unacceptable id
impulses, to pressure the ego to serve the ends of
morality rather than expediency, and to generate
strivings toward perfection.

The Psychosexual Stages. Like many other the-
orists, Freud considered childhood to be of para-
mount importance in shaping the character and
personality of the individual. He believed that
each person goes through a series of developmental
stages. Termed psychosexual stages, each is marked by
the involvement of a particular erogenous zone of
the body (especially during the first 5 years). The
oral stage, which lasts about a year, is a period in
which the mouth is the chief means of reaching
satisfaction. It is followed by the anal stage, in
which attention becomes centered on defecation
and urination; this stage may span the period from
6 months to 3 years of age. Next is the phallic stage
(from 3 to 7 years of age), during which the sexual
organs become the prime source of gratification.
Following these so-called pregenital stages, the

Superego Ego

Id

Guiding principle: morality

Tasks: develop conscience;
           block id impulses

Guiding principle: reality

Tasks: mediate demands of
           id and superego; cope
           with real world

Guiding principle: pleasure

Tasks: attain gratification of wants,
           needs, and impulses

F I G U R E 12-1 Freud’s structure of the mind.

SOURCE: Adapted from Rathus, Psychology: Concepts and Connections, 9th ed., Fig 11.1, p. 402. Copyright © 2005 Wadsworth, a part of Cengage Learning.
Reprinted by permission.
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child enters the latency stage, which is characterized
by a lack of overt sexual activity and, indeed, by an
almost negative orientation toward anything sexual.
This stage may extend from about the age of 5 until
12 or so. Following the onset of adolescence, the
genital stage begins. Ideally, this stage will culminate
in a mature expression of sexuality, assuming that
the sexual impulses have been handled successfully
by the ego.

When the child experiences difficulties at any
stage, these difficulties may be expressed in symp-
toms of maladjustment, especially when the trou-
bles are severe. Either excessive frustration or
overindulgence at any psychosexual stage will lead
to problems. The particular stage at which excessive
gratification or frustration is encountered will deter-
mine the specific nature of the symptoms. Thus,
obsessive-compulsive symptoms signify that the
individual failed to successfully negotiate the anal
stage, whereas excessive dependence needs in an
adult suggest the influence of the oral stage. Freud
believed that all people manifest a particular char-
acter formation, which may not always be particu-
larly neurotic but nonetheless does represent
perpetuations of original childish impulses, either
as sublimations of these impulses or as reaction for-
mations against them. Examples would include an
oral character’s food fads or purist speech patterns,
an anal character’s prudishness or dislike of dirt, and
a phallic character’s excessive modesty.

Anxiety. The circumstances that give rise to the
formation of the ego, and later the superego, pro-
duce the painful affective experience anxiety. Exag-
gerated responses of the heart, the lungs, and other
internal organs are perceived and experienced as
anxiety. There are three general classes of anxiety.
The first is reality anxiety, which is based on a real
danger from the outside world. Neurotic anxiety
stems from a fear that one’s id impulses will be
expressed unchecked and thus lead to trouble
from the environment. Moral anxiety arises from a
fear that one will not conform to the standards of
the conscience. What identifies and defines these
anxieties is the source rather than the quality of
the anxiety experience. The essential function of

anxiety is to serve as a warning signal to the ego
that certain steps must be initiated to quell the dan-
ger and thus protect the organism.

The Ego Defenses. We have already discussed
that the ego uses the secondary process of memory,
judgment, and learning to solve problems and stave
off environmental threats. But such measures are
less serviceable when threats arise from within the
person. When one fears the wrath of the superego
or the unleashed lusts of the id, where does one
turn? The answer lies in the ego defenses or, as they
are sometimes called, defense mechanisms. Nowhere
was the insight of Freud more evident than in his
ability to abstract the defense mechanisms from the
often disconnected and illogical verbalizations of his
patients. These mechanisms are generally regarded
as pathological because they divert psychic energy
from more constructive activities and at the same

F I G U R E 12-2 Freud’s consulting room.
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time distort reality. All the defense mechanisms
operate actively and involuntarily, without the per-
son’s awareness.

The basic ego defense is repression. This can be
described as the banishment from consciousness of
highly threatening sexual or aggressive material. In
some instances, the process operates by preventing
the offending impulse from reaching consciousness
in the first place. Fixation occurs when the frustration
and anxiety of the next psychosexual stage are so
great that the individual remains at his or her pre-
sent level of psychosexual development. Regression
involves a return to a stage that earlier provided a
great deal of gratification; this may occur following
extensive frustration. Reaction formation is said to
occur when an unconscious impulse is consciously
expressed by its behavioral opposite. Thus, “I hate
you” is expressed as “I love you.” Projection is
revealed when one’s unconscious feelings are attrib-
uted not to oneself but to another. Thus, the feeling
“I hate you” is transformed into “You hate me.”

From Theory to Practice

As mentioned earlier, Breuer’s experiences with
Anna O. led to the discovery of the “talking
cure.” This in turn became transformed into free
association during Freud’s work with Elisabeth.
Free association meant simply that the patient was
to say everything and anything that came to mind
regardless of how irrelevant, silly, dull, or revolting
it might seem. Freud also realized that Anna had
transferred onto Breuer many of her feelings that
really applied to significant males in her life. This
notion of transference would eventually become a
valuable diagnostic tool during therapy for under-
standing the nature of the patient’s problems—
especially the unconscious ones.

Through hypnosis, Freud learned that patients
could relive traumatic events associated with the
onset of the hysterical symptom. In some cases,
this reliving served to release formerly bottled-up
energy. This became known as catharsis—a release
of energy that often had important therapeutic ben-
efits. In his work with Elisabeth, Freud also wit-
nessed resistance—a general reluctance to discuss, to

remember, or to think about events that are partic-
ularly troubling or threatening. He viewed this as a
kind of defense, but later he also analyzed it as
repression—the involuntary banishing of a thought
or impulse to the unconscious. The unconscious, of
course, is the area of the mind inaccessible to con-
scious thought.

The Role of Insight

The ultimate goal of psychoanalytic intervention is
the removal of debilitating neurotic problems. But
the unswerving credo of the traditional psychoana-
lytic therapist is that, ultimately, the only final and
effective way of doing this is to help the patient
achieve insight. What does insight mean? It means
total understanding of the unconscious determi-
nants of those irrational feelings, thoughts, or beha-
viors that are producing one’s personal misery.
Once these unconscious reasons are fully con-
fronted and understood, the need for neurotic
defenses and symptoms will disappear. All of the
specific techniques described later in this chapter
have as their ultimate purpose the facilitation of
insight.

An analysis culminating in insight is slow,
tedious, and often very lengthy. An orthodox anal-
ysis is not measured in weeks or months but in
years. This is because the patient is not simply
informed, for example, that unconscious feelings
of hostility and competitiveness toward a long-
departed father are causing present outbursts against
friends, a boss, or coworkers. At an intellectual
level, the patient may readily concede this interpre-
tation. But the unconscious is not likely to be much
affected by such sterile information. The patient
must actually experience the unconscious hostility.
This may happen through the transference process;
early experiences associated with the father may be
relived as competition with the therapist begins to
occur. The analyst begins to seem like that father
of years gone by, and all the old reactions start
flooding back. As the therapist comes to stand for
someone else (the father), old emotions are re-
experienced and then reevaluated. From this
comes a deeper insight.
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The true meaning of this insight is then brought
into the patient’s consciousness by the working-
through process. This refers to a careful and repeated
examination of how one’s conflicts and defenses
have operated in many different areas of life. Little
may be accomplished by a simple interpretation that
one’s passivity and helplessness are really an uncon-
scious form of aggression. Once the basis for the
interpretation is firmly laid, it must be repeated
time and time again. The patient must be confronted
with the insight as it applies to relations with a
spouse, a friend, or a supervisor, and yes, even as it
affects reactions to the therapist. Patients must be
helped to work through all aspects of their lives
with this insight. This is not unlike learning a prin-
ciple in a physics class. The principle only begins to
take on real life and importance when one sees that
it applies not just in a laboratory but everywhere—in
automobile engines, house construction, baseball,
and so on. So it is with insight. It comes alive
when it becomes painfully clear in example after
example how it has affected one’s life and relation-
ships. It is due in part to this extensive working-
through period that traditional psychoanalysis takes
so long—three to five therapy sessions per week for
3 to 5 years, and sometimes much longer.

TECHNI QUES OF PSYCH OD YNA MI C

PSYCHOTHERAP Y

The analyst regards the symptoms of neurosis as
signs of conflict among the id, ego, superego, and
the demands of reality. A phobia, an undesirable

character trait, and excessive reliance on defense
mechanisms are all signs of a deeper problem. The
symptom, then, indicates an unconscious problem
that needs resolution. Obviously, if patients could
resolve their problems alone, they would not
need therapy. But the very nature of unconscious
problems and defenses makes self-healing exceed-
ingly difficult. To dissolve defenses and confront
the unconscious in a therapeutic relationship are
the purposes of psychoanalysis. Over the years,
many variations in techniques have been devel-
oped. However, in nearly all these variations, the
basic emphasis is on the dissolution of repressions
through the reanalysis of previous experience. The
fundamental goal remains freedom from the
oppression of the unconscious through insight.
Shedler (2010) identified seven features of psycho-
dynamic therapy that seem to best characterize this
approach (see Table 12-1), although many of these
would characterize other forms of treatment as well.
Below, we highlight some of the specific tech-
niques used in psychodynamic psychotherapy.

Free Association

A cardinal rule in psychoanalysis is that the patient
must say anything and everything that comes to
mind. This is not as easy for the patient as it may
appear at first glance. It requires the patient to stop
censoring or screening thoughts that are ridiculous,
aggressive, embarrassing, or sexual. All our lives we
learn to exercise conscious control over such
thoughts to protect both ourselves and others.
According to Freud, however, if the therapist is to

T A B L E 12-1 Seven Key Features of Psychodynamic Psychotherapy (Shedler, 2010)

■ Encourages patients to focus on affect and the expression of emotion.

■ Helps people explore their attempts to avoid distressing thoughts and feelings.

■ Identifies and focuses on recurring themes and patterns in patients’ thoughts, feelings, and behaviors.

■ Helps patients discuss how past experiences affect their current relationships, feelings, and behavior.

■ Focuses on interpersonal relationships and interpersonal experience.

■ Focuses on the current therapy relationship.

■ Encourages patients to explore fantasy life (e.g., uncensored thoughts, feelings, dreams).

SOURCE: Adapted from “The efficacy of psychodynamic psychotherapy.” American Psychologist, 65, pp. 98–109. Copyright © 2010 by the American Psycholo-
gical Association. Reprinted by permission.
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release patients from the tyranny of their uncon-
scious and thereby free them from their symptoms
and other undesirable behavior, then such an
uncensored train of free associations is essential.
From it, the patient and the therapist can begin to
discover the long-hidden bases of the patient’s
problems.

Traditionally, the psychoanalyst sits behind the
patient, who reclines on a couch. In this position,
the analyst is not in the patient’s line of vision and
will not be as likely to hinder the associative stream.
Another reason for sitting behind the client is that
having patients stare at you 6 or more hours a day
can be rather fatiguing for the analyst. The purpose
of the couch is to help the patient relax and make it
easier to free-associate.

The psychoanalyst assumes that one association
will lead to another. As the process continues, one
gets closer and closer to unconscious thoughts and
urges. Any single set of associations may not be
terribly clear. But over many sessions, patterns of
associations start to emerge, and the analyst can
begin to make sense of them through their repeti-
tive themes. In one sense, free associations are not
really “free” at all. They are outgrowths of uncon-
scious forces that determine the direction of one’s
associations. Often, but not always, these asso-
ciations lead to early childhood memories and
problems. Such memories of long-forgotten experi-
ences give the analyst clues to the structure of
personality and its development.

Analysis of Dreams

A related technique is the analysis of dreams. Dreams
are thought to reveal the nature of the unconscious
because they are regarded as heavily laden with
unconscious wishes, albeit in symbolic form.
Dreams are seen as symbolic wish fulfillments that
often provide, like free associations, important clues
to childhood wishes and feelings. During sleep,
one’s customary defenses are relaxed, and symbolic
material may surface. Of course, censorship by the
ego is not totally removed during sleep, or the
material from the id would become so threatening
that the person would quickly awaken. In a sense,

dreams are a way for people to have their cake and
eat it too. The material of the dream is important
enough to provide some gratification to the id but
not usually so threatening as to terrorize the ego.
However, in some cases, this scenario is not appli-
cable, and traumatizing dreams do occur.

The manifest content of a dream is what actually
happens during the dream. For example, the mani-
fest content of a dream may be that one is con-
fronted with two large, delicious-looking ice
cream cones. The latent content of a dream is its
symbolic meaning. In the preceding example, per-
haps there is a message about the need for oral
gratification or a longing to return to the mother’s
breast.

To get at the latent content, the patient is often
encouraged to free-associate to a dream with the
hope of gaining insight into its meaning. Normally,
the manifest content is an amalgam of displacement,
condensation, substitution, symbolization, or lack of
logic. It is not easy to cut through all this and find
the latent meaning. Free association will help in this
search, but the meaning of one dream alone is not
always apparent. The real meaning of a dream in the
life of an individual may only become apparent from
the analysis of a whole series of dreams. Another
problem is that patients often distort the manifest
content of a dream as they retell it during the ana-
lytic session. Thus, not only does the analyst have to
delve deeply to find the symbolic meaning, but there
is the added burden of the patient’s waking defenses
that strive to thwart the goal of understanding. For
many analysts, dreams do not provide inevitable,
final clues to the patient’s dynamics; rather, they
are clues that help the analyst formulate hypotheses
that can be validated or invalidated with further
information. An example of how dreams and free
associations go hand in hand is shown in a brief
description of Freud’s self-analysis (Box 12-2).

Psychopathology of Everyday Life

Another important method for gaining access to the
unconscious is illustrated by Freud’s how (1901/
1960) sensitive analysis of the “psychopathology of
everyday life.” In the Freudian view, everything is
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determined; there are no accidents. The slip of the
tongue and the forgotten appointment are not sim-
ple mistakes. Rather, they represent the conscious
expression of an unconscious wish. These little mis-
takes of everyday life are like dreams in the sense
that sexual and aggressive urges receive partial grat-
ification even though they interfere with our lives
in minor ways. When the patient makes such mis-
takes in therapy or recounts during therapy mistakes
made outside the therapy room, the therapist
receives additional data by which to assess the
patient’s problems. In some instances, the meaning
of the mistake is not readily apparent, and the
patient may be asked to free-associate to the mis-
take. These associations, coupled with the thera-
pist’s interpretation, can help provide the patient
with added insight.

Resistance

During the course of psychotherapy, the patient
will attempt to ward off efforts to dissolve neurotic
methods of resolving problems. This characteristic
defense, mentioned earlier, is called resistance.
Patients are typically loath to give up behaviors
that have been working, even though these beha-
viors may cause great distress—the distress, in fact,

that led the patients to seek help in the first place. In
addition, patients find painful subjects difficult to
contemplate or discuss. For example, a male patient
who has always feared his father or has felt that he
did not measure up to his father’s standards may not
wish to discuss or even recall matters related to his
father. Although a certain amount of resistance is
expected from most patients, when the resistance
becomes sufficient to retard the progress of therapy,
it must be recognized and dealt with by the
therapist.

As previously mentioned, the term resistance is
used to describe any client action or behavior that
prevents insight or prevents bringing unconscious
material into consciousness. Resistance takes many
forms. Patients may begin to talk less, to pause
longer, or to report that their minds are blank.
Lengthy silences are also frequent. Sometimes a
patient may repeatedly talk around a point or end-
lessly repeat the same material. Therapy may become
an arena for discussing such problems as unemploy-
ment or taxes—weighty issues, but hardly the ones
that brought the patient to therapy. Some patients
may intellectualize about the relative merits of primal
screaming versus nude marathons or even the effect
of Freud’s boyhood on the subsequent develop-
ment of psychoanalysis. If the patient knows that

BOX 12-2 Focus on Professional Issues: Freud’s Self-Analysis

To support his notion that people are motivated
by sexual wishes that go all the way back to their
childhood, Freud drew upon the results of his own
self-analysis.

Freud’s father died in 1896. This disturbed Freud a
great deal, even though his father was old and ill. In
fact, Freud became extremely anxious and depressed,
so much so that his work was severely hampered. He
became so disturbed at his own reactions that he
decided to embark upon a detailed self-analysis,
drawing on his dreams, associations, and behavior.

One childhood dream in particular seemed
important. This was a dream Freud remembered hav-
ing when he was 7 or 8 years old. Thirty years later, he
interpreted it. In his dream, he saw his “beloved
mother, with a peculiarly calm, sleeping countenance,

carried into the room and laid on the bed by two (or
three) persons with birds’ beaks” (Freud, 1938, p. 522).
His free associations led him to the idea of death and
to an expression on his grandfather’s face shortly
before his death. This was a composite dream, then,
combining elements of both his mother and grandfa-
ther. From here, his associations took him to the idea
of a dying father. Freud then realized to his dismay
that unconsciously he had harbored as a child hostile
wishes toward his father. Additional associations (e.g.,
the German slang word for sexual intercourse was
derived from the German word for bird) led him inev-
itably to the conclusion that his childhood sexual urges
were directed toward his mother. So it was that the
unconscious Oedipal strivings he had interpreted so
often in his patients were equally true for him.
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the therapist has a penchant for dreams, then the
therapist may be deluged with dream material. In
some instances, the patient’s feelings or ideas about
the therapist may begin to dominate the sessions.
This can be very flattering until the therapist realizes
that this interest is just a way of avoiding the real
problems. Another form of resistance is the tendency
to omit or censor certain information.

Resistance is also evidenced when a patient
repeatedly comes late, cancels appointments with-
out good reason, forgets meetings, and so on. The
therapist may also begin to notice that a variety of
“real” events in the patient’s life seem to be con-
spiring against the sessions. For example, the patient
may begin missing sessions because of a succession
of physical illnesses or may constantly ask to change
appointment times to meet one daily crisis after
another.

Nearly anything can become a form of resis-
tance. As the patient’s defenses are addressed, there
is sometimes an intensification of symptoms. But the
opposite can also take place so that an actual “flight
into health” occurs—the patient gets better. It is
almost as if, in the first instance, the patient is saying,
“Don’t make me confront these things. I’m getting
worse.” In the second instance, the patient is saying,
“See, I don’t need to deal with these matters. I’m

getting better.” Another method is “acting out.”
Here the patient attempts to escape the anxiety gen-
erated in therapy by indulging in irrational acts or
engaging in potentially dangerous behavior. For
example, a patient suddenly takes up mountain
climbing or begins to use cocaine or heroin. Still
other patients flee into “intellectualization.” Experi-
ences or memories become stripped of their
emotional content and are dissected calmly and
rationally. Everything becomes cold and detached.
Losing one’s job becomes an occasion for an elabo-
rate, intellectual discussion of economic conditions
or the shift to high technology. Feelings are ignored,
and the experience is handled by a flight into
rationality.

In one form or another, resistance goes on
throughout the course of therapy. In one sense,
it is an impediment to the swift resolution of neu-
rotic conflicts. But in another sense, it is the cen-
tral task in therapy. The resistance that goes on in
therapy probably mirrors what has happened in
real life. If resistance during therapy can be ana-
lyzed and the patient made to understand its true
function, then such defenses will not be as likely to
operate outside the therapist’s office. The follow-
ing is an example of how one therapist met the
problem of resistance.

A Case Illustration of Resistance

The wife of a minister has been in therapy for several
months. In the previous session, a series of inter-
pretations were made regarding her tendency to
see her husband rather than herself as completely
responsible for their unsatisfactory sexual
adjustment.

Therapist: You don’t seem very responsive today.

Patient: I don’t have much on my mind.

Therapist: You seem almost impatient.

Patient: I was just thinking what a stupid little office
this is. It’s so oppressive.

Therapist: That’s strange. You never commented on it
till now.

Patient: I never thought about it until now.

There is a long silence duringwhich the patient glances at
her watch twice. Finally, the therapist breaks the silence.

Therapist: I wonder if all this has anything to do with
what we discussed last time.

Patient: I just knew you were going to say that. Well,
I don’t think so because I can’t recall what it was
we talked about.

Therapist: Is that right? (Smiling)

Patient: Well … as a matter of fact … well, I think it is
my husband’s fault. He can be so aggressive. With
other people he seems so patient and under-
standing, but …

The session continues, and there is further exploration
into the patient’s sexual attitudes.
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Transference

A key phenomenon in psychoanalytic therapy, as
we have seen, is transference. To some degree,
transference is operative in most individual forms
of verbal psychotherapy. It occurs when the patient
reacts to the therapist as if the latter represented
some important figure out of childhood. Both pos-
itive and negative feelings can be transferred. In
short, conflicts and problems that originated in
childhood are reinstated in the therapy room.
This provides not only important clues as to the
nature of the patient’s problems but also an oppor-
tunity for the therapist to interpret the transference
in an immediate and vital situation. Many charac-
teristics of the psychoanalytic session—the patient is
seated on a couch facing away from the analyst, the
analyst does not give advice or reveal personal
information—serve to encourage the establishment
of transference.

Positive transference is often responsible for
what appears to be rapid improvement at the begin-
ning stages of therapy. Being in a safe, secure rela-
tionship with a knowledgeable authority can
produce rapid but superficial improvement. Later,
as the patient’s defenses are challenged, this
improvement is likely to fade, and marked negative
transference may intrude.

Transference can take many forms. It may be
reflected in comments about the therapist’s clothing
or office furnishings. It may take the form of direct
comments of admiration, dislike, love, or anger. It
may assume the guise of an attack on the efficacy of
psychotherapy or a helpless, dependent posture.
The important point is that these reactions do not
reflect current realities but have their roots in child-
hood. It is all too easy to view every reaction of the
patient as a manifestation of transference. However,
the truly sensitive therapist is one who can separate
reactions that have some support in reality from
reactions that are neurotic in character.

Basically, both positive and negative transfer-
ences are forms of resistance. Through interpreta-
tion, the patient is helped to recognize the irrational
nature and origins of transference feelings. With
repeated interpretation and analysis, the patient

can begin to gain control over these reactions in
the therapy room and learn to generalize such con-
trol to the real world as well.

Interpretation

Interpretation is the cornerstone of nearly every
form of dynamic psychotherapy. Although the con-
tent may vary significantly depending on the thera-
pist’s theoretical affiliation, the act of interpreting is
perhaps the most common technique among all
forms of psychotherapy. From the psychoanalyst’s
perspective, interpretation is the method by which
the unconscious meaning of thoughts and behavior
is revealed. In a broader sense, however, interpreta-
tion is a process by which the patient can be
induced to view thoughts, behavior, feelings, or
wishes in a different manner. It is a method calcu-
lated to free the patient from the shackles of old
ways of seeing things—ways that have led to the
patient’s current problems in living. It is a prime
method for bringing about insight. Of course, sig-
nificant insight or behavioral change rarely comes
from a single interpretation. Rather, it is a slow,
repetitive process in which the essential meaning
behind certain behaviors, thoughts, and feelings is
pointed out to the patient in one context after
another.

The following case study illustrates the inter-
pretive process.

In this case study, the therapist used his final
remarks to encourage understanding on the part
of the patient. By calling attention to the possibility
that the patient’s behavior might have been a way
of hurting her husband, the therapist was seeking to
get the patient to reexamine her views of herself,
her relationship with her husband, and her motives.
His interpretation was directed to a central part of
the patient’s problems. It is important to emphasize
that interpretations are not sprinkled about like
confetti. Rather, they are limited to important life
areas—those that relate directly to the problems
that the therapist is trying to resolve.

It is best to offer an interpretation when it is
already close to the patient’s awareness. In addition,
an interpretation should be offered when it will
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arouse enough anxiety to engage the patient’s seri-
ous contemplation but not so much anxiety that the
patient will reject it. Although therapists have
sometimes been known to make interpretations as
shots in the dark, it is generally wise to be reason-
ably sure of one’s target before firing the salvo.
Being wrong, offering an interpretation too soon,
or providing an interpretation that is beyond what
the patient is ready to accept is likely to be coun-
terproductive. As Colby (1951) put it, “Like push-
ing a playground swing at the height of its arc for
optimum momentum, the best-timed interpreta-
tions are given when the patient, already close to
it himself, requires only a nudge to help him see the
hitherto unseen” (p. 91).

As a general rule, small dosages are best. There-
fore, rather than prepare one grand interpretation
that will subsume all the major aspects of the
patient’s conflicts, it is advisable to approach matters
over a period of time. One can gradually move
from questions to clarifications to interpretations.
This will allow the patient to integrate each step.
In making interpretations, it is important to build

on what the patient has said previously, using the
patient’s own comments and descriptions to build
the interpretive case.

It can be difficult to determine whether a spe-
cific interpretation has been effective. Sometimes
the patient’s response (e.g., a surprised exclamation,
flushing, saying “My God, I never thought of it that
way!”) will suggest that the target has been hit. But
at other times, patients may be entirely noncom-
mittal, only to remark some sessions later how
true the therapist’s comment was. In any event,
the real test of the utility of an interpretation is
more likely to come from the subsequent course
of the sessions. Even a patient’s overt acceptance
can sometimes be nothing more than a way of
diverting the therapist or erecting a defense.

A classic psychoanalytic interpretation is
designed to open up the patient to new ways of
viewing things and, ultimately, to neutralize
unconscious conflicts and defenses. In doing this,
the therapist makes use of free associations, dream
material, behavior that indicates resistance and
transference, and so on. Interpretations can vary a

A Case Illustration of Interpretation

This exchange occurred during the 15th session of
psychotherapy with the 27-year-old wife of a college
professor. In previous sessions, she had described how
inadequate their sexual relationship was. In more
recent sessions, she had also begun to discuss how
much she and her husband shared the belief that
theirs was a frank, open, and communicative rela-
tionship. Sometime before the present session, the
patient had taken a 2-day trip to attend a convention
in a neighboring city. On the first day of the conven-
tion, she met a man and promptly went to bed with
him. Afterward, she was several days late with her
period. This convinced her that she was pregnant.
Suspecting that emotional factors might have delayed
her period, her therapist suggested that she hold off
telling her husband until she was sure. She disre-
garded this suggestion and proceeded to tell her
husband everything. The very next day, her period
began.

Patient: Well, I told Dick everything. God, was
I upset.

Therapist: Then what happened?

Patient: He took it better than I thought he would. He
was really understanding. Not so much forgiving,
just calm and understanding. And now I’m not
even pregnant. Can you beat that? But I think it
really solidified our relationship and we can go on
from here.

Therapist: Did you expect Dick to be so understanding?

Patient: I’m not sure I knew what to expect. I suppose
I thought he would be upset as hell, but what else
could I do? I know the episode at the convention
was silly. But I just had to find out whether it was
still possible to really enjoy sex.

Therapist: Was it?

Patient: Yes, it really was. Now I know it, and in a way
I feel great.

Therapist: And now Dick knows it, and in a way
he doesn’t feel so great. That could well be
the reason you were so eager to tell him
everything.
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great deal in terms of their complexity and incisive-
ness. Sometimes they are designed to cut right to
the heart of a patient’s unconscious conflicts. But in
other cases, they may be little more than comments
or questions designed to move the patient ever so
slightly in the direction of insight. Perhaps they
should be labeled as verbal interventions rather
than interpretations. But all have the potential for
altering how a patient thinks or feels. These verbal
interventions might be considered as a dimension in
terms of how directly they seek to lead the patient
to a fresh way of viewing things.

PSYCHOANALYTIC ALTERNATIVES

Psychoanalytic theory underwent considerable
modification by the neo-Freudians, Alfred Adler,
Carl Jung, Otto Rank, the ego analysts, and others.
The seminal contributions of Freud remained, but
the emphases often changed. Jung made much
more of dreams and symbolic processes. Rank ele-
vated the birth trauma to a preeminent position.
Adler and the neo-Freudians stressed the impor-
tance of culture, learning, and social relationships
instead of instinctual forces.

Such variations would be expected to influence
the methods of therapy. However, these changes
often did little to alter the critical roles of free associ-
ation, dream analysis, interpretation, transference,
and resistance. The supreme role of insight was little
changed. Insight came about through traditional psy-
choanalytic methods, but now it was the insight of
Horney or Fromm or Sullivan. The neurotic symp-
tom was seen as rooted not only in repressed sexual
or aggressive urges; it now became the outgrowth of
a fear of being alone or of the insecurity that goes
along with the adult role. In most of these early
variants of psychoanalysis, interpretation remained
the essential therapeutic ingredient. What distin-
guished these variants was often the content of the
interpretation—the different ways in which uncon-
scious material was construed by the analyst.

For many years, the therapy room was like an
inner sanctum. The therapist talked with the patient
and no one else. Now, family members or a spouse

are often consulted, or sometimes therapy is con-
ducted with the family as a unit. There tends to be
much less emphasis on the past (childhood) and a
more active confrontation with the present. Even
the nature of the clientele has changed a bit. Clinics
or institutes now provide some therapeutic services
to aging clients, minority group clients, and others
who have not traditionally received psychoanalytic
treatment. They have tried to open up therapy to
nontraditional populations. Again, none of this is
meant to be a denial of Freudian principles; rather,
it is a demonstration that traditional Freudian treat-
ment procedures are not the only therapeutic
techniques that can be deduced from Freudian psy-
choanalytic theory.

Ego Analysis

The ego analysis movement, originating from within
the framework of traditional psychoanalysis rather
than as a splinter group, held that classical psycho-
analysis overemphasized unconscious and instinc-
tual determinants at the expense of ego processes.
This group of theorists accepted the role of the ego
in mediating the conflict between the id and the
real world but believed that the ego also performed
other extremely important functions. They empha-
sized the adaptive, “conflict-free” functions of the
ego, including memory, learning, and perception.
These theorists include Hartmann (1939), Anna
Freud (1946a), Kris (1950), Erikson (1956), and
Rapaport (1953).

Ego-analytic psychotherapy has not departed
from the usual therapy methods except in degree.
In a sense, the ego analysts seem to prefer re-
educative goals rather than the reconstructive goals
of orthodox psychoanalysis. The exploration of
infantile experience and the induction of a trans-
ference neurosis seem to be less common in ego-
analytic therapy than in classical psychoanalysis.
Ego-analytic therapy focuses more on contemporary
problems in living than on a massive examination
and reinstatement of the past. Also, the therapist
must understand not only the neurotic aspects of
the patient’s personality but also the effective parts
and how they interact with those neurotic trends.
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The ego-analytic approach has also tended to
emphasize the importance of building the patient’s
trust through “reparenting” in the therapy relation-
ship. This approach sometimes even views transfer-
ence as an impediment to therapy and works
toward building adaptive defenses in the patient
(Blanck & Blanck, 1974).

Other Developments

In particular, the work of Horney, Sullivan, and
Adler was important in giving a new spin to psy-
choanalysis. Likewise, ego psychology and theories
of object relations have encouraged an emphasis on
the manner in which the patient relates to other
people rather than on conflicts among instinctual
forces. For example, object relations theorists see
the need to form relationships with others as a pri-
mary influence on human behavior. Therefore,
these theorists focus more on the role of love and
hate, as well as autonomy and dependency, in the
development of the self. In the self psychology of
Kohut (1977), the central task of maturation is not
the successful negotiation of the psychosexual stages
but the development of an integrated self.

Discussions of changes in psychoanalytic thera-
pies emphasize a shift in the therapeutic focus to the
“here and now” and to the interpersonal exchanges
that occur within it (W. P. Henry, Strupp, Schacht,
& Gaston, 1994). Strupp and Binder (1984) have
synthesized some of the more critical developmental
changes in psychoanalytic practice. They emphasize
a movement away from the recovery of childhood
memories and their analysis toward a focus on the
corrective emotional experiences that occur through
the agency of the therapeutic relationship. The trans-
ference relationship as it occurs now helps provide
the means for constructive changes in interpersonal
relations outside the therapy room.

Contemporary Psychodynamic

Psychotherapy

Over the years, enough changes have been made in
traditional psychoanalysis that those who no longer
practice the strict Freudian techniques are often said

to be practicing “psychoanalytically oriented” ther-
apy or psychodynamic psychotherapy (Shelder, 2010).
It is important to note that there is great diversity
in treatment techniques within this approach
(Gibbons et al., 2008). For example, contemporary
psychodynamic psychotherapy may involve only
one or two sessions per week instead of five, and
the entire treatment process can be either short-
term or open-ended (Shedler, 2010). The therapist
is no longer inevitably seated behind the patient’s
couch but now often sits at a desk, with the patient
seated in a facing chair. Perhaps the easiest way to
characterize these and other modifications is to
say that greater flexibility has been introduced.
Although many traditional Freudian tenets are still
observed, the overall context is not so rigid. For
example, free association is no longer absolutely
required by these psychodynamic therapists. The
importance of dreams may be downplayed some-
what. Medications and even hypnosis may be used.

We now turn to one particular form of psycho-
dynamic psychotherapy that in many ways exem-
plifies the perhaps radical shift from traditional
psychoanalytic therapy to a more focused, time-
limited treatment.

Interpersonal Psychotherapy:

An Empirically Supported Treatment

Interpersonal psychotherapy (IPT) (Klerman, Weissman,
Rounsaville, & Chevron, 1984) is a brief, insight-
oriented approach that has been applied primarily
to depressive disorders, although it has been modi-
fied for use in the treatment of other disorders (e.g.,
substance dependence, bulimia) as well. When used
to treat depression, IPT involves thorough assess-
ment of depressive symptoms, targeting a major
problem area (e.g., delayed grief, role transitions
or disputes, or interpersonal deficits) and alleviating
depressive symptoms by improving relationships
with others (as by improving communication skills
and social skills). IPT has been shown effective in
treating acute depressive episodes and in preventing
or delaying the recurrence of depressive episodes
(Weissman & Markowitz, 1994). Box 12-3 outlines
the major features and characteristics of IPT. As we
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shall see, IPT is the most empirically supported of
all psychodynamic therapies and appears to be a
worthy alternative form of psychological treatment
for major depressive disorder.

SUMMARY E VALUA T I ON OF

PSYCH ODY NA MI C

PSYCHOTHERAP Y

In this section, we review the available empirical
evaluations and offer some general observations
about those psychotherapeutic practices that trace
their origins to the psychoanalytic method. Our
evaluation of psychodynamic psychotherapy is
informed by the American Psychological Associa-
tion’s Society of Clinical Psychology (Division 12)

Web site on Research Supported Psychological
Treatments (http://www.div12.org/Psychological-
Treatments/index.html), as well as several recent
major reviews (e.g., Cuijpers et al., 2011; Gibbons
et al., 2008; Shedler, 2010).

Does Psychodynamic

Psychotherapy Work?

What evidence is there that the psychodynamic
approach is efficacious or effective? The support
for the efficacy and effectiveness of psychodynamic
psychotherapy with children and adolescents is not
promising. Few studies have been published that
suggest any significant effects of psychodynamic
approaches to therapy for most major diagnoses in
youth (Chorpita et al., 2011).

BOX 12-3 Focus on Clinical Applications: Features of Interpersonal Psychotherapy (IPT)

IPT is a brief form of psychodynamic psychotherapy
that has been used in numerous research studies. It is
one of the treatments cited as examples of empirically
validated/supported treatments by the Division 12 Task
Force of the American Psychological Association.

Weissman and Markowitz (1998) discuss the pri-
mary features of IPT.

Focus
IPT focuses on the connection between onset of clinical
problems and current interpersonal problems (with
friends, partners, relatives). Current social problems are
addressed, not enduring personality traits or styles.

Length
Typically 12 to 16 weeks.

Role of the IPT Therapist
IPT therapists are active, non-neutral, and supportive.
They use realism and optimism to counter patients’
typically negative and pessimistic outlook. Therapists
emphasize the possibility for change and highlight
options that may effect positive change.

Phases of Treatment

1. First phase (up to three sessions): This includes a
diagnostic evaluation and psychiatric history, an
interpersonal functioning assessment, and patient
education about the nature of the clinical condi-
tion (e.g., depression). The therapist provides a
clinical formulation of the patient’s difficulties by
linking symptoms to current interpersonal prob-
lems, issues, and situations.

2. Second phase: Depending on which interpersonal
problem area has been chosen (e.g., grief, role
disputes, role transition, interpersonal deficits),
specific strategies and goals are pursued. For
example, treatment focusing on role disputes
would aim to help the patient explore the prob-
lematic relationships, the nature of the problems,
and the options for resolving them. If an impasse
has been reached in a relationship, the therapist
helps the patient find ways to circumvent whatever
is hindering progress or to end the relationship.

3. Third phase (last two to three sessions): The
patient’s progress and mastery experiences are
reinforced and consolidated. The IPT therapist
reinforces the patient’s sense of confidence and
autonomy. Methods of dealing with a recurrence
of clinical symptoms are discussed.

358 C H A P T E R 12

http://www.div12.org/Psychological-Treatments/index.html
http://www.div12.org/Psychological-Treatments/index.html


More substantial research has been conducted for
the study of therapy with adults, however. In the pre-
vious chapter, we mentioned the widely cited meta-
analytic study by Smith, Glass, and Miller (1980) that
examined the effectiveness of psychotherapy. In addi-
tion to examining the effects of psychotherapy in gen-
eral, these authors also reported effects separately for
different types of psychological intervention. They
found that the average adult patient who had received
psychodynamic psychotherapy was functioning better
than 75% of those who had received no treatment.
Two meta-analyses of studies examining the effective-
ness of brief psychodynamic psychotherapy have
produced conflicting results, with one supporting
the efficacy of brief psychodynamic treatment
(Crits-Christoph, 1992) but the other not (Svartberg
& Stiles, 1991). Finally, in a selective review of major
studies over 40 years, McWilliams and Weinberger
(2003) argue that psychoanalytic and psychodynamic
psychotherapy with adults have been shown to be
efficacious and effective.

Most recently, Shedler (2010) presented a sum-
mary of major reviews of the efficacy of psycho-
dynamic therapy in treating a range of adult
psychological conditions. Shedler cited a number of

reviews of the literature that produced effect sizes rang-
ing from medium to large, and all supported the effi-
cacy of psychodynamic treatment. Shedler was
particularly struck by the larger effect sizes associated
with long-term follow-up and longer periods of
treatment. However, several have been critical of
Shedler’s evaluation and conclusion (Anestis, Anestis,
& Lilienfeld, 2011; McKay, 2011; Thombs, Jewett,
& Bassel; Tryon & Tryon, 2011). In particular, these
authors were critical of the poor quality of many of the
studies that were included in these reviews, the prob-
lematic meta-analytic methods and analyses used
by some of the reviews, and the failure to specify
the effects of psychodynamic therapy for specific
disorders.

Concerning this latter point, Gibbons et al. (2008)
reviewed evidence concerning the efficacy of psycho-
dynamic treatments for a range of adult psychological
disorders. Based on their review, which considered
well-designed and implemented randomized
controlled trials, Gibbons et al. concluded that there
is at least tentative support for the efficacy of psycho-
dynamic treatment for major depressive disorder,
panic disorder, borderline personality disorder, and
substance abuse and dependence.

BOX 12-4 Clinical Psychologist Perspective: Kenneth N. Levy, Ph.D.

Dr. Kenneth N. Levy is an Associate Professor of
Psychology at The Pennsylvania State University in
University Park, PA. His main research interests are in
attachment theory, personality disorders, and psycho-
therapy process and outcome. He is a leading researcher
and clinician in Transference Focused Psychotherapy
(TFP). TFP is a modified psychodynamic treatment
designed specifically for the treatment of patients with
severe personality disorders such as borderline and nar-
cissistic personality disorders. This therapeutic approach
focuses on reducing symptomatology and self-
destructive behavior through integration of disparate
representations of self and others. TFP does not focus
on early childhood experiences, rather in session,
therapists focus on the patient’s affective experience for
identifying and explicating their dominant relational
patterns as they are experienced and expressed in the
here-and-now of the relationship with the therapist
(conceptualized as the transference relationship).

Dr. Levy has authored more than 90 book chapters and
articles and his research has been featured in Newsweek
and Scientific American among other media outlets. His
work has led to numerous honors and awards, including
his selection as an Early Career Fellow and as an honor-
ary member of the American Psychoanalytic Association,
a Young Investigator Award from the National Alliance
for Research in Schizophrenia and Depression, and early
career awards from the Society for Psychotherapy
Research and the American Psychoanalytic Association
Division of Psychotherapy. Dr. Levy was also awarded
the Raymond D. Fowler Award from the American
Psychological Association for outstanding contributions
to the professional development of psychology graduate
students. Dr. Levy responded to several questions
regarding his views of the field as well as his predictions
for the future of clinical psychology and of psychody-
namic psychotherapy and research.

(Continued)
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BOX 12-4 Clinical Psychologist Perspective: Kenneth N. Levy, Ph.D (Continued)

What originally got you interested in the field of
clinical psychology?
Psychology piqued my interest as an avenue to under-
stand myself, others, and the surrounding social world.
Clinical psychology provided the exciting promise of
being able to relieve suffering and change maladaptive
and unwanted behaviors. Like many people who study
psychology, I was very curious about my own and other
people’s minds, behaviors andmotivations. I grew up in a
psychologically minded family and developed an interest
in psychology through film, books, and household dis-
cussions with family and family friends. As I grew older,
I read Judith Guest’s (1976) Ordinary People and Freud’s
(1907) Interpretation of Dreams. I was intrigued by how
thoughts and feelings outside one’s awareness could
influence a person’s behavior. I was also fascinated by the
idea of defensive processes. In high school, I took an
introduction to psychology elective and became
impressed with the cleverness of certain psychology
experiments, such as Tolman’s cognitive maps and
Bandura’s bobo doll studies, and their implications for
understanding howmental processes influence behavior.
In college, a number of courses and professors impacted
my thinking but as I approached graduation, I was con-
fused about how to “become a psychologist.” Not so
much in terms of the logistics of applying to graduate
school, but I had not yet developed a clear theoretical
orientation and I was concerned about figuring out the
specifics of what I wanted to study, important factors in
choosing a graduate program. Psychology is one of those
disciplineswhere somuchof it is interesting, yet I realized
that although I saw myself as a generalist, I would need
to become a specialist too. I had broad exposure to and
interests in widely diverse theorists such as James, Lewin,
Allport, Bandura, Mischel, Tolman, Rogers, and Freud,
among others. I asked a professor about howone decides
what to study in graduate school, and he responded that
“It’s easy … you study what your mentor studies.”
Although he meant to be comforting and soothing, his
comment only served to intensify my uneasiness about
applying to graduate school before I figured these things
out. Upon graduation I was determined to figure out my
theoretical orientation and to narrow my interests into a
productive direction. I began an intensive course of self-
study in which I read the great psychologists in their own
words. I supplemented those readings with Raymond
Corsini’s Current Psychotherapy book and over many
months began to have a better sense of what resonated
withme regarding clinical theory. I also began work with

seriously disturbed hospitalized patients where I was
exposed to an array of problems, from hopelessness to
chronic schizophrenia. While I enjoyed working with
patients, I soon realized that I was equally interested in
understanding both the developmental antecedents and
the current forces that play vital roles in the develop-
ment, expression, and maintenance of their psychopa-
thology. Over time, I increasingly realized that I wasmost
interested in how individuals think and feel about them-
selves, others, and the greater world and how this in turn
affects self-regulation. During this time I was able to
clarify my clinical orientation, and I came to recognize
research as a way of answering critical questions and
informing clinical theory.

Describe what activities you are involved in as a
clinical psychologist
One of the aspects that I thoroughly enjoy about being
a clinical psychologist is the breadth and depth of the
activities in which I am involved. Broadly, my activities
are geared towards contributing to the knowledge
base and/or applying knowledge to relieve clinical
problems. I contribute to the knowledge base at mul-
tiple levels: I teach graduate seminars in psychotherapy
research, personality theory, and psychological assess-
ment and supervise doctoral students as part of a clin-
ical training practicum that emphasizes contemporary
psychotherapy for personality disorders. At the under-
graduate level, I teach personality theory, abnormal
psychology, developmental psychopathology and psy-
chotherapy research. I supervise and mentor graduate
students in both their research and clinical training,
and I mentor undergraduate students as they begin
their journey in psychology. In addition to supervising, I
maintain a part-time private practice where I work
with child, adolescent, and adult patients across a wide
range of psychopathology, but with a specific focus on
personality disorders, in psychodynamically oriented
individual psychotherapy. I also consult to colleagues
from time to time. However, most of my 70-plus-hour
week is spent conceptualizing, conducting, and dis-
seminating research through presenting at confer-
ences, workshops, colloquia, and grand rounds and
through writing journal articles and chapters and edit-
ing books and special issues of journals. I spend a
smaller but significant part of my time in citizenship by
serving on committees for the department and uni-
versity as well as serving on editorial boards and grant
review panels for the profession. I have also served
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professional societies by being on committees and
recently as a conference program chair.

What are your particular areas of expertise or interest?
My main research interests are in attachment theory,
borderline personality disorder (BPD), and psycho-
therapy process and outcome. My research is
informed by psychoanalytic and developmental psy-
chopathology frameworks, and I use methods from
experimental psychopathology and intervention sci-
ence. My goal is to understand the mechanisms
involved in the development and perpetuation of
BPD with the ultimate goal of developing and
studying treatments that directly target these
mechanisms.

What are the future trends you see for clinical
psychology?
I am unsure of what it will look like because there are
some competing trends that will need to be resolved.
What I would like to see is a true evidence-based inte-
gration of science and practice and evidence-based
integration of different approaches to psychotherapy.
Only then will we be able to realize Gordon Paul’s call
to answer the question, “What treatment, by whom, is
most effective for this individual with that specific
problem, and under which set of circumstances (Paul,
1967, p. 111)?” Despite increasing calls for dissemina-
tion of so-called evidence-based treatments and use of
evidence-based principles, I feel we are very far from
Paul’s vision. Ironically, much of the evidence-based
treatment movement has been narrowly construed and
often suffers from “cherry-picking” in a manner that
seems self-serving (what I call self-serving evidence-
based as opposed to truly evidence-based). The inte-
gration of science and practice has always been
important to our profession and may be more so now
than ever before. Funding agencies all over the world
are increasingly interested in the translation of science
to practice and the dissemination of empirically tested
ideas. Third parties such as private and government
insurance companies are also requiring greater
accountability. Finally, within the field, questions have
been raised about the neglect of science by practi-
tioners (see Baker, McFall, & Shoham, 2009)—a theme
picked up widely by the popular media. Complicating
matters, some clinicians have also been critical of
researchers. They note that researchers have imposed
interpretations of data that are experienced by clini-
cians as coercive and “out of touch” with key clinical
realities. Clinicians have asked for more clinically rele-
vant research. What I would like to see is the promo-
tion of the integration of science and practice and

creation of an authentic and lasting collaboration
between these two overlapping communities.

What are some future trends you see for
psychodynamic psychotherapy and research?
Psychodynamic psychotherapy is becoming increasingly
research-based. Although there is still a small but sig-
nificant portion of psychoanalysts who do not fully
understand the need for research, this attitude, for the
most part, has changed over the last 30 years.
Psychoanalytic institutions are also actively investing
resources to promote research. Additionally, we have
been partnering with basic researchers such as neuro-
scientists and geneticists to test core dynamic hypoth-
eses and treatment outcomes in fMRI environments.
Independently, neuroscientists have become increas-
ingly interested in basic psychoanalytic concepts and
have been encountering evidence supporting these
ideas. Additionally, there is now a critical mass of out-
come studies indicating that psychodynamic treat-
ments are efficacious in treating a range of disorders
such as depression, panic disorder, marital discord, and
borderline personality disorder, among other prob-
lems. The sum total of these studies, while not defini-
tive by any means, strongly suggests that more
research is warranted on psychodynamic psychothera-
pies. Ultimately, I hope that useful and tested psycho-
analytic ideas will be openly embraced and integrated
into non-psychoanalytic psychotherapies.

Kenneth N. Levy
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Of all the specific forms of psychodynamic
therapy, interpersonal psychotherapy (IPT) has
received the most research attention. Futhermore,
the application of IPT to major depressive disorder
has been studied extensively. Recently, Cuijpers et
al. (2011) presented results from a large meta-
analysis of controlled trials using IPT to treat
depression. Their review evaluated results from 38
studies that included over 4,000 patients, both
adults and adolescents. These studies compared
IPT to no treatment, IPT to other forms of psycho-
therapy, and IPT to medication. Based on their
results, the authors concluded that IPT showed
moderate to large effects over no treatment for
acute major depression, and IPT in combination
with medication showed some advantage over
treatment with medication alone. IPT did not
show a consistent advantage over other forms of
psychological treatment (typically cognitive-
behavioral therapy), and IPT showed somewhat
less efficacy than medication alone (i.e., selective
serotonin reuptake inhibitors, SSRIs).

Based on these and other results, we offer the
tentative conclusion that there appears to be at least
modest support for the effectiveness of psychody-
namic psychotherapy, particularly with adults. How-
ever, the strength of the efficacy evidence depends
on the specific disorder, and a number of thorny
methodological issues continue to plague research
on psychodynamic therapy (e.g., appropriate out-
come measures, length of treatment). Clearly, addi-
tional well-designed investigations are warranted.

Interpretation and Insight

A wide range of current psychotherapies depend to
some extent on the patient’s achieving insight
through therapist interpretation. Psychoanalysis
seems to retain its total commitment to insight as
the supreme means for solving problems in living.
When understanding is complete enough, it is
believed that the patient’s symptoms will be ame-
liorated or even disappear entirely.

This emphasis on the pursuit of understanding
has great appeal to many people. For example,
although many people who are sad may seek the

therapeutic goal of happiness, most of them are not
content just to become happy—they also want to
know why they are sad. The commitment of
psychoanalysis and its psychotherapeutic heirs to
insight and understanding is their greatest asset,
but it also contains the seeds of their failures. Espe-
cially in the case of psychoanalysis, reconstruction
of the personality through insight and understand-
ing can lead to a nearly interminable and sometimes
exhausting examination of the past and analysis of
motives. Although one can hardly fault psychoanal-
ysis for teaching the importance of the past “shap-
ing” the present, there can be too much of a good
thing. At times, it almost seems that the patient can
use the need for understanding and the pursuit of
the past as reasons for not coming to grips with
current problems. The endless analysis of conflicts
and motives and of their childhood origins can eas-
ily replace the need to find solutions and behavioral
alternatives to problems in living. Learning the rea-
sons for one’s problems may be important (and ulti-
mately efficient if one is to attain generalized rather
than piecemeal solutions), but the failure to empha-
size alternative ways of behaving can be a major
shortcoming of traditional psychoanalysis.

Psychoanalysis often appears to involve a tacit
assumption that more adaptive behavior will occur
automatically once insight is achieved by the
working-through process—that behavioral change
will surely follow insight. However, the evidence
for this assumption is exceedingly sparse. In fact, it
has been argued for some time that the true course
of events follows a reverse pattern—that insight is
brought about by behavioral change (Alexander &
French, 1946).

One of the chief methods used by psychody-
namic clinicians to facilitate patient insight is the
interpretation of transference. A review of empirical
studies that examined transference interpretation in
psychodynamic psychotherapy (Henry et al., 1994)
offers the following general conclusions:

1. The frequency of interpretations made is not
related to better outcome. Indeed, some studies
have found that a higher frequency of inter-
pretation is related to poorer outcome.
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2. Transference interpretations do not result in a
greater degree of affective experience in the
patient as compared with other types of inter-
pretations or other types of interventions.
When followed by affective responses, how-
ever, transference interpretations appear to be
related to positive outcome.

3. Interpretations by the therapist are more likely
to result in defensive responding on the part of
the patient than are other types of interven-
tions. Frequent transference interpretations
may damage the therapeutic relationship.

4. Clinicians’ accuracy of interpretations may be
lower than was previously believed.

The authors conclude: “The available findings
challenge some dearly held beliefs. In short, trans-
ference interpretations do not seem uniquely effec-
tive, may pose greater process risks, and may be
counter-therapeutic under certain conditions”
(W. P. Henry et al., 1994, p. 479).

This is not to say that transference interpreta-
tions are always harmful and should be avoided.
Rather, the existing research suggests that the rela-
tionship between interpretation and outcome is a
complex one that is likely to depend on factors
such as patient characteristics, clinician interpersonal
style, timing of interpretations, and accuracy of
interpretations (W. P. Henry et al., 1994).

Curative Factors

What, then, seems to be responsible for positive out-
comes that sometimes follow psychodynamic psycho-
therapy? The empirical evidence points to the quality
and strength of the therapeutic alliance (Henry et al.,
1994). Although the quality of the therapeutic
alliance is related to outcome across a number of ther-
apeutic modalities (e.g., client-centered, cognitive-
behavioral), it is interesting to note that the importance
of the clinician–patient relationship was recognized by
Freud (1912/1966). Although various definitions of
the therapeutic alliance have been proposed, this term is
generally used to refer to the patient’s affective bond to
the therapist. A positive relationship or strong bond
facilitates self-examination by the patient and permits

interpretation. Presumably, a strong therapeutic alli-
ance makes it less likely that a patient will react defen-
sively to interpretations by the clinician. Research
evidence suggests a direct link between alliance and
outcome, whether short-term or long-term psycho-
dynamic treatments are examined and regardless of
the particular outcome measure used (Henry et al.,
1994).

One study highlighted several influences on the
therapeutic alliance and outcome. In a sample of 50
adults, Hilliard, Henry, and Strupp (2000) tested
the hypothesis that both the patient’s and the thera-
pist’s early parental relations (i.e., indicators of each
participant’s object relations) influence the quality
of the therapeutic alliance (a therapy process vari-
able) as well as treatment outcome. Results gener-
ally supported their hypotheses. The patients’ and
the therapists’ reports of their early parental rela-
tions, respectively, were significantly related to
their ratings of the therapeutic alliance. Further,
patients’ ratings of outcome were also significantly
related to their early parental histories, and this
effect held even after controlling the ratings of the
therapeutic alliance. Therefore, this study highlights
that importance of patient’s early parental histories
on both the process and outcome of psychody-
namic psychotherapy.

The Lack of Emphasis on Behavior

The stereotypic practitioner of psychoanalytic psy-
chotherapy plays a relatively passive role except for
interpretation. The failure to deal with behavior, to
make suggestions, or to adopt a generally more
activist posture would seem to prolong psychother-
apy unnecessarily. For example, it may be true that
a male patient’s unhappy heterosexual adjustment
or lack of skills with women stems from uncon-
scious generalizations from past unfavorable com-
parisons with a dominant brother. But simple
insight into the childhood origins of the problem
does not provide the skills that are lacking. The
patient’s expectations for success in establishing
relationships with women will continue to be low
and a source of anxiety until a heterosexual behav-
ioral repertoire is established. An active therapist
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BOX 12-5 Clinical Psychologist Perspective: Ali Khadivi, Ph.D.

Dr. Khadivi is a full-time, practicing clinical psychologist
with a psychodynamic orientation. He was awarded his
Ph.D. in 1990 from The New School of Social Research in
NewYork City, following a clinical internship at NewYork
Hospital–Cornell Medical Center in White Plains, New
York. Dr. Khadivi has published articles in the area of psy-
chological assessment, and has taught classes on person-
ality assessment and diagnostic interviewing. He has also
led workshops on bipolar disorder, assessment of suicide
risk, differential diagnosis, and the treatment of difficult
clients. Dr. Khadivi addressed a number of questions con-
cerning his background, clinical interests, and practice.

Describe your background and your clinical interests
Currently I am Associate Chairman for Clinical Care,
Evaluation and Research and the Chief Psychologist at
Bronx-Lebanon Hospital Center, Department of Psychi-
atry. The hospital is a private institution in the South
Bronx, New York. I have faculty appointments as Asso-
ciate Professor of Clinical Psychiatry and Behavioral
Sciences at Albert-Einstein College of Medicine. I am
also adjunct professor of psychology at the New School
for Social Research and John Jay College of Criminal
Justice. I provide psychological consultation to the
Department of Psychiatry. I also conduct and coordinate
clinical research, teach psychiatric evaluation to psychi-
atric residents, and direct the externship program at the
hospital. At the university and medical school level, I
teach clinical and forensic assessment to psychiatric
residents, fellows, and clinical psychology students. My
interests are in the areas of personality assessment,
forensic psychology, and severe psychopathology.

What types of services do you provide and to whom?
I am a consultant on an inpatient psychiatric service
and provide psychotherapy and assessment. The popu-
lation that I work with is primarily economically disad-
vantaged African American and Latino individuals.
Most of the patients at the hospital have multiple
psychiatric diagnoses including a high rate of
poly-substance abuse. I also have a private practice in
New York City where I see mostly higher-functioning
patients. In addition to psychotherapy, I also conduct
clinical and forensic assessments. My clinical and
forensic work is informed by psychodynamic theory.

What are the things you enjoy most about
your clinical work?
In psychotherapy, the kind of genuine and empathic
connection that one makes with the patient is the most

satisfactory aspect of my work. Similarly, in clinical assess-
ment the empathic understanding that one can develop
through the use of psychological tests is most enjoyable.
What are the biggest challenges you face as a
practitioner?
Working in the inner city, the biggest challenge is the
complexity of patients’ problems. The patients have
multiple psychiatric diagnoses, substance abuse, medi-
cal problems, and significant stressors in their environ-
ments. Both assessment and psychotherapy with such
populations is challenging. Furthermore, empirical lit-
erature in clinical psychology on such populations is
limited in guiding assessment and therapy.
Does research inform what you do? If so,
how have you changed your practice to be
more effective for your clients?
Research plays an important role in informing my
clinical and forensic work. Although my orientation is
psychodynamic, I have increasingly incorporated empir-
ically supported cognitive and behavioral interventions
in my hospital and private practices. Assessment
research also has changed my practice. I have incorpo-
rated semistructured interviews in both clinical and
forensic assessment. I have moved away from a tradi-
tional battery approach to a more focal assessment
where multiscale self-report and performance-based
measures are utilized and integrated. Furthermore,
I have been using therapeutic assessment feedback
interventions in most of my psychological evaluations.

Ali Khadivi, Ph.D.
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who not only provides interpretations that will lead
to insight but also guides the patient into new
learning situations seems more likely to achieve last-
ing solutions to the patient’s problems than does a
therapist who relies solely on insight (or solely on
behavior, for that matter).

It seems clear that a major reason for the rapid
rise of the behavioral therapies was the failure of so
many psychotherapists to deal directly with the spe-
cific problems of the patient. The approach inevita-
bly seemed to be one of relegating the presenting
problem to the status of a “symptom of something
deeper.” The therapist then began working with
that “something deeper” while clinging to the abid-
ing belief that once the patient understood it, the
symptom or deficit would disappear. Unfortu-
nately, things did not work out that way often
enough. In any case, more and more therapists are
trying to foster both insight and behavioral alterna-
tives in their patients.

The Economics of Psychotherapy

By its very nature (reconstruction of the personal-
ity), psychoanalysis is a long and costly procedure.
Its course over 3 to 5 years and the long and costly
preparation of its practitioners ensure that it will be
an expensive undertaking. Even more contempo-
rary psychodynamic therapy approaches involve
1–2 sessions per week for one or more years.
Consequently, it has become a therapy for the afflu-
ent—for those who have both the money and the
time to pursue the resolution of their neuroses.
Moreover, the procedures of psychoanalysis are
such that only relatively intelligent, sophisticated,
and educated groups are likely to be able to accept
the therapeutic demands it makes. For all these rea-
sons, only a small portion of those in need of psycho-
therapy are likely to be reached by traditional
psychoanalysis. The poor, the undereducated, minor-
ity groups, older populations, the severely disturbed,
and those beset by reality burdens of living for which
they are woefully unprepared will in all likelihood
not become psychoanalytic patients.

For these reasons alone, many regard psycho-
analysis as a failure. It is inherently incapable of

putting even a dent in the mental health problems
of the nation. Yet, for persons who have the nec-
essary personal qualities and financial resources, psy-
choanalysis has been sometimes helpful, particularly
for those whose problems can best be met through
the development of understanding.

Psychoanalytic techniques seem to have helped
many patients, and as a theory of therapy, psychoanal-
ysis undergirds many forms of psychotherapy. Yet
many clinicians still question whether, after all these
years, there is really much in the way of definitive
research evidence for its effectiveness. These senti-
ments are echoed by Wolpe (1981). Although hardly
unbiased,Wolpe is particularly critical of amethod that
can allow patients to remain so long in therapy, often
with little evidence of improvement. Wolpe cites
examples offered by Schmideberg (1970). In one
case, a 54-year-old man had been in psychoanalysis
for 30 years without noticeable improvement.
A woman who began psychoanalysis with no specific
symptoms later developed agoraphobia and after
12 years of therapy was worse than when she began.
Admittedly, nearly every brand of therapy contains its
share of horror stories. But lengthy therapy combined
with little improvement does raise questions.

It is encouraging, however, that brief forms of
psychodynamic psychotherapy have been devel-
oped. Recent meta-analyses indicate that brief psy-
chodynamic treatments that incorporate the use of
manuals show stronger treatment effects (versus
psychodynamic treatments that do not use manuals)
and in some cases may be equivalent to other forms
of brief psychological treatment (Crits-Christoph,
1992). Furthermore, as we discussed earlier, recent
reviews of the treatment literature do provide at
least some tentative research support for the use of
psychodynamic treatment with certain clinical
populations (Cuijpers et al., 2011; Gibbons et al.,
2008). In addition to providing encouragement to
psychodynamically oriented clinicians, this finding
should serve to impel them toward mastery and
the use of manual-based, empirically supported
brief psychodynamic treatments, such as interper-
sonal psychotherapy (IPT; Markowitz, 1998). This
approach is both scientifically defensible and appeal-
ing to managed care companies.
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CHAPTER SUMMARY

The psychodynamic approach to therapy evolved
from the work of Sigmund Freud. It focuses on the
analysis of past experience and emphasizes uncon-
scious motives and conflicts in the search for the
roots of behavior. Even today, a significant percent-
age of clinicians identify their therapeutic orientation
as psychodynamic. According to this viewpoint, psy-
chological problems result from the conflicting
demands of the id, ego, superego, and reality. Tech-
niques of psychodynamic psychotherapy are aimed at
uncovering unconscious conflicts and motivation.
For example, dreams are analyzed, as are free associa-
tions and the nature of the transference.

Psychoanalytic theoryandtherapyhavebeenmod-
ified considerably over the years by neo-Freudians, ego
analysts, and others. Brief psychodynamic psychother-
apy is also an important development. Here, the length
of treatment is much shorter, and the focus is more on
thehere andnow. Interpersonal psychotherapy is a form
of brief psychodynamic therapy that has good empirical
support for treating depression and other conditions.

Research evidence suggests that traditional forms
of psychodynamic psychotherapy are moderately
effective with adults and that brief, manual-based
forms are more effective. The major curative factor
appears to be the quality and strength of the

BOX 12-6 Graduate Student Perspective: Joseph E. Beeney

Joseph E. Beeney is an advanced doctoral candidate in
clinical psychology at The Pennsylvania State Univer-
sity. He completed a B.A. at University of California,
Santa Cruz, and a second B.A. at Humboldt State Uni-
versity. He focuses on using neuroscience methods,
predominantly fMRI, to understand aspects of border-
line personality disorder (BPD), including interpersonal
and identity disturbance, social cognition, and anger.
He was awarded an NIMH R36 grant for his dissertation
research, which utilizes EEG to examine aspects of
interpersonal functioning with individuals with BPD.

What has graduate school in clinical psychology been
for you?
Graduate school has been transformative for me. I am
consistently thrilled with where I find myself in my
research, in my clinical work, in my professional develop-
ment, and even my personal development. This program
has helped me get to places I never expected to be.

What things have you least expected about graduate
school?
It has takenme inmany surprising directions, particularly
in my clinical work. My experience with psychodynamic
psychotherapy pre-grad school was that it was often
maligned by others and dismissed as an approach akin to
quackery that had no empirical evidence. It was a tired
relic of the past. When I began actually learning about
psychodynamic theory in grad school, I was a bit surprised
that it resonated with me greatly. Rather than quackery,

I found an approach that was rich because of its history,
supported by science, and that served as a clearly defined
and effective framework for working with individuals
with a variety of disorders and levels of functioning.

Has graduate school changed you? If yes, how so?
Out of necessity, my capacity to juggle multiple proj-
ects and areas of responsibility has improved dramati-
cally. I’ve grown much more organized than I thought
could be summoned from my former “chaotic-
piles-all-over-the-desk” self. Also, because I love the
work I do, I say “yes” frequently. But, I’ve also learned
that sometimes it’s very important to say “no” in order
to keep myself from becoming an unresponsive sloth
who has to habitually wipe the drool from my chin.

Are your professional or research interests similar or
different now than they were when you started
graduate school?
My research and clinical interests changed quite a bit.
Before graduate school, I only had a vague inkling of
what borderline personality disorder was. I began work-
ing with people with the diagnosis and became fasci-
nated with better understanding the disorder and
finding ways to be more helpful and effective with my
clients. This led me to research on a psychotherapy
process for BPD, and because of my interest in neurosci-
ence, a desire to eventually evaluate functional brain
activity as a marker of change in psychotherapy.
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therapeutic alliance. Research evidence and the man-
aged care environment should lead more and more

psychodynamic clinicians to use brief, manual-based
forms of psychodynamic psychotherapy.

KEY TERMS

anal stage The psychosexual stage that extends
from about 6 months to 3 years of age,
during which the child focuses on urination
and defecation as means of satisfaction.

analysis of dreams A psychoanalytic
technique that attempts to shed light on
unconscious material. Because dreams are
regarded as heavily laden with unconscious
wishes in symbolic form, the analysis of dreams
is believed to provide important clues to these
wishes.

brief psychotherapy Psychotherapy of relatively
brief duration that has grown in popularity due in
large part to the cost-containment measures
imposed by health care systems. Many brief
therapies have retained a psychodynamic identity.

catharsis The release of psychic energy (achieved
by reliving traumatic events) believed by psycho-
analysts to have important therapeutic benefits.

death instincts (Thanatos) The innate drives
that are responsible for all of the negative or
destructive aspects of behavior.

Looking back, what activities or experiences were
the most important for you in your graduate
school program.
Writing a grant was fundamental for me. I was thrilled
that it was funded, but simply the process of writing it
pushed me to greatly clarify my research ideas. After I
wrote it, I felt confident designing other studies. I
started to visualize more clearly what my own inde-
pendent program of research would look like. Now, I
see myself as a capable researcher, though I am con-
tinually learning more and more.

Any additional hints for those trying to make it
through graduate school in clinical psychology?
Clinically, I think it’s important to remain open and
give respect to all of the great ideas present in our
field. From my point of view, no orientation is wrong,
and no orientation has it perfectly figured out for
every client. Plus, writers from various orientations
are often talking about the same thing, just with
different names. I feel like my growth as a clinician
has been entirely dependent on learning about
psychotherapy from a variety of viewpoints and
seeking to be thoughtful in how integration might
be supportive in helping facilitate change for my
clients.

In terms of research, the secret is to do as much as
you possibly can and be continually vigilant for oppor-
tunities that can further your thinking and/or train you
in new, useful modalities.

Joseph E. Beeney
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defense mechanisms Strategies used by the ego to
stave off threats originating internally, from one’s id
or superego. (Also referred to as ego defenses.)

ego The organized, rational component of the
personality. The ego uses perception, learning, plan-
ning, and so forth to satisfy the needs of the organism
while at the same time preserving its place in theworld.

ego analysis An alternative to traditional psy-
choanalysis that is characterized by relative deem-
phases on the role of the unconscious and the
exploration of childhood experience and relative
emphases on the adaptive functions of the ego
(e.g., perception, learning, memory) and the
exploration of contemporary problems in living.

fixation The defense mechanism that occurs when
the frustration and anxiety of the next psychosexual
stage cause the individual to be arrested at his or her
current level of psychosexual development.

free association A cardinal rule of psychoanalysis
in which patients are required to say anything and
everything that comes to mind. Over time, free
association is believed to shed light on unconscious
thoughts and urges.

genital stage The psychosexual stage that follows
the onset of adolescence and ideally culminates in
a mature expression of sexuality.

id The deep, inaccessible portion of the person-
ality that contains the instinctual urges. The id is
without order, logic, or morals and operates solely
to gratify the instinctual urges.

insight In psychoanalytic psychotherapy, a com-
plete understanding of the unconscious determi-
nants of one’s irrational and problematic thoughts,
feelings, or behaviors.

interpersonal psychotherapy (IPT) A brief,
insight-oriented therapy that is psychodynamic
in tone. IPT has been applied primarily to the
treatment of depression and is considered a “well-
established” empirically supported treatment
(EVT) for this disorder.

interpretation Amethod inwhich thepsychoanalyst
reveals the unconscious meanings of the patient’s
thoughts and behaviors, thus helping the patient to

achieve insight. Interpretation is the cornerstone of
nearly every form of dynamic psychotherapy.

latency stage The psychosexual stage that extends
from about 5 to 12 years of age, during which the
child is characterized by a lack of overt sexual
activity (and perhaps even a negative orientation
toward anything sexual).

latent content The symbolic meaning of a
dream’s events.

life instincts (Eros) The innate drives that are
responsible for all of the positive or constructive
aspects of behavior.

manifest content What actually happens during a
dream.

moral anxiety Anxiety that arises from the concern
that a person will act in a way that conflicts with the
standards of his or her conscience.

neurotic anxiety Anxiety that stems from the fear
that a person’s id impulses will be expressed
unchecked, thus resulting in trouble.

Oedipus complex The phase in which a child
feels sexual attraction for the parent of the opposite
sex and feelings of hostility toward the parent of
the same sex. The superego emerges from the
resolution of this complex.

oral stage The psychosexual stage spanning about
the first year of life, during which the mouth is the
chief source of pleasure and satisfaction.

phallic stage The psychosexual stage that extends
from about 3 to 7 years of age, duringwhich the sexual
organs become the primary source of gratification.

pleasure principle The rule of conduct by which
one seeks pleasure and avoids pain. The id operates
according to the pleasure principle.

primary process The irrational and impulsive
type of thinking that characterizes the id.

projection The defense mechanism that occurs
when a person attributes his or her unconscious
feelings to someone else.

psychic determinism A major assumption of
Freudian theory that holds that everything one
does has meaning and is goal directed.
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psychosexual stages A series of developmental
stages posited by Freud, each of which is marked
by the involvement of a particular erogenous zone
of the body.

reaction formation The defense mechanism that
occurs when an unconscious impulse is consciously
expressed by its behavioral opposite.

reality anxiety Anxiety that arises from the
presence of a real danger in the outside world.

reality principle The rule of conduct by which
one defers the gratification of instinctual urges
until a suitable object and mode of satisfaction are
discovered. The ego operates according to the
reality principle.

regression The defense mechanism that occurs
when extensive frustration causes a person to
return to a stage that once provided a great deal of
gratification.

repression The most basic defense mechanism.
Repression serves to keep highly threatening
sexual or aggressive material out of conscious
awareness, often involuntarily.

resistance Any attempt by the patient to ward off
the therapist’s efforts to dissolve his or her neurotic
methods for resolving problems. Any client action
or behavior that prevents insight or prevents
bringing unconscious material into consciousness.

secondary process The rational and self-
preservative type of thinking that characterizes
the ego.

superego The component of the personality that
represents the ideals and values of society as they
are conveyed to the child through the words
and deeds of his or her parents. The role of the
superego is to block unacceptable id impulses and
to pressure the ego to serve the ends of morality
rather than those of expediency.

talking cure Discovered by Breuer, the use of
techniques that encourage patient talking as a way
of addressing and alleviating neurotic symptoms.

therapeutic alliance The bond between patient
and therapist. A strong therapeutic alliance is
believed to contribute significantly to a positive
therapeutic outcome.

transference A key phenomenon in psycho-
analytic therapy in which the patient reacts to the
therapist as if the therapist represented an impor-
tant figure from the patient’s past.

unconscious The portion of the mind that is not
accessible to awareness.

unconscious motivation Motivation that resides
outside conscious awareness. Freud posited the
existence of unconscious motivation and asserted
that it was responsible, in large part, for disturbed
behavior.

working-through process A careful and
repeated examination of how one’s conflicts and
defenses have operated in many areas of one’s life.
It is through this process that an insight achieves
true, full meaning for the patient.

WEB SITES OF INTEREST

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

12-1 American Psychoanalytic Association
http://www.apsa.org/

12-2 Online overview of the exhibition “Sigmund
Freud: Conflict and Culture”
http://www.loc.gov/exhibits/freud/

12-3 Sigmund Freud on the Internet
http://people.brandeis.edu/~teuber/
freud_links.html

12-4 Burying Freud: Online debate between Freud
critics and supporters
http://human-nature.com/freud/

12-5 APA Division of Psychoanalysis (Division 39)
http://www.apadivisions.org/division-39/
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13

Psychotherapy: Phenomenological and

Humanistic-Existential Perspectives

FOCUS QUESTIONS

1. What are the major features that characterize
client-centered therapists?

2. How do client-centered therapists view
diagnosis and psychological assessment?

3. What are the advantages and disadvantages
of client-centered therapy?

4. What techniques are used by existential
therapists? What techniques are used by

Gestalt therapists? What techniques are used in
Emotion-Focused Therapy?

5. From the research evidence that is available,
how would you evaluate the effectiveness of
client-centered, Gestalt, and process-
experiential therapy?

CHAPTER OUTLINE

Client-Centered Therapy
Origins
The Phenomenological World
BOX 13-1: Focus on Professional Issues: A Brief

Biography of Carl Rogers
Theoretical Propositions
Core Features
The Therapeutic Process
Diagnosis
A Case Illustration of Client-Centered Therapy
Other Applications
Some Concluding Remarks

The Humanistic-Existential Movement
Humanism
BOX 13-2: Clinical Psychologist Perspective:
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Humanistic-Existential Therapies

Strengths
Limitations
BOX 13-4: Graduate Student Perspective:

Catalina Woldarsky Meneses, M. A.

CHAPTER SUMMARY
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T raditional psychotherapy traces its origins to a
psychoanalytic point of view that regards both

pathology and the inability to achieve one’s poten-
tial as failures in understanding the past. These fail-
ures are seen as rooted in the unacknowledged role
of inner forces or intrapsychic conflicts. Through
therapy, one can learn to understand all this, and
the ensuing insight will set one free—free from the
misery of problems, symptoms, and the failure to
live a productive, meaningful life.

For many years, these views dominated psy-
chotherapy. In the early 1940s, however, a serious
alternative to psychoanalytic psychotherapy began
to appear. An approach known as nondirective
counseling—later to become client-centered therapy—
was taking shape under the guidance of Carl
Rogers.

CL IENT -CENTERED THERAPY

The perspective of Carl Rogers is almost the dia-
metric opposite of psychoanalysis; yet the two
points of view do share a few characteristics. Both
theories developed out of therapeutic encounters
with people who had problems. As a result, neither
perspective can be totally understood without an
appreciation of the ways it relates to therapy.

Origins

The full extent of Rogers’ contribution becomes
apparent if one recalls the mental health world of
the late 1930s. Psychoanalysis, both as theory and
practice, was the dominant force. The theories of
psychologists such as Gordon Allport and Kurt
Lewin were attracting some attention, but the real
spotlight was on theories that had a close association
with treatment, which meant psychoanalysis or at
least some close derivative of it. This attention
seemed to increase as many prominent psychoana-
lysts fled Europe and settled in the United States.

At this time, Carl Rogers was an obscure
clinical psychologist in Rochester, New York,

struggling with the clinical problems of children.
Like most therapists of the day, Rogers had
been heavily exposed to psychoanalytic thinking.
After completing his Ph.D. at Columbia University,
he began work at a child guidance clinic in
Rochester. There, he came in touch with the
will therapy of Otto Rank and the relationship
therapy of Jessie Taft. Rank believed that patients
should be allowed free opportunity to exert their
wills and to dominate the therapist. Taft, a social
worker, brought Rank’s notions to America,
emphasizing the relationship between the therapist
and the patient. Indeed, Taft regarded this rela-
tionship as more important than any intellectual
explanations of the patient’s problems. Conse-
quently, the therapeutic situation was made a very
permissive one.

Rogers found these views highly congenial.
They were consonant both with his religious beliefs
and with his democratic convictions regarding the
nature of human relationships in society. A belief
that no person has the right to run another person’s
life found subsequent expression in his therapeutic
notions of permissiveness, acceptance, and the re-
fusal to give advice.

The Phenomenological World

Rogers’ theory of personality developed mainly out
of therapeutic encounters with patients and from
certain philosophic notions about the nature of peo-
ple. Furthermore, client-centered therapy anchors
itself in phenomenological theory (Greenberg,
Elliott, & Lietaer, 2003; Rogers, 1951).

Phenomenology teaches that behavior is totally
determined by the phenomenal field of the person.
The phenomenal field is everything experienced by
the person at any given point in time. Therefore, to
understand people’s behavior, one must know
something about their phenomenal field—that is,
what the world is like for them. A difficulty, how-
ever, is that one must make inferences regarding
this field from the person’s behavior. Those infer-
ences in turn can be used to predict or understand
the behavior in question. There is a real potential
here for circularity if the therapist is not careful. For
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example, a therapist observes that Nico is behaving
nervously prior to a test, infers that Nico must be
experiencing threat from the test, and then pro-
ceeds to account for his nervousness by attributing
it to the threat. Such an observation is both the basis
for the inference and the object of the explanation.

A very important concept within phenomeno-
logical theory is the phenomenal self—that part of the
phenomenal field that the person experiences as the
“I.” Obviously, this is not an objective experience.
In addition, phenomenological theory states that
the basic human urge is to preserve and enhance

BOX 13-1 Focus on Professional Issues: A Brief Biography of Carl Rogers

Born in Oak Park, Illinois, on January 8, 1902, Carl
Rogers was the fourth of six children and grew up in
a financially secure family. When Rogers was 12, his
father, a civil engineer and contractor, moved the
family to a farm outside Chicago. His parents main-
tained a devout, almost dogmatic set of religious
beliefs, and the family became a tight little unit—
perhaps in part because of those beliefs. Rogers had
few friends and spent much of his time alone reading.
He was an outstanding student in high school but was
not really a part of the social scene.

He went to the University of Wisconsin in 1919 to
major in agriculture. He was very active in campus
religious affairs, especially during his first 2 years, even
attending a religious conference in Peking, China,
during this period. He was so impressed by the cultural
and religious diversity he encountered on this trip that
his traditionalist family and religious views were
shaken. As a result, his fundamentalist orientation
began to change noticeably. He graduated from the
university with a degree in history in 1924.

He married Helen Elliott, with whom he had two
children. Moving to New York City, he attended Union
Theological Seminary for 2 years. However, a growing
religious skepticism coupled with a desire to help
others more directly led him to transfer to Columbia
University and pursue training in clinical psychology.
He was awarded the Ph.D. in 1931. He moved on to
Rochester, New York, where he became a staff psy-
chologist in a child guidance clinic.

The beginnings of Rogers’ methods are clearly vis-
ible in his book The Clinical Treatment of the Problem
Child, which was published in 1939. When he moved to
Ohio State University in 1940, Rogers began to develop
his approach to psychotherapy in earnest (Rogers,
1942). In 1945, he moved to the University of Chicago
and began a period of intensive research as he devel-
oped a theoretical structure to buttress his therapeutic
practices. During this period, the term “client-centered”
began to supplant the older “nondirective” label
(Rogers, 1951). Then, in 1957, Rogers accepted a

position at the University of Wisconsin to extend his
ideas about psychotherapy to more extreme popula-
tions, such as hospitalized schizophrenics (Rogers,
Gendlin, Kiesler, & Truax, 1967). From 1968 until his
death in February 1987, Rogers was a resident fellow
at the Center for Studies of the Person in La Jolla,
California.

Rogers published numerous books (several of
which are cited in the References at the end of this
book). His autobiography, written in 1967, is included
in A History of Psychology in Autobiography (Vol. 5).
An autobiographical paper, “In Retrospect: Forty-Six
Years,” appeared in American Psychologist in 1974. A
Way of Being, published in 1980, provides some insight
into the changes that occurred in his thinking over the
years. A sensitive and revealing portrait of Rogers—
both as a psychologist and as a person—has been
offered by Gendlin (1988).
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the phenomenal self. In a sense, then, self-esteem
becomes the fountainhead of behavior.

Problems in adjustment arise when the phe-
nomenal self is threatened. However, what is a
threat for one person is not necessarily a threat for
another. In essence, a person will experience threat
whenever he or she perceives that the phenomenal
self is in danger. Thus, Ricardo, a man who per-
ceives himself as being very attractive to women
may become anxious if he is rejected by a woman
because this represents a threat to his self-concept.
Faced with such a threat, Ricardo may adopt a
variety of defensive postures. For example, Ricardo
may rationalize his failure, or he may narrow his
perceptual field. The truly adjusted person is one
who can integrate all experiences into the phenom-
enal field, not just the experiences that are immedi-
ately consistent with the self-concept. For example,
a well-adjusted student who fails an exam will not
claim unfairness or physical illness (assuming that
these claims are unjustified). Rather, the student
will integrate this experience by perhaps revising
the self-concept. For example, “Maybe I am not
as good in biochemistry as I thought. But then
again, I do quite well in other areas, and I have
good social skills. So clearly, this doesn’t diminish
me as a person.” Or “I did fail, but with more
effort I think I can do it. But if not, I will try
other things that will bring a sense of fulfillment or
contribution.”

Theoretical Propositions

Early on, Rogers (1951) formulated a series of
propositions that set the tone for a client-centered
view of personality. He stated that individuals exist
in a world of experience of which they are the
center. This experience can only be known by
the person. Therefore, the person is the best source
of information about the self. These views have led
members of the client-centered movement to rely
heavily on verbal self-reports, rather than on infer-
ences from test data or related observations, as the
primary source of information. Because people
react to the perceptual field as it is experienced
and perceived, their perceptual field is reality.

Therefore, objective knowledge about stimuli is
not enough to predict behavior. The clinician
must know something about the person’s awareness
of those stimuli. The psychology of objectivity is
rejected in favor of the inner world of experience
as reported by the person.

The basic human tendency is toward maintain-
ing and enhancing the experiencing self, or self-
actualization. This is what produces the forward
movement of life—a force upon which the thera-
pist will rely heavily in therapeutic contacts with
the client. But this forward movement can occur
only when the choices of life are clearly perceived
and adequately symbolized.

Behavior is fundamentally a set of goal-directed
attempts by the organism to satisfy experienced
needs. All needs can ultimately be subsumed under
the single urge of enhancement of the phenomenal
self. All of this would seem to imply a kind of learn-
ing theory, but it is difficult to find any learning
concepts in Rogers’ theoretical expositions.

A crucial concept is the self, the awareness of
one’s being and functioning. The structure of the
self is formed out of interactions with the environ-
ment and in particular out of evaluations of the
person by others. The self is an organized, fluid,
and yet consistent pattern of perceptions of the
characteristics and relationships of the I or the Me,
along with the values attached to them. During the
life of the individual, a variety of experiences occur.
Following an experience, three possibilities present
themselves: (a) The experience can be symbolized
or organized into some relationship with the self;
(b) the experience can be ignored because its rele-
vance to the self is not perceived; or (c) the experi-
ence can be denied symbolization or distorted
because it is inconsistent with the structure of the
self.

Under certain conditions, experiences that are
inconsistent with the self may be examined and
perceived, and the structure of the self revised to
assimilate them. The principal condition is a com-
plete absence of threat to the self. This in effect
states the rationale for the warm, accepting, permis-
sive, and nonjudgmental atmosphere that is the car-
dinal condition in client-centered therapy.
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Core Features

As Rogers (1959) put it, psychotherapy is the
“releasing of an already existing capacity in a po-
tentially competent individual, not the expert
manipulation of a more or less passive personality”
(p. 221). This is the so-called growth potential on
which the client-centered therapist relies so heavily.
All people possess such a potential; the trick is to
release it. In client-centered therapy, presumably
the release is effected, thus permitting one’s self-
actualizing tendencies to gain ascendance over
previously internalized factors that restricted
one’s acceptance of personal worth. The three ther-
apist characteristics that precipitate all of this are
(a) accurate, empathic understanding; (b) uncon-
ditional positive regard; and (c) genuineness or
congruence.

Empathy. To convey empathy is to transmit to
the client a sense of being understood. The
empathic therapist conveys a kind of sensitivity to
the needs, feelings, and circumstances of the client.
Exceptionally empathic therapists can assume the
attitudes of clients and, as it were, climb behind
their eyeballs and see the world as they do. The
client must come to know that the therapist is
making every effort to understand correctly.
When the client realizes this, the basis is laid for a
therapeutic relationship. Empathy can never be
total, of course—and it’s a good thing that it
can’t. A measure of objective detachment must
always be maintained; otherwise, the therapist
would have the same problems as the client. Nev-
ertheless, the empathic therapist can convey or
communicate to clients a sense of understanding
and appreciation of their needs or plight. And cli-
ents can find this attitude tremendously reassuring,
more so than any words or any exclamations of
interest. For the attitude of empathy is not stated;
it is conveyed by its very existence.

Perhaps Rogers’ (1946) own words will convey
something of this attitude of understanding and
empathy:

We have come to recognize that if we
can provide understanding of the way the

client seems to himself at this moment, he
can do the rest. The therapist must lay
aside his preoccupation with diagnosis and
his diagnostic shrewdness, must discard his
tendency to make professional evaluations,
must cease his endeavors to formulate an
accurate prognosis, must give up the
temptation subtly to guide the individual,
and must concentrate on one purpose
only; that of providing deep understanding
and acceptance of the attitudes consciously
held at this moment by the client as he
explores step by step into the dangerous
areas which he has been denying to
consciousness.

This type of relationship can exist only
if the counselor is deeply and genuinely
able to adopt these attitudes. Client-
centered counseling, if it is to be effective,
cannot be a trick or a tool. It is not a subtle
way of guiding the client while pretending
to let him guide himself. To be effective, it
must be genuine. (pp. 420–421)

Unconditional Positive Regard. In most rela-
tionships with parents, friends, a spouse, or others,
clients have learned that approval and acceptance
are conditional upon meeting certain stipulations.
Parents accept children if they are obedient. An
employer is accepting if employees are prompt
and efficient. Spouses require that their partners
be interested and loving. But in therapy, there
must be no conditions. Acceptance is given without
hidden clauses or subtle disclaimers. Unconditional
positive regard is nothing more and nothing less
than a respect for the client as a human being.
The therapist must lay aside all preconceived
notions and be able to care about the client, be
accepting, and above all, convey that here is some-
one who has faith and trust in the client’s ability and
strength to achieve that inner potential. These qual-
ities, coupled with a complete lack of evaluative
judgments on the part of the therapist, will go a
long way toward creating an atmosphere in which
the client is free to give up debilitating defenses and
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can, in the absence of threat, begin to grow as a
person.

Exhibiting these qualities with someone the
therapist finds pleasing and in tune with his or
her own background and values is relatively easy.
The true test of the therapist’s unconditional
positive regard comes with clients whose beha-
viors and attitudes really challenge the therapist’s
beliefs. The bigot, the unmotivated or lazy, or
the client who describes an incestuous experience
with his niece can force a real test of the
therapist’s tolerance and acceptance. But just as
every citizen is entitled to vote, so is every client
worthy of unconditional positive regard, accord-
ing to Rogers.

Congruence. At first glance, congruence—or genu-
ineness, as it is sometimes called—would seem to
contradict the qualities of empathy and positive
regard. Congruent therapists are those who express
the behaviors, feelings, or attitudes that the client
stimulates in them. One does not smile if one is
angry. If the client’s remarks are upsetting, the
therapist does not hide behind a mask of calm
(Rogers, 1961). Rogers believed that in the long
run clients would respond favorably to this hon-
esty and congruence, knowing that here was a real
person dedicated to their welfare. This can be
most reassuring and can stimulate a sense of per-
sonal worth and a desire to come to grips with
one’s latent potential.

Attitude Versus Technique. In many ways, the
core of client-centered therapy seems to reside
more in stated values and attitudes toward people
than in any specific methods. To that extent, client-
centered therapy is a state of mind rather than a set
of techniques. The client-centered therapist seeks
to become nondirective by relinquishing any pro-
cedures that point to the therapist as an expert who
will diagnose the client’s ills and recommend the
proper measures for their alleviation.

In fact, client-centered therapists will argue
that such “prescriptions” are unnecessary because
the release of clients’ resources or potential will
resolve the problems in question. Given therapist

congruence, unconditional positive regard, and
accurate empathic understanding, clients will dis-
cover their own capacity for growth and self-
direction. In contrast to the psychoanalysts, Rogers
saw people not as destructive but as possessed of a
constructive force reaching toward health and self-
fulfillment. In addition, the Rogerians forgo an
emphasis on the past in favor of an awareness of
current experience. For the interpretations of the
activist psychoanalytic therapist they substitute the
quiet, listening therapist whose caring facilitates
the client’s own discovery of inner strength and
valid personal experience.

There are also distinct differences between client-
centered therapy and the behavioral approaches
(discussed in the following chapter). Rogerians
declare that inner experiences are the paramount
data and that to ignore those experiences is to ignore
the basic data of the human being. Whereas behav-
ioral approaches sometimes seem to focus on manip-
ulating or controlling the environment to effect
change, the client-centered therapist relies on change
that emanates from within—a release of inner
potential.

The Therapeutic Process

It almost seems easier to describe client-centered
therapy in terms of what does not take place. A
long series of “don’ts” includes giving information
or advice, using reassurance or persuasion, asking
questions, offering interpretations, and making
criticisms. Perhaps the major activities of the thera-
pist are the recognition and clarification of the
feelings associated with the client’s statements. For
example, Greenberg et al. (1994) reports that
approximately 75% of all client-centered therapists’
responses were “reflections” of what the client had
said. Comments are also made that convey to the
client the therapist’s total and unconditional accep-
tance. Occasionally, the therapist will find it neces-
sary to explain the respective roles of the client and
the therapist. Called structuring, this too includes the
element of acceptance.

Typically, neither reassurance nor interpreta-
tion is used. It is assumed that the recognition of
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feeling and the accompanying acceptance are them-
selves reassuring. Reassurance is also conveyed by
the therapist’s tone of voice, choice of words, facial
expression, and general demeanor. Providing inter-
pretation and giving advice or information are
avoided because these imply that the therapist
knows what is best for the client. In general, how-
ever, the idea is to place the responsibility for ther-
apeutic progress on the client’s shoulders rather
than on those of the therapist. Similarly, to interpret
is to tell clients why they behaved in a given
fashion. Interpretation means that the therapist has
preempted responsibility for progress rather than
waiting for clients to arrive at their own
explanations.

In the case of acceptance, this is less a tech-
nique than an all-pervasive attitude. The durable
belief is that the client is capable of reaching a
satisfactory solution to problems in living. Accep-
tance provides the atmosphere in which the cli-
ent’s potential for growth and self-actualization
can be asserted. By responding to the client’s feel-
ings and then accepting them, the therapist pro-
vides warmth that leads to the feeling of being
understood.

Client-centered therapy sessions are usually
scheduled once a week. More frequent sessions,
extra sessions, and phone calls are discouraged
because these can lead to a dependence that will
stifle any sense of growth. The general sequence
or process of therapy has been described by Rogers
as involving a series of seven stages that the client
undergoes (Meador & Rogers, 1984). We present a
highly condensed version here.

First stage: Unwillingness to reveal self; own
feelings not recognized; rigid constructs;
close relationships perceived as dangerous.

Second stage: Feelings sometimes described, but
person is still remote from own personal
experience; still externalizes heavily, but
begins to show some recognition that
problems and conflicts exist.

Third stage: Description of past feelings as unac-
ceptable; freer flow of expressions of self;
begins to question validity of own

constructs; incipient recognition that
problems are inside rather than outside
the individual.

Fourth stage: Free description of personal feel-
ings as owned by the self; dim recognition
that long-denied feelings may break into
the present; loosening of personal con-
structs; some expression of self-
responsibility; begins to risk relating to
others on a feeling basis.

Fifth stage: Free expression of feelings and
acceptance of them; previously denied
feelings, although fearsome, are clearly in
awareness; recognition of conflicts
between intellect and emotions; accep-
tance of personal responsibility for prob-
lems; a desire to be what one is.

Sixth stage: Acceptance of feelings without
need for denial; a vivid, releasing sense of
experience; willingness to risk being one-
self in relationships with others; trusts
others to be accepting.

Seventh stage: Individual now comfortable with
experiencing self; experiences new feel-
ings; little incongruence; ability to check
validity of experience.

Diagnosis

In general, diagnosis or assessment is deemphasized
or avoided in client-centered therapy. Most Roger-
ians believe that formal assessment is not only
unnecessary but actually detrimental. According to
these Rogerians, assessment places the psychologist
in a superior, authoritative role that can impede the
development of autonomy and self-actualization.
The abandonment of assessment seems to imply
that client-centered therapy is so potent and effec-
tive a method that it works on all clients, regardless
of their problems or of the particular circumstances
in which they find themselves. Needless to say, the
utility of this assumption has not yet been ade-
quately demonstrated (Greenberg et al., 1994).

What is important in client-centered therapy
is the feelings, not whether they are wrong or
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A Case Illustration of Client-Centered Therapy

The following case example illustrates some of the
features of client-centered counseling that have been
discussed. The client is a 20-year-old sophomore who
was being seen in a university counseling center. His
initial complaint involved a generalized feeling of
unworthiness. As the sessions moved along, he began
to focus specifically on his feelings of intellectual
inadequacy. Even though his college grade point
average in a demanding curriculum was 3.3, he was
constantly absorbed by a sense of inferiority. He fre-
quently compared himself (always unfavorably) to an
older brother who had recently completed medical
school and was the source of much parental pride.
The following exchange took place during the 15th
session.

Client: Well, it happened again yesterday. I got back
that exam in American Lit.

Therapist: I see.

Client: Just like before. I got an “A” all right—me and
eight others. But on the third question the
instructor wrote a comment that I could have
been a little clearer or else could have given more
detail. The same old crap. I got an “A” all right,
but it’s pretty damn clear that I’m like a machine
that can generate correct answers without ever
understanding. That’s it. I memorize, but there’s
no spark, no creativity. Boy!

Therapist: What else can you tell me about the
exam?

Client: Well, it was like we talked about before. I’m
doing OK, but I just don’t feel like I really measure
up. I remember my brother bringing home a
paper in high school. It was a “C,” but the
instructor said John had real potential. I just don’t
think I’ve got it.

Therapist: Even though you got an “A” you are not
satisfied.

Client: That’s right. Never satisfied. I could get 42 “A+s”
and never feel good. I hate myself!

Therapist: M-hm.

Client: Sometimes I’m so ridiculous.

Therapist: You feel silly because of the way you react. Is
that right?

Client: I should put it aside, think about other things.
But I don’t, and then I feel silly when I don’t.

Therapist: You’re silly because you feel dissatisfied and
silly because you don’t just forget it.

Client: I know I should be satisfied with an “A.” Other
guys would be. They’d be glad to get an “A.”

Therapist: M-hm.

Client: But I can’t. No wonder the folks are so proud
of John. He got decent grades, and he was
satisfied—not like me. It’s a wonder they don’t get
fed up with my moping around.

Therapist: So even with good grades your unhappiness
is enough to turn people off.

Client: Sure. But somehow I’ve got to get rid of this
defeatist attitude. I’ve got to think about the
good side.

Therapist: M-hm.

Client: A lot of times I’ve tried to forget my lack of
potential. Just go on and plug along.

Therapist: Yeah. I guess you really felt people put you
down because of this lack of potential?

Client: Boy, did they! Especially my folks. They never
really said so, but I could tell from the way they
acted.

Therapist: M-hm.

Client: They’d say that John really has a head on his
shoulders, or (pause) … he can think his way out
of anything.

Therapist: And this made you feel sort of worthless—
not hearing things like that about yourself.

Client: That’s right.

Therapist: M-hm.

Intense feelings were expressed in this
session. The client felt worthless and inferior to his
brother. Despite an outstanding college record,
he continued to find ways to prove that he was
intellectually unacceptable. The therapist did not
attempt to contradict him or to prove him wrong; nor
did he make reassuring comments. Rather, he
accepted the client’s statements and the feelings they
conveyed.
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whether they stem from an earlier unhealthy home
situation. The therapist accepts the feelings in a
manner that transmits neither approval nor disap-
proval—just understanding. It is the understanding
and the occasional clarifications that permit the cli-
ent to move ever closer to a careful examination of
herself and of what she can do to change matters.
Only in an atmosphere of acceptance can this
potential for growth be cultivated and released.
The foregoing case illustration also highlights the
empathic statements made by the therapist, often
summarizing, almost inferentially, what the client
was feeling. The therapist, then, does more than
just accept the client’s feelings. By rephrasing and
inferring, the therapist reminds the client of what
he or she must be feeling.

Over the years, like any movement, client-
centered therapy has evolved and changed. Both
the method and the theory have been modified
and extended. A brief summary of these develop-
ments can be found in Greenberg et al. (2003).

Other Applications

The client-centered approach was developed pri-
marily in the counseling psychotherapy context,
and this remains its chief application. However,
the movement has found other applications as
well. For example, the client-centered orientation
is frequently used in human relations training. The
emphasis on relationship, acceptance, and warmth is
often an integral part of training programs for those
who seek to work in crisis centers, for parapro-
fessionals who engage in counseling, and for
volunteers in charitable organizations or agencies.
Thus, whether one is dealing with professionals
such as physicians and nurses, psychological techni-
cians, or Peace Corps volunteers, their training in
human relationships often contains a heavy dose of
the client-centered philosophy. When the client-
centered approach is applied to problems outside
the therapy room, it is often called the person-
centered approach.

As we shall see in Chapter 15, small groups,
encounter groups, and personal growth groups
make use of the client-centered framework.

Often, these groups are established to reduce ten-
sion between factions in conflict, such as racial
groups, labor and management, or students and fac-
ulty. In some instances, institutions such as
churches, businesses, and school systems use the
client-centered approach to foster improved
human relations or changes in institutional func-
tioning and goals.

Some Concluding Remarks

The Positive. The client-centered approach has
produced many salutary effects. It provided a seri-
ous alternative to the traditional psychoanalytic
forms of therapy. In so doing, it offered an alterna-
tive focus on self-determination and inner directed-
ness rather than on the biological urges and instincts
of the Freudian view. The becoming, evolving per-
son replaced the victim of personal history. Free-
dom to choose was substituted for a mechanistically
determined set of behaviors.

Rogers demonstrated that it is not necessary to
dig up the past to conduct psychotherapy. Emphasis
was placed on the relationship between the client
and the therapist, and the application of “tech-
niques” became secondary. Even the word client
suggests something of importance. The role of the
passive patient in the context of the physician’s
demand for authority was replaced by that of the
client who actively seeks to experience choice,
equality, and freedom.

The general ahistorical stance of the Rogerians
also led to a form of therapy much shorter than
psychoanalysis. The move away from lengthy reso-
lutions of transference relationships, the detailed
reconstruction of the past, and cathartic experiences
considerably shortened the therapeutic process. In
addition, the less active role played by the therapist
required less training. Given the mental health
needs of the nation, any therapeutic discipline that
can provide personnel faster and more economi-
cally is to be seriously considered. However, it is
possible that client-centered therapy has become a
double-edged sword. Some feel that the client-
centered, humanistic axis has produced a whole
generation of therapists whose lack of training can
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never be fully offset by their enthusiasm and
“authenticity.”

A contribution of major proportions was
Rogers’ emphasis on research. He was responsible
for the first concerted efforts to carry out research
on the therapeutic process. It was he who first
employed recordings of therapy sessions to study
the process and to investigate its effectiveness. The
use of recordings is now a staple ingredient of train-
ing and research. Prior to Rogers, the sanctity of
the therapy room was guarded with a vengeance.
Rogers opened up therapy and made it an object of
study rather than a subject of mystery. In making
available recordings and transcripts of his own ther-
apy sessions, he exhibited a degree of courage
unusual for its time (though it may be common-
place today).

In addition to the pioneering efforts of Rogers
and others in the recording and transcription of
interviews, significant efforts were made to investi-
gate the outcomes of therapy. For example, Rogers
and his colleagues developed indices of therapeutic
outcome based on client ratings of their present and
their ideal self-concept, along with various indica-
tors of improvement gleaned from counseling
sessions, such as the ratio of client-to-therapist talk
and the responsibility for talk (e.g., Cartwright,
1956; Rogers & Dymond, 1954; Rogers, Gendlin,
Kiesler, & Truax, 1967; W. U. Snyder, 1961;
Truax & Carkhuff, 1967; Truax & Mitchell, 1971).

As noted in Chapter 11, meta-analyses of stud-
ies including a client-centered treatment condition
have indicated an effect size of .62, indicating that
an adult client who received this form of therapy
was functioning (on average) better than 73% of
those who did not receive treatment. To investigate
whether this finding characterized “newer” research
on client-centered therapy, two additional meta-
analyses have been conducted.

Greenberg et al. (1994) conducted a meta-analysis
of studies published between 1978 and 1992. It is note-
worthy that the authors could identify only eight
studies conducted during this time period that investi-
gated the efficacy of client-centered therapy and also
included a control group. The average effect size across
these studies was .88; on average, an adult client in

these studies was functioning better than 81%
of those not receiving treatment. Greenberg and
colleagues were also able to evaluate the relative effec-
tiveness of client-centered therapy compared to other
forms of psychological treatment. Of the seven rele-
vant comparisons, in only one instance did client-
centered therapy outperform another treatment (in
this case, short-term dynamic therapy; Meyer, 1981).

Elliott and colleagues (2004) presented results
of a meta-analysis of studies published since 1992.
They located 11 studies of the efficacy of client-
centered therapy (in which a control group was
also evaluated) and reported a mean effect size of
.78. Compared to other forms of treatment, across
28 studies, client-centered therapy (on average) was
no more effective than other treatments.

Most recently, Elliott and Freire (2010)
reported on a meta-analysis of almost 200 studies of
Person-Centered/Experiential therapies. Across
studies, they found that the average adult client
receiving this form of therapy reported significant
positive change from pre- to posttreatment, and
these treatment gains seemed to be maintained for
at least one year, on average. Compared to clients
that received no therapy, clients that received
this form of treatment showed significant improve-
ment (an average effect size of .78). Finally, across
those studies that compared Person-Centered/
Experiential therapies to other forms of psycholog-
ical treatment (n 109 studies), no significant
differences in outcome were found, suggesting
equivalent effects.

What aspects of person-centered/experiential
therapies seem most helpful to clients? A recent series
of meta-analyses sought to identify aspects of treat-
ment often associated with this approach that are
significantly related to outcome. It is important to
note, however, that these meta-analyses did not
restrict the selection of studies to only those that used
Person-Centered/Experiential therapies. Rather,
psychotherapy studies were selected for these meta-
analyses based on their measurement of the con-
structs that were targeted. As mentioned earlier, the
therapeutic alliance is believed to be an important
correlate of outcome and is often considered a com-
mon factor that is responsible for the effects of
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psychotherapy. Horvath, Del Re, Fluckiger, and
Symonds (2011) analyzed data from over 200 studies
and reported that quality of therapeutic alliance was
correlated significantly (r .28) with good outcome.
Elliott, Bohart, Watson, and Greenberg (2011)
reported that empathy scores were significantly cor-
related (r .31) with therapy outcome across
59 studies, and Farber and Doolin (2011) reported
a correlation of .27 between measures of positive
regard and outcome across 18 studies. Finally,
Kolden, Klein, Wang, & Austin (2011) reported a
correlation of .24 between measures of congru-
ence/genuineness and outcome across 16 studies.

In summary, research evidence suggests that
client-centered therapy is moderately efficacious,
but no more effective than any other psychological
treatment. As for what components or features of
Person-Centered/Experiential therapy seem most
important for positive outcome, Norcross and
Wampold (2011) suggest that these recent meta-
analyses indicate the positive effect of a high-
quality therapeutic alliance, empathy expressed
and experienced in the relationship, and the expres-
sion and experience of positive regard.

The Negative. There is, however, another side of
the coin. Client-centered therapists repeatedly
argue that their efforts do not change clients.
Instead, they say, the client’s inner potential for
growth is released. Whether this view is based on
conviction or modesty, it seems to be incomplete.
Therapy is a stimulus (the particular character of
which is greatly affected by the therapist) that sets
many reactions into motion. Whether those reac-
tions are deemed positive, negative, or neutral, they
seem in large measure to be attributable to the
stimuli and the methods of the therapist.

Client-centered therapists claim that to under-
stand clients, one must experience the same
phenomenological world. But how does one do
that? With intuition? How does one ever
completely shed the idiosyncratic bias of a personal
framework? Critics would argue that avoiding
assessment and giving the past short shrift may actu-
ally impair the therapist’s ability to understand and
enter into the client’s perceptual framework.

Client-centered therapy seems to involve only
one technique, or rather one attitude set: empathy,
acceptance, and unconditional positive regard.
Thus, every client is treated in exactly the same
way. The therapist need not assess the client to
choose the most effective therapy or the specific
technique to fit the unique characteristics of that
client. Thus, a good case could be made for the
contention that client-centered therapy is really
technique centered! However, more recently, rec-
ognition of the problems with a one-size-fits-all
approach to therapy has led some to develop spe-
cific techniques and methods for certain client
problems (Greenberg et al., 2003).

There is also an abiding faith that the client
knows best. The movement’s emphasis on democ-
racy, freedom of choice, and the indisputable
supremacy of the client’s inner potential leads to con-
demnation of therapist “interference” through inter-
pretation, advice, or expressed values. In many cases,
however, the severity of the client’s problems would
seem to dictate the use of a more active and directing
set of procedures. For example, one might have rea-
son to doubt the wisdom and resources of a psycho-
pathic or schizophrenic client. Even if it were true
(though this is probably not a testable proposition)
that, given unlimited time or optimum circum-
stances, each client could make the right decisions
or reach the proper conclusions, it seems a very inef-
ficient way to operate. Client-centered therapists, at
times, seem to be seeking to change the client
(though claiming not to do so) without collecting
enough diagnostic and/or historical data to do so
efficiently. Their emphasis on verbal reports by the
client places them at the mercy of information that is
often defensive, distorted, and incomplete.

Much of the research on the effectiveness of
client-centered therapy has relied on internal crite-
ria. That is, clients are said to be improving when
they take more responsibility for the conversation
during the therapy session or talk proportionately
more than the therapist. Others would argue, how-
ever, that the real criteria for improvement must
come from outside the therapy room (through
observation, reports by peers and spouse, etc.).
Without validation from such external sources, it
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is possible that any client changes observed within
the therapy room represent adjustments to the
demands of the situation rather than changes that
will generalize beyond the confines of therapy.

Very often, descriptions of client-centered
treatment philosophies and procedures are unique
and involve a great deal of undefined terminology.
Such words as being, becoming, actualizing, and con-
gruency are not clearly defined or seem to carry a
surplus of meaning that is difficult to communicate
reliably. At other times, there is a grandiosity of
language that seems out of keeping with the mod-
esty that appears elsewhere. For example, Rogers
(1951) says, “Therapy is the essence of life” (p. x).

Although some may simply chalk this up to
jargon, there is nevertheless a marked tendency
for Rogerians to use language that is emotionally
tinged in such a way as to almost serve a propa-
ganda function. Such words as nondirective and
client-centered not only seem to convey something
distinctly positive but by implication also seem to
depict other approaches as directive or therapist-
centered. A terminology that includes words such
as freedom, democratic, genuine, warm, and authentic is
likely to put advocates of other approaches at an
immediate disadvantage. Before such advocates
can explain what their approaches really are, they
may have to answer implicit charges of being
authoritarian, technique-centered, controlling, and
without common humanistic values.

Finally, the client-centered approach grew and
came of age on college campuses. The clients of the
1940s and 1950s were college students who were
being seen at campus counseling centers. As often as
not, the therapists trained in the Rogerian tradition
in these centers became staff members at other col-
lege counseling centers. It is worth noting that,
compared with people in the general population,
college students as a group are brighter, better edu-
cated, and less severely maladjusted when they do
develop problems, and they have a stronger arsenal
of coping methods. The so-called nondirective,
client-centered methods would probably be more
effective with such a population than with, for
example, those with psychosis, with poor verbal
skills, or from a limited educational background.

THE HUMANIST IC -EX ISTENT IAL

MOVEMENT

The strands of phenomenology, humanism, and
existentialism in psychology are inextricably
woven together. In the preceding section, we
have seen the importance that Rogers attached to
immediate experience. This is basic phenomenol-
ogy. At the same time, client-centered approaches
stress the worth, uniqueness, and dignity of the cli-
ent. This is basic humanism. Before we proceed to
discuss existential therapies, logotherapy, and
Gestalt therapy, let us pause to acknowledge the
humanistic tradition that pervades those therapies.

Humanism

Although humanistic psychology is a fairly recent
development, its origins extend far back into philos-
ophy and the history of psychology. When one
speaks of humanism, one thinks of psychologists
such as Allport, Goldstein, James, Murray, and
Rogers. The values that humanism contributes to
psychology are not rooted in the determinism of
either psychoanalysis or behaviorism. From a
humanist perspective, people are not products of
the past, the unconscious, or the environment.
Rather, they exercise free choice in the pursuit of
their inner potential and self-actualization. They are
not fragmented patchworks of cognitions, feelings,
and aspirations; rather, they are unified, whole, and
unique beings. To understand is to appreciate those
qualities, and this understanding can only be
achieved by an awareness of the person’s experience.
So-called scientific constructs based on norms,
experiments, or data must give way to intuition
and empathy. The emphasis is not on sickness, devia-
tions, or diagnostic labels but on positive striving,
self-actualization, freedom, and naturalness. Bugental
(1965), Buhler (1971), Buhler and Allen (1971),
Jourard (1971), and Maslow (1962) have addressed
various aspects of these values. In one form or
another, humanism is expressed as a resistance to
the positivistic determinism of science and as an
active embrace of the essential humanity of people.
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Existential Therapy

Existential psychology rejects the mechanistic views of
the Freudians and instead sees people as engaged in
a search for meaning. At a time when so many
people are troubled by the massive problems of a
technological society and seek to repair their alien-
ated modes of living, existentialism has gained great
popularity. It seems to promise the restoration of
meaning to life, an increased spiritual awakening,
and individual growth that will bring freedom
from the conventional shackles created by a con-
formist society (Bugental, 1978).

Hardly a unified movement that speaks with a
single voice, the existential view actually turns out
to be many views. Its roots lie deep in the philoso-
phies of Kierkegaard, Heidegger, Tillich, Sartre,

Jaspers, and others. When we discuss the psycho-
logical applications of existentialism, names such as
Binswanger, Boss, Gendlin, Frankl, May, and Laing
come to mind. Philosophically, existentialism
springs from the same sources as does phenomenol-
ogy (MacLeod, 1964; Van Kaam, 1966).

The existentialists make a number of assertions
about human nature (Kobasa & Maddi, 1977;
Maddi, 1989). Basic to all is a fundamental human
characteristic: the search for meaning (Binswanger,
1963; Boss, 1963). That search is carried out
through imagination, symbolization, and judgment.
All of this occurs in a matrix of participation in
society. From the standpoint of both their physical
environment and their biological environment,
people function in a social context.

BOX 13-2 Clinical Psychologist Perspective: Leslie S. Greenberg, Ph.D.

Dr. Leslie S. Greenberg is a Distinguished Research Pro-
fessor of Psychology at York University in Toronto,
Canada. He specializes in psychotherapy research, and
he has become a leader in conceptualizing and studying
emotion-focused psychotherapy. This psychotherapeutic
approach, which comes out of the humanistic-existential
tradition, emphasizes both awareness and transforma-
tion of the client’s emotional experience and the value
of the therapeutic relationship. Therapist presence and
empathy and acceptance and validation of clients’ emo-
tions are emphasized. Dr. Greenberg is the author of 15
books and more than 200 book chapters and articles. He
has received numerous honors and awards for his work
in the field, including the Distinguished Research Career
award of the International Society of Psychotherapy
Research, the Canadian Psychological Association Pro-
fessional Award for distinguished contributions to psy-
chology as a profession, and the Carl Rogers Award of
the APA Society for Humanistic Psychology. Dr. Green-
berg responded to several questions regarding his views
of the field as well as his predictions for the future of
clinical psychology and of experiential psychotherapy.

What originally got you interested in the field of
clinical psychology?
I came from a master’s degree in engineering in 1970
into psychology, as I was seeking greater social and

personal relevance. I completed my bachelor’s of engi-
neering in South Africa, where I had gone into engi-
neering rather than physics because I liked working
with people and thought that engineering would lead
more to managing and working with people. I was
involved in antiapartheid student politics in South
Africa, and when I came to Canada in the 1960s, I was
not happy in engineering and was much more inter-
ested in people. I also saw psychology as a way of
becoming more involved in the issues of the era—per-
sonal growth and changing society.

Describe what activities you are involved in as a
clinical psychologist.
I teach counseling and psychotherapy and engage in
research on the process of change and the role of
emotion in this process. I supervise students’ clinical
practice in the research studies that I do. I have a pri-
vate practice in which I see individuals and couples.
I write.

What are your particular areas of expertise or interest?
I specialize in psychotherapy research, focusing most
specifically on the process of change and on emotion-
focused methods of intervention. I am particularly
concerned with bringing emotion back into psycho-
therapy, as I see it as central in functioning and in

382 C H A P T E R 13



A crucial facet of personality is decision mak-
ing, which involves the world of both facts and
possibilities. Thus, personality is not just what one
is—a biological, social, and psychological being—
but also what one might become. Many existen-
tialists believe that decision making involves a set
of inevitable choices. One can choose the present
(the status quo), which represents lack of change
and a commitment to the past. That choice will
lead to guilt and remorse over missed opportunities.
But one can also choose alliance with the future.
That choice propels the person into the future with
an anxiety that stems from one’s inability to predict
and control the unknown. Such experiences of
guilt and anxiety are not learned but are part of
the essence of living. It requires courage to choose

the future and suffer the inevitable anxieties that
this choice entails. A person can find that courage
by having faith in self and by recognizing that
choosing the past will inevitably lead to a guilt
that is even more terrifying than anxiety.

The Goals of Therapy. The ultimate goal of
existential psychotherapy is to help the individual
reach a point at which awareness and decision mak-
ing can be exercised responsibly. The exercise of
cognitive abilities will allow for the achievement
of higher states of love, intimacy, and constructive
social behavior. Through therapy, one must learn
to accept responsibility for one’s own decisions and
to tolerate the anxiety that accumulates as one
moves toward change. This involves self-trust and

change, and to this end, I have developed and written
about an emotion-focused approach to individuals and
couples.

What are the future trends you see for
clinical psychology?
I believe that eventually there will be a single area of
study, mental health or psychotherapy, integrating the
various disciplines—clinical psychology, social work,
psychiatry (maybe), and nursing—and the different
levels of intervention—biological, psychological, social,
and so on—plus an end to schools of therapy and the
school wars.

What are some future trends you see for
experiential/humanistic-existential therapy?
I see experiential therapy as overcoming its heritage of
being seen as involving “just” listening, being based on
the view of people as having an actualizing tendency
that is an inner guide to health, and that simply get-
ting in touch with one’s feelings will lead to health.
Although there is some truth in all these statements, I
see these as becoming more differentiated and modi-
fied as our understanding of functioning increases.
Experiential therapy will develop theoretically beyond
its original statements into a more sophisticated view
of human functioning, based on emotion and

constructivist theory and research. It will offer a
process view of functioning and therapy, offering more
detail on in-session states that are amenable to partic-
ular types of intervention and how change in these
states occurs. I also see experiential therapy as becom-
ing more research based. Ultimately, it will become
integrated into a non-school-based approach offering
an understanding of in-session process.

Leslie S. Greenberg
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also a capacity to accept those things in life that are
unchangeable or inevitable.

Techniques. Existential therapy does not empha-
size techniques. Too often, techniques imply that
the client is an object to which those techniques
are applied. Instead, the emphasis is on understand-
ing and on experiencing the client as a unique
essence. Therapy is an encounter that should enable
the client to come closer to experience. By
experiencing self, the client can learn to attach
meaning and value to life. Sometimes the therapist
will confront the client with questions—questions
that force the client to examine the reasons for fail-
ure to search for meaning in life. For example, a
client who repeatedly complains that his job is not
very fulfilling may be asked why he does not search
for other employment or return to school for more
training. Such questions may force the client to
examine his or her orientation toward the past
more closely, and this in turn creates feelings of
guilt and a sense of emptiness. Gendlin (1969,
1981) discusses focusing as a means of reaching
the preconceptual, felt sense. This is achieved by
having clients focus on the concretely felt bodily
sense of what is troubling them. Silences are
encouraged to help accomplish this. However,
very few research studies have been published that
evaluate the use of focusing in treating clients; its
efficacy, therefore, remains to be established (Elliott
et al., 2004; Greenberg et al., 1994).

Logotherapy

One of the most widely known forms of existential
therapy is logotherapy. This technique encourages
the client to find meaning in what appears to be a
callous, uncaring, and meaningless world. Viktor
Frankl developed the technique. His early ideas
were shaped by the Freudian influence. However,
he moved on to an existential framework as he tried
to find ways of dealing with experiences in Nazi
concentration camps. He lost his mother, father,
brother, and wife to the Nazi Holocaust and was
himself driven to the brink of death (Frankl, 1963).
It seemed to him that the persons who could not

survive these camps were those who possessed
only the conventional meanings of life to sustain
them. But such conventional meanings could
not come to grips with the realities of the Nazi
atrocities. Therefore, what was required was a per-
sonal meaning for existence. From his wartime
experiences and the existential insights that he
felt permitted him to survive, Frankl developed
logotherapy (the therapy of meaning). Many of
his ideas are expressed in a series of books (Frankl,
1963, 1965, 1967). Frankl’s views about personal-
ity and his ideas about the goals of therapy are
generally quite consonant with our previous dis-
cussion of existentialism. However, it is not always
clear that logotherapy techniques bear any close or
rational relationship to the theory.

Logotherapy is designed to complement more
traditional psychotherapy, not to replace it. How-
ever, when the essence of a particular emotional
problem seems to involve agonizing over the
meaning or the futility of life, Frankl regards
logotherapy as the specific therapy of choice.
Logotherapy then strives to inculcate a sense of
the client’s own responsibility and obligations to
life (once the latter’s meaning has been unfolded).
Frankl makes much of responsibility, regarding it as
more important than historical events in the client’s
life. What is crucial is the meaning of the present
and the outlook for the future.

In particular, two techniques described by
Frankl (1960) have gained considerable exposure.
Paradoxical intention is a popular technique in
which the client is told to consciously attempt to
perform the very behavior or response that is the
object of anxiety and concern. Fear is thus replaced
by a paradoxical wish. For example, suppose a cli-
ent complains that she is fearful of blushing when
she speaks before a group. She would be instructed
to try to blush on such occasions. According to
Frankl, the paradoxical fact is that she will usually
be unable to blush when she tries to do what she
fears she will do. Typically, the therapist tries to
handle all of this in a light tone. For example, in
the case of a client fearful of trembling before his
instructor, Frankl (1965) instructs the client to say
to himself: “Oh, here is the instructor! Now I’ll
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show him what a good trembler I am—I’ll really
show him how nicely I can tremble” (p. 226). This
procedure resembles those of implosion therapy,
which is discussed in Chapter 14. The second tech-
nique, de-reflection, instructs the client to ignore a
troublesome behavior or symptom. Many clients
are exquisitely attuned to their own responses and
bodily reactions. De-reflection attempts to divert
the client’s attention to more constructive activities
and reflections.

Gestalt Therapy

In Gestalt therapy, the emphasis is on present expe-
rience and on the immediate awareness of emotion
and action. “Being in touch” with one’s feelings
replaces the search for the origins of behavior.
Existential problems expressed by a failure to find
meaning in life have arisen in a technological soci-
ety that separates people from themselves. The
“unreality” of computers and plastic credit cards
has overwhelmed the true meaning of life, which
can only be found in the immediate experience of
emotions. Gestalt therapy attempts to restore the
proper balance.

A Movement of Heterogeneity. Frederick
(Fritz) Perls is the figure most closely identified
with the development of the Gestalt therapy move-
ment. Perls’s initial grounding was in medicine and
psychoanalysis. He left Germany in 1934, after the
Nazis came to power, and settled in South Africa,
where he established a psychoanalytic institute. As
time went on, however, he began to move away
from the tenets of psychoanalysis and toward the
development of what was to become Gestalt ther-
apy. In 1946, Perls immigrated to the United States.
He died in 1970.

Gestalt therapy is really a heterogeneous mix of
techniques and ideas. Gestalt therapists do not agree
among themselves and at times seem to revel in
their lack of agreement. Their goal does not seem
to be the construction of a monolithic theory of
therapy but rather to express through their therapy
their own sense of uniqueness and their interpreta-
tion of life. Even the contribution of Perls himself

was hardly a model of consistency. Some of his
major works—Ego, Hunger, and Aggression (Perls,
1947), Gestalt Therapy (Perls, Hefferline, & Good-
man, 1951), Gestalt Therapy Verbatim (Perls, 1969a),
and In and Out the Garbage Pail (Perls, 1969b)—
express a variety of notions. Kempler (1973) pro-
vides an account of Gestalt therapy theory, as does
Smith (1976). Adding to the confusion is the fact
that Gestalt therapy does not really have very much
to do with the Gestalt principles of Wertheimer,
Koffka, Kohler, or Lewin. The connections are
more superficial than substantive.

Basic Notions. Central to Gestalt therapy is the
conceptualization of the person as an organized
whole, not as a disjointed collection of emotions,
cognitions, and behaviors. Also running through
accounts of Gestalt therapy is the admonition that
an individual must develop an awareness not only
of themselves but also of the ways in which they
defeat themselves. This awareness is reached
through the expression of what one is feeling now,
on a moment-to-moment basis. Whatever is
impeding progress toward a higher plane of adjust-
ment must be experienced so that it, too, becomes a
part of awareness. Presumably, the person’s inner
potential is capable of overcoming problems in
adjustment. But first there must be awareness both
of the obstacles to improved adjustment and of that
potential itself.

The therapist becomes a catalytic agent who
facilitates the client’s awareness of how inner
potential is being deflected from expression. Thus,
the therapist does not give the client reasons for
the ineffective use of potential or tell the client
how it all got started. Instead, the therapist shows
the client where the responsibility for more effec-
tive experiences resides—in the client. The empha-
sis is on momentary awareness, not on the recovery
of memories or repressed impulses. However,
although Perls rejected many features of psycho-
analysis, his approach is really an amalgam of
existentialism and psychoanalysis. For example, he
seems to readily accept the importance of tradi-
tional psychoanalytic insights regarding the nature
of motivation and defense.
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The Now. For Perls, reality is now, behavior is
now, and experience is now. To seek answers in
the past is to deal with what no longer exists. Ther-
apy is now, and it must deal with and encourage the
client’s awareness of that now. One’s capacity for
growth can only be realized by attacking anything
that threatens to divert awareness from the now. As
Perls (1970) put it, “To me, nothing exists except
the now. Now experience awareness real-
ity. The past is no more and the future not yet.
Only the now exists” (p. 14).

For the Gestalt therapist, anxiety is the gap
between now and later (a preoccupation with
what the future may bring). Being preoccupied
with the past also creates a host of negative emo-
tions. A focus on either the past or the future
leads to an immobilization of the individual in the
present. During therapy, the patient is required to
repeat, “Now I am aware….” Or the therapist
will frequently ask, “What are you aware of
now?” The role of the therapist is to constantly
call the patient’s attention to present feelings,
thoughts, and experiencing. However, the therapist
does not interpret because it is assumed that
awareness of the now has its own curative powers.
That awareness will enable the patient to integrate
the formerly disavowed aspects of his or her
personality.

Nonverbal Behavior. To probe the patient’s
defenses and expose the games being played, the
therapist often pays close attention to nonverbal
behavior. The patient may say one thing but sug-
gest the opposite through various cues. Take the
following example:

THERAPIST: How are you feeling?

PATIENT: I’m calm; I feel good.

THERAPIST: You are, really?

PATIENT: Oh yes.

THERAPIST:Why are you sitting so stiff, like a
ramrod?

PATIENT: I’m not!

THERAPIST: Check yourself. See your legs, feel your
back against the chair?

PATIENT: I see what you mean.

THERAPIST: Let the stiffness talk. What is it telling
you?

PATIENT: I’m afraid to let go—I feel like I’m
trying to control myself.

By paying attention to nonverbal cues, the
therapist was able to cut right through to a signifi-
cant experience. The therapist then used the pos-
ture cue to get to feelings that existed now and
helped the patient get in touch with them.

Dreams. The psychoanalyst asks the patient to
associate to various elements of dreams. The Gestalt
therapist, in contrast, attempts to get the patient to
relive the dream now, in the therapy room. This
even means acting out the dream. According to the
Gestalt therapist, interpretation leads only to an
intellectualized insight. In Gestalt therapy, the
patient discovers the inner self by confronting the
dream experience directly. The dream conveys
messages or even epitomizes the conflicting sides
of the self. A dream is a kind of condensed reflec-
tion of the individual’s own existence and the ways
used to avoid facing oneself. By playing the part of
various persons or objects in the dream, the indi-
vidual can learn to recognize and identify the alien-
ated parts of the self and then integrate them.

Topdog–Underdog. When conflicts involve
opposing aspects of the personality, the patient
may be asked to take each part in a dialogue. The
opposing parts are usually analogous to Freud’s
superego and id. The topdog is the superego and
contains the introjected “shoulds” of the personality
(parental dictates and the like). The underdog is
similar to the id. It is primitive, evasive, and con-
stantly disrupts the efforts of the topdog. By playing
both roles in a dialogue, the patient can integrate
these two conflicting aspects of the self.

The Defenses. In Gestalt therapy, the aim is to
expose the games clients play and the defenses
behind which they hide. Perls explains neurotic
behavior in terms of layers. In the first layer, the
client plays games, avoids facing the self, and in
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general is not an authentic person. Gestalt therapy
forces one to experience and become aware of
these shams. But this awareness is threatening
because it leads to an experience of the very fears
that the shams helped evade. Genuine behavior is
threatening because such behavior could lead to
terrible consequences (or so the client hypothe-
sizes). Indeed, as environmental supports are also
exposed, the client really becomes terrified, feeling
that the inner capacity for growth is not equal to
the relinquishing of neurotic defenses in favor of
honest, independent behavior. Finally, however,
the client becomes aware of the hollowness that
the anxieties, phobias, or doubts are producing.
Such awareness propels the person into an experi-
ence of aliveness, wholeness, and authenticity.

Responsibility. Of great importance in Gestalt
therapy is getting clients to accept responsibility
for their own actions and feelings. These belong
to the client, and the client cannot deny them,
escape them, or blame them on something or
someone else. In summary, if one had to extract
from Gestalt therapy expositions the four most
descriptive words, they might be awareness, experi-
ence, now, and responsibility.

The Rules. The “rules” of Gestalt therapy
(Levitsky & Perls, 1970) include the following:

1. Communication is in the present tense (look-
ing backward or forward is discouraged).

2. Communication is between equals (one talks
with, not at).

3. One uses “I” language rather than “it” lan-
guage (to encourage the acceptance of
responsibility).

4. The client continually focuses on immediate
experience (e.g., the therapist will ask, “How
does it feel to describe the hostility?” “Tell me
what you are feeling at this moment”).

5. There is no gossip (talking about someone else).

6. Questions are discouraged (because questions
are often quiet ways of stating opinions rather
than seeking information).

Gestalt Games. The Gestaltists have received
much attention for the so-called games they have
developed (Levitsky & Perls, 1970). For example,
clients are taught to add the phrase “and I take
responsibility for that” when describing something
about themselves. Thus, “I am not a very happy
person … and I take responsibility for that.”
Another game involves getting the client to repeat
again and again (and louder and louder) some
phrase or remark that the therapist deems impor-
tant. Often, various aspects of role-playing are
employed. To what extent any positive effects
from these games are generalized beyond the ther-
apy room has not yet been established empirically.

Moral Precepts. The “moral precepts” (or rules
for patients to live by) of Gestalt therapy are
described by Naranjo (1970):

1. Live now. (Be concerned not with the past or
the future but with the present.)

2. Live here. (Be concerned with what is present,
not with what is absent.)

3. Stop imagining. (Experience only the real.)

4. Stop unnecessary thinking. (Be oriented toward
hearing, seeing, smelling, tasting, and touching.)

5. Express directly. (Do not explain, judge, or
manipulate.)

6. Be aware of both the pleasant and the
unpleasant.

7. Reject all “shoulds” and “oughts” that are not
your own.

8. Take complete responsibility for your actions,
thoughts, and feelings.

9. Surrender to being what you really are.

ConcludingComments. As indicated in Chapter 11,
Smith et al. (1980) reported an effect size of .64 for
Gestalt therapies, based on a large meta-analysis of
relevant studies. The average client who received
Gestalt therapy in these studies was functioning bet-
ter than 74% of those not receiving treatment.
Unfortunately, very little research on Gestalt ther-
apy has been published since this review. Of those
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studies that have appeared more recently, none sug-
gests that Gestalt therapy is more effective than
other forms of treatment (Elliott et al., 2004;
Greenberg et al., 1994), and some suggest that it
may be less effective. One reason we know rela-
tively little about the effectiveness of Gestalt ther-
apy is that most Gestalt therapists are vehemently
opposed to the idea of research. For reasons that are
not always clear, evaluation research is seen almost
as an antihumanistic endeavor.

Gestalt therapy took root in America in an era
of social turmoil and alienation. As a result, its
most suitable clientele may turn out to be young,
well-educated people whose problems center on
personal estrangement and alienation. Therapists
who have a Gestalt orientation sometimes seem
to do especially well with overly intellectualized,
college-educated people who have lost touch
with their feelings and immediate experience. It
certainly is not an antidote suitable for all patients—
no therapy is. However, it remains to be seen
whether Gestalt therapy will become more than a
flashy solution and whether it will be able to address
itself successfully to the problems in living that a
wide range of patients bring to therapy. By dealing
only with the present, Gestalt therapy runs the dan-
ger of becoming a short-lived solution that replaces
the search for meaning with a hedonism that can be
quite attractive to some whose brush with a pow-
erful, technocratic society has left them inhibited
and overcontrolled. At the same time, Gestalt ther-
apy has already demonstrated a staying power
greater than many expected.

EMOTION-FOCU SED THERAPY

Before concluding this chapter, it is important to
introduce a contemporary form of humanistic-
existential therapy that seems likely to be quite influ-
ential to the field, Emotion-Focused Therapy (EFT;
Greenberg, 2010; Greenberg, Elliott, & Pos,
2007). Originally termed process-experiential ther-
apy (PET), EFT integrates the client-centered and
Gestalt psychotherapy traditions. At the heart of

EFT is the theoretical proposition that emotions
are fundamentally adaptive and that emotions give
our life experience its value, meaning, and direction.
Because emotions help us to integrate our life
experiences, emotional self-regulation is necessary
for personal growth. From this perspective, dysfunc-
tion is the result of some impairment in the ability to
integrate experiences into a coherent self, in the abil-
ity to experience and identify emotional states, and
in the ability to regulate emotions. Such dysfunction
can in turn affect one’s satisfaction with life and the
quality of one’s relationships with others.

In EFT, the therapist provides a safe and sup-
portive environment such that the client can become
more aware of different aspects of him- or herself,
can access and explore emotional states, and can
learn to better regulate and ultimately transform
these emotional states (Greenberg, 2010). These
goals are achieved through participation in a variety
of therapeutic tasks, including focusing, two-chair
dialogues, and empty-chair techniques (Greenberg
et al., 2003).

Although relatively new, EFT has garnered some
empirical support. Meta-analyses suggest that it is an
efficacious treatment and that it compares favorably to
other forms of treatment (Elliott, Greenberg, et al.,
2004). Furthermore, it is listed as having at leastmodest
research support for the treatment of depression (e.g.,
see Ellison, Greenberg, Goldman, & Angus, 2009).
Therefore, it appears that this newer version of
humanistic-existential therapy is an important devel-
opment in treatment from this perspective. Box 13-3
presents some of the major features of EFT.

SUMMARY EVALUAT ION OF

PHEN OMEN OLOG ICAL A ND

HU MANIST IC -EX ISTENT IAL

THERAP IES

As we have mentioned throughout this chapter,
relatively fewer empirically sound studies have
been conducted to evaluate the efficacy and
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effectiveness of client-centered, Gestalt, EFT and
other humanistic-existential therapies. This is
somewhat ironic in light of Carl Rogers’ pioneering
role in psychotherapy research. Although some
believe that this state of affairs is changing (Elliott,
Greenberg, et al., 2004), the smaller number of
well-controlled outcome studies makes an evalua-
tion of the efficacy and effectiveness of these
therapies difficult. Based on this limited database,
it does appear that these therapies are modestly
efficacious—but in general, no more so than any
other form of treatment. More research is clearly
needed, especially studies investigating the clinical
conditions for which these approaches are most
appropriate.

The general phenomenological and humanistic-
existential therapies presented in this chapter, like
all therapeutic approaches, offer a mixed bag of

contributions and problems. The reader will recall
that several of the following points were made earlier
with regard specifically to Rogerian approaches.

Strengths

Let us begin with an enumeration of some of the
chief contributions of the phenomenological and
humanistic-existential perspectives.

Experience. By stressing the importance of inner
experience and awareness, these therapies have
helped reaffirm the view that clinicians must rely
on something more than the sheer quantification
or enumeration of stimulus/environment conditions.
Human experiences run the gamut from knowing
to joy to agony, and clinical psychologists can ill
afford to ignore them in either their theories or

BOX 13-3 Focus on Clinical Applications: Features of Emotion-Focused Therapy

Emotion-Focused Therapy (EFT) is a psychological
treatment that focuses on the adaptive and self-
organizing qualities of the emotional system in
individuals (Greenberg, 2010). In treatment, thera-
pists use EFT to help clients identify, experience,
makes sense of, and transform emotions as well as
to manage problematic emotional states. Underlying
this treatment approach is the assumption that
emotions are connected to basic human needs and
serve as a way individuals make sense out of their
own experience. Emotional change occurs by
making sense of emotions through awareness,
expression, regulation, reflection, and transforma-
tion (Greenberg, 2010). During EFT, emphasis is
placed on the therapist’s experience and expression
of empathy, development of a good alliance with
the client, and development of a collaborative rela-
tionship (Greenberg et al., 2007). There are three
therapeutic tasks that are used in EFT: (a) helping
the client to process experience; (b) helping the
client focus on and complete the processing of
emotions; and (c) fostering the client’s self-growth,
sense of responsibility, and sense of empowerment
(Greenberg et al., 2007).

The following transcript demonstrates how an EFT
therapist helps a depressed client explore her experi-
ence of the end of a romantic relationship:

Client: I keep wondering if he will call,

Therapist: The image I have is of you sitting there waiting
for the phone to ring and even though there is only
silence and emptiness it is just so hard to get up and
walk away (evocative empathy) … somehowhoping
he will call. (Exploratory)

Client: I keep hoping he will come back (weeping
softly)

Therapist: So somehow hoping keeps the door open?
(Exploratory)

Client: Yes I guess I have been reluctant to move on …
It makes me feel so sad but I am beginning to
realize there is no point in hanging around.
(Greenberg et al., 2007, p. 28).

EFT has been shown to be an effective treatment
for couples (Johnson, Hunsley, Greenberg, & Schindler,
1999), for individuals with depression (Greenberg &
Watson, 2006), and for emotional trauma (Goldman,
Greenberg, & Angus, 2006).
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their therapies. The phenomenological-humanistic-
existential axis has brought them in touch once
more with the essential data of experience and
awareness.

Choices. The phenomenological and humanistic-
existential therapies also are reminders that humans
are more than just concatenations of instincts, urges,
and habits. We are not simply automatons that
respond to stimuli. We make choices, we decide,
we change, we examine ourselves, and yes, we
even invent such words as existential and humanistic.
Human beings are not only the objects of study; they
are also the initiators of study. For perhaps too many
years, psychology has tried to deny its essential
human qualities by slavishly following the paths of
the biologists and the physicists. Although the con-
troversy over free will versus determinism is unlikely
to be resolved soon, there does seem to be a growing
recognition that a simple deterministic view of the
individual can be sterile and unproductive.

The Present. By emphasizing the present, phe-
nomenologists have helped the field to cast aside the
view that positive change can only be achieved by
insight into the past or by some enlightened awareness
of the true nature of the unconscious. By exercising
choice and responsibility, we can all mold the present
and thereby escape the constrictions of the past.

The Relationship. Many of the therapies des-
cribed in this chapter have attached great value to
the therapeutic relationship. These therapies often
represent a triumph of relationship over technique.
Conventional therapies had long recommended a
detached therapist who exercised benign interest
and cool skill. Whether the newly prescribed role
is one of passive yet unconditional positive regard,
acceptance, or jumping in feet first to “have an
encounter” with the patient, things have certainly
changed. The nature of the therapeutic relationship
is obviously of crucial importance and may indeed be
a major contributor to the success or failure of any
brand of therapy. With this recognition, the thera-
peutic relationship is no longer considered a given or
an unobtrusive backdrop. It has become a major part

of the foreground, thanks in part to phenomenolo-
gists and to humanistic-existential therapists.

Growth. For many years, the emphasis in therapy
has been on psychopathology, sickness, or behav-
ioral deficits. However, the humanists and the exis-
tentialists have brought an emphasis on positive
growth. They look not so much for sickness as for
self-actualizing tendencies or growth potential.
They seek not to contain pathology but to liberate
awareness, feeling, being, peak experiences, and
freedom. This is heady language that may some-
times exhilarate to the point of confusion. But it
does point out an essential emphasis on the positive
rather than a sometimes depressing and stultifying
emphasis on the negative. Thus, the goal has
become not only the healing of psychopathology
but also personal growth. Many institutes, growth
centers, encounter groups, and weekend retreats
have sprung up to serve those who feel the need
for experiences that will expand their awareness and
heighten their authenticity as human beings.

Limitations

Now we can turn to the problem side of the coin as
we evaluate the phenomenological and humanistic-
existential approaches.

Prejudicial Language. The general humanistic
movement, like the more specific client-centered
approach, can sometimes be accused of using lan-
guage prejudicially. The constant use of words such
as humanistic, acceptance, freedom, self-fulfillment, growth,
and authentic seems to suggest by implication that
all other approaches preach inhumanity, rejection,
authoritarianism, emptiness, and phoniness. Yet
nearly all psychoanalysts, psychiatrists, behaviorists,
cognitive therapists, and eclectic psychotherapists
are accepting persons who care a great deal; who
are interested, involved, and permissive; and who
try to do the best job possible to help their patients
experience richer and more fulfilling lives. In
short, not all the attributes that are said to be at
the core of the humanistic movement are its pri-
vate domain.
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Emphasis on Feelings and Emotions. The reli-
ance on subjective experience and feelings binds the
clinician to a source of data that can be unreliable,
biased, or self-serving, and devoid of the most
human of all qualities—reason. The real issue is
whether feelings or transcendental awareness,
unleavened by sober analysis, reason, and insight,
can lead the individual into a durable adjustment
that will increase both personal satisfactions and
social contributions. It seems evident now that
most individuals cannot work their way out of
problems and private terrors solely by the applica-
tion of cold analysis and reason. But it does not
seem likely that trips into what can be a quagmire
of subjectivity will enable them to do so either.
Perhaps the lesson here is that any single method
or route is likely to be incomplete and therefore less
than successful. Human beings think, act, feel,
experience, look to the past for guidance, and are
pulled into the future by their aspirations. Any
approach that focuses on behavior alone, or experi-
ence alone, or insight alone ignores much that is a
central part of the human being. When such single-
edged approaches work (at least for a while), it is
probably because they confront individuals with an
aspect of themselves that they had long ignored. For
example, an inhibited, overintellectual, repressed
patient may find great joy and happiness as she
works herself through an “emotional now,” guided
by a sensitive therapist. However, any long-term
abandonment of intellect and reason is likely to
lead to other problems.

Phenomenal Field. Another problem is whether
one person can ever completely know the nature of
another person’s subjective experience. Phenomenol-
ogy instructs that a person’s behavior is determined by
his or her phenomenal field as it exists at any moment
in time. This places the therapist in the position of
having to know the patient’s inner world of experi-
ence in order to understand or predict. Yet how do
clinicians climb into that world? How do they escape
from the past experiences that have shaped their own
perceptions? How do clinicians gain an unbiased
appreciation of the patient’s phenomenal awareness?
It almost seems that the phenomenological viewpoint

demands something of clinicians that, given all
humans’ very imperfect and biased nature, it is impos-
sible for them to achieve.

The problem is not with an empathic attempt
to get close to the patient’s experience or to “try to
put oneself in the patient’s shoes.” It is always useful
to search one’s own experience to better relate to
the patient’s feelings or predicaments (while recog-
nizing the ever-present danger of bias). The prob-
lem lies in the exclusive reliance on the clinician’s
exact knowledge of the patient’s inner experience
in order to operate as a clinician.

Assessment. In many of the humanistic-
existential approaches, there is a total disregard for
assessment and diagnosis. This disregard is rein-
forced by the belief that assessment interferes with
or destroys the empathic relationship. Assessment is
seen as impinging on the freedom and dignity of
the individual. It is believed to thwart the self-
actualizing potential of the client by imposing a
conceptualization from the therapist.

Many will agree that diagnosis is not always
necessary in its more full-blown manifestations.
Indeed, the humanistic-existential movement has
rendered a real service by pointing out some of
clinical psychology’s diagnostic excesses and by sug-
gesting that too often diagnostic emphasis is on
pathology rather than the growth potential or
strengths of patients. It is all too true that diagnosis
has often become a search for weaknesses rather
than strengths and assets.

But if clinical psychologists were to totally
reject assessment, where would this leave them?
With the patient’s verbal report perhaps—with all
its potential for distortion and incompleteness. Faith
in patients’ abilities to solve their problems through
getting in touch with their own feelings may work
well with intelligent, introspective, sophisticated
young persons who are not terribly disturbed. But
what about the patient who is psychotic or the
patient who is burdened with psychosomatic
problems? And how does one deal with the non-
verbal person who has only a minimal education
and has never learned to look inward? Does the
clinician ignore assessment in the case of the person
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who is having adjustment problems and may also
suffer from mental retardation? No one condones
diagnoses that are nothing more than mindless
labeling. But the prohibition against all assessment
seems to assure that therapists will remain more
ignorant than they need be.

Technique-Centered. Perhaps many humanistic-
existential clinicians disregard assessment in part
because they treat every patient alike. Many of these
clinicians seem to have an abiding faith that every
troubled soul can be rescued by acceptance, positive
regard, and the assertion of responsibility for self. If

BOX 13-4 Graduate Student Perspective: Catalina Woldarsky Meneses, M. A.

Catalina Woldarsky Meneses is completing the final
year of her doctorate degree in clinical psychology at
York University in Toronto, Canada. As a scientist-
practitioner, Catalina is most engaged conducting clin-
ically relevant research that serves to shed light on the
process of change in psychotherapy. The primary focus
of her academic research has been on exploring the
process of forgiveness within emotion-focused couples
therapy and understanding the adaptive role of shame
in this context. Catalina is also a certified yoga instruc-
tor, who hopes to eventually find a way of integrating
yogic philosophy and practice with psychotherapy.
Catalina shared the following insights regarding her
graduate school experience.

What has graduate school in clinical psychology
been like for you?
Graduate school has been a lengthy, transformative
experience. The nature of the work we do as clinicians-
in-training is an invitation to personal development
and growth. Unlike other professional trainings, the
work that is required of a clinical psychology student is
very confronting since it’s not simply learning about
theories of personality and understanding when func-
tioning is “abnormal,” it’s also hopefully about inte-
grating this knowledge and learning about oneself in
relation to others. I feel fortunate to have trained at a
setting with a humanistic tradition alongside faculty
members who encouraged me to reflect on my own
experiences as a therapist, and in doing this, I reflected
upon my own growth. I also developed deep friend-
ships, with wonderful people in my program and
department, including my supervisor.

What things have you least expected about
graduate school?
I did not realize that this training would impact me so
profoundly on an individual level. I cannot “unlearn”
how to see the world through the eyes of a therapist
or a psychotherapy researcher. For example, I feel like I
developed another set of ears for emotional processes

and I find myself acutely aware of people’s gestures
and vocal qualities.

Has graduate school changed you? If yes, how so?
There was a major shift in the anxiety I felt about fit-
ting in within the competitive world of academia. I
recall starting graduate school with a sense of pride
about going forward and expanding my knowledge
and experience. I think that at the time I felt that the
worst answer to a question was “I don’t know.” And so
I went through my early years feeling like I had to read
everything and ultimately know everything if I was to
understand something as complex as human behavior.
Needless to say, I was drowning in my own stress and I
struggled with feeling like an imposter (especially as a
researcher). Then something beautiful happened: It
took many years and lots of therapy but I eventually
realized that I will never know everything and that’s
okay! It’s paradoxical that in graduate school I learned
how to let go of my perfectionist tendencies and
accept myself for having my idiosyncratic way of being
a student. I now take great pride in answering a ques-
tion by saying, “I don’t know.”

Are your professional or research interests similar or
different now than they were when you started
graduate school?
I came to graduate school asking the question “How
does change happen in therapy?” After seven years of
exploring this question I still cannot answer it fully.
Instead, I can break it down into more precise ques-
tions in order to test hypotheses. While I feel a sense of
accomplishment in dissecting therapeutic interactions
and articulating the subtleties of the process, I accept
that I will never fully know how healing happens and
what allows change to unfold. I enjoy conducting psy-
chotherapy research because it keeps me stimulated
and humbled.

I have also developed new research interests
through my experiences in graduate school. I had one
clinical supervisor whose first language was not English
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that is so, then diagnosis does indeed become super-
fluous. But if this is the case, then the charge of many
humanistic existentialists that psychoanalysis or behav-
ior therapies are technique-centered can be turned
against them as well. To the extent that everyone
who enters the therapy room is seen as having the

same basic problem, with the “cure” always the
same, such approaches are, in a sense, themselves
technique-centered. Increasingly, however, clinicians
seem to be recognizing the need to develop data that
will allow them to select from among several treat-
ment possibilities the one most suitable for a given

and as a multilingual speaker myself, we had many
conversations about the impact of language in psy-
chotherapy. This resulted in a cross-cultural research
study where I interviewed multilingual therapists
about their experiences.

Looking back, what activities or experiences were the
most important for you in your graduate school
program?
I am very grateful that I have the opportunity to work
with Les Greenberg, who has been both my research
and clinical supervisor. I have been deeply impacted by
the genuine curiosity with which he approaches the
world, his zeal for scientifically analyzing psychothera-
peutic processes, and his determination to have the
scientific community recognize the importance of
working with emotions. I have been involved in
numerous research projects in our lab and have
observed countless hours of therapy sessions even
before I was personally doing clinical work. I learned to
conduct micro-level analyses involving the measure-
ment of fascinating processes like depth of experienc-
ing, degree of emotional arousal, vocal quality, and
emotional productivity. Conducting research in this
field has had an immense impact on my clinical skills, as
it has heightened my sensitivity to being attuned to
areas that I otherwise would not have noted.

Moreover, I have received intensive clinical super-
vision from Les both as a practicum student in the pro-
gram and in working as a therapist on the Couples
Emotional Injury Project. The supervision I received from
Les has been essential to my development as a clinician.

I also grew immensely from my experience as both
a practicum student and research analyst in a Border-
line Personality Disorder Clinic, under the supervision
of Dr. Shelley McMain. Working with this population is
challenging but at the same time very rewarding. The
experiences at the BPD Clinic led me to appreciate how
central emotional regulation is to a person’s function-
ing and also how individuals change and grow in both
dramatic and subtle ways.

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

1. There is an end to it! Graduate school is like
running a marathon: you can’t see the finish
line for a long, long time but I assure you that
it is there and you will reach it before you
know it.

2. I’ve come to see learning as a true privilege and
while graduate school is a very rich experience
on so many levels (the good, bad, and the ugly
moments—including those required courses in
statistics), my hope is that it does not become
your life. Get your head out of the ivory tower
from time to time, go for a walk, and get some
fresh air by doing non-academic things that
shake you up and help you get some “real”
perspective.

Catalina Woldarsky Meneses
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patient. Such recognition should enhance the role of
diagnosis in the future.

Lack of Research. As we mentioned previously,
relatively less empirical research is conducted on
client-centered or phenomenological/existential
psychotherapy compared to other major modes of
treatment. This is likely to be problematic for sev-
eral reasons. First, in this age of managed care and
the sophisticated consumer, modes of treatment
that are not supported empirically will likely be
shunned or ignored. For example, it is hard to
imagine that a managed behavioral health care
company would be willing to reimburse a provider
who cannot provide an empirically supported ra-
tionale for the choice of client-centered treatment
or who refuses to set objective goals for treatment.
Second, it is likely that training programs will
emphasize these forms of treatment less to focus
more on empirically supported treatments that are
frequently evaluated in the empirical literature and
that are preferred by managed care organizations.
Finally, the relative dearth of research may give
the impression that these treatments are primarily
of historical interest and not relevant to contem-
porary clinical practice. As noted by Norcross,
Karpiak, and Santoro (2005), the humanistic, exis-
tential, Gestalt, and Rogerian orientations are
among the least frequently endorsed by contempo-
rary clinical psychologists (all less than 2% of clin-
icians surveyed). Proponents of these orientations
should take these trends seriously and consider
how the deemphasis of empirical research may be
affecting professional and public perception.

Obscure Language. A final problem formanywho
seek to understand what it is that the humanistic-
existentialmovement offers has to dowith the language
used. Part of this difficulty lies in the lackof cohesiveness
within the movement. There are so many thematic
variations that the language readily becomes vague and
ill-defined. But beyond this, there is often awild, undis-
ciplined quality to the writing that almost assures that
variable meanings will be applied. The terminology is
so vague that almost any interpretation is possible. It is
almost as if the language has taken on a life of its own. In
fact, it is possible to string together words in such a way
that they sound exactly like a profound discourse in
humanistic-existential psychology even though the
writer does not have the foggiest notion of what they
mean. It resembles the comedian who can imitate
speaking in a foreign language without ever using real
words—only some characteristic sounds and emphases
are necessary.

From Maslow, Perls, Bugental, Boss, Binswan-
ger, Rogers, and others, we find such phrases and
terms as “internal silence,” “from here-to-there
rhythmic awareness exercises,” “meta-needs,” “peak
experiences,” “Dasein,” “authenticity,” “I-process,”
“being,” “encounter,” and “sick point.” Granted
that every theory seems to contain its share of neolo-
gisms and jargon, but the humanistic-existentialist
movement seems to be especially well endowed
with such terms. The language does serve to underline
the movement’s conscious divorce from any alliance
with science. But in “humanizing” its language, the
movement may also have erected barriers against the
more widespread acceptance of the really important
elements of its contributions.

CHAPTER SUMMARY

The best example of a phenomenological and
humanistic-existential approach to psychotherapy is
perhaps Carl Rogers’ client-centered therapy. This
mode of treatment developed from Rogers’ reaction
to traditional psychoanalytic perspectives on psycho-
pathology and on psychological health. Instead of
adopting such a deterministic and, to some degree,

pessimistic perspective, Rogers’ views emphasized the
client’s own phenomenological world and experi-
ence and the client’s inherent tendency toward self-
actualization. Client-centered therapists seek to
facilitate the client’s growth potential by provi-
ding empathic understanding, unconditional posi-
tive regard, and genuineness. Diagnosis, formal
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assessment, and therapeutic “techniques” are gener-
ally eschewed. Humanistic-existential approaches are
similar to client-centered therapy in that they empha-
size the client’s free will, inner potential, and ability
to get in touch with her or his emotions. Finally, the
emergence of process-experiential therapy, which
integrates the client-centered and Gestalt therapy tra-
ditions, represents an important new development in
this field. Emotion-Focused Therapy, in particular,
has emerged as a viable evidence-based treatment
for couples and for individuals with depression.

These forms of treatment have made several
noteworthy contributions to the field of psycho-
therapy. Clients’ internal experience, feelings, free
will, and growth potential have been brought to

the forefront. Demonstrating the importance of
the therapeutic relationship and of rapport is
another major contribution. However, these forms
of therapy also present some problems. The some-
times prejudicial language used implies that other
approaches are insensitive and harmful. Feelings
seem to be overemphasized, and behavior under-
emphasized. Obscure and jargony language is
often used, and there is a strong bias against empiri-
cal research and formal assessment. How these
forms of treatment will be modified, or if they
will even survive in their present form, remains to
be seen. A number of trends (e.g., managed behav-
ioral health care) pose threats to the popularity and
utility of these forms of psychotherapy.

KEY TERMS

client-centered therapy A psychotherapy
developed by Carl Rogers that emphasizes the
importance of the client’s perceptions of his or her
experience and recognizes an inherent human
tendency toward developing one’s capacities. This
therapy orientation seeks to facilitate the client’s
growth potential.

congruence One of the three therapist charac-
teristics considered essential for client-centered
work (also referred to as genuineness). Congruence
refers to the honest expression by the therapist of
the behaviors, feelings, and attitudes that have
been stimulated by the client.

de-reflection A technique described by Frankl in
which the client is instructed to ignore a trouble-
some behavior or symptom in order to divert his
or her attention to more constructive thoughts or
activities.

Emotion-Focused Therapy A psychotherapy
that integrates the client-centered and Gestalt
psychotherapy traditions. At the heart of EFT is
the theoretical proposition that emotions are
fundamentally adaptive and that emotions give our
life experience its value, meaning, and direction.

empathy One of the three therapist characteristics
considered essential for client-centered work.
Empathy refers to sensitivity to the needs, feelings,
and circumstances of clients so that they feel
understood.

existential psychology An orientation to psy-
chology that views people as engaged in a search
for meaning.

Gestalt games “Games” developed by the
Gestaltists to emphasize the “rules” of Gestalt
therapy. Often, these games may involve making
prescribed verbalizations or engaging in various
role-plays.

growth potential A capacity for competence that
all individuals possess. The goal of client-centered
therapy is to release this capacity.

humanism An approach to psychology that views
individuals as unified, whole, and unique beings
who exercise free choice and strive to develop
their inner potentials.

logotherapy (Literally, “the therapy of meaning.”)
A widely known form of existential therapy
developed by Victor Frankl that encourages the
client (a) to find meaning in what appears to be a
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callous, uncaring, and meaningless world and (b) to
develop a sense of responsibility for his or her life.

moral precepts In Gestalt therapy, rules for
patients to live by (e.g., live now, express directly,
reject all “shoulds” and “oughts” that are not your
own, take complete responsibility for your actions).

paradoxical intention A technique described by
Frankl in which the client is told to consciously
attempt to perform the very behavior or response
that is the object of anxiety or concern. The
paradox is that the person will usually be unable to
do what he or she fears doing when he or she tries
to do it intentionally.

person-centered approach The client-centered
approach when it is applied to problems or
situations outside of the therapy room (e.g.,
volunteer training, the training of medical
professionals).

phenomenal self The part of the phenomenal
field that the person experiences as “me.”
According to phenomenological theory, humans

have a basic urge to preserve and enhance the
phenomenal self.

phenomenology A philosophical/theoretical
approach that asserts that an individual’s
behavior is completely determined by his or
her phenomenal field, or everything that is
experienced by the person at any given point
in time.

process-experiential therapy A relatively new
treatment approach that integrates the client-
centered and Gestalt therapy traditions.

self The awareness of one’s being and functioning
as separate and distinct from all else.

self-actualization The basic human tendency
toward maintaining and enhancing the self.

unconditional positive regard One of the three
therapist characteristics considered essential for
client-centered work. Unconditional positive
regard refers to complete acceptance of and respect
for the client as a human being, without condi-
tions or requirements.

WEB SITES OF INTEREST

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

13-1 Center for the Studies of the Person
http://www.centerfortheperson.org/

13-2 Carl Rogers Biography
http://www.nrogers.com/carlrogersbio.html

13-3 Gestalt Therapy Page
http://www.gestalt.org/

13-4 Gestalt Organizations
http://www.sonoma.edu/users/d/daniels/
gestaltorg.html

13-5 Experiential Psychotherapy Research
www.experiential-researchers.org

13-6 Emotion-Focused Therapy Web site
http://www.emotionfocusedtherapy.org/
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14

Psychotherapy: Behavioral and

Cognitive-Behavioral Perspectives

FOCUS QUESTIONS

1. What features best characterize a behavioral
approach to clinical problems?

2. What are the major features of the following
forms of behavior therapy: systematic desensiti-
zation, exposure therapy, behavioral rehearsal,
contingency management, aversion therapy?

3. How have behavioral and cognitive perspec-
tives been integrated into a cognitive-
behavioral viewpoint?

4. What are the major features of the
following forms of cognitive-behavioral
therapy: modeling, rational restructuring,
cognitive therapy?

5. What are the strengths and limitations of
behavior therapy?

CHAPTER OUTLINE

Origins of the Behavioral Approach
Definition
A Brief History

Traditional Techniques of Behavior Therapy
The Relationship
Broad Spectrum of Treatment
Systematic Desensitization
BOX 14-1: Psychologist Perspective:

Judith S. Beck, Ph.D.
Exposure Therapy
BOX 14-2: Focus on Clinical Applications:

Rationale for Exposure Therapy Presented
to a Client with Panic Disorder

BOX 14-3: Focus on Clinical Applications:
Behavior Therapy for Obsessive-Compulsive
Disorder: Exposure Plus Response
Prevention

Behavior Rehearsal
Contingency Management
Aversion Therapy

Cognitive-Behavioral Therapy
Background
BOX 14-4: Graduate Student Perspective:

John Guerry, M. A.
Modeling
Rational Restructuring
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Stress Inoculation Training
BOX 14-5: Focus on Clinical Applications:

Common “Irrational” Ideas
Beck’s Cognitive Therapy
BOX 14-6: Focus on Clinical Applications:

Features of Cognitive Therapy
for Depression
Dialectical Behavior Therapy

An Evaluation of Behavior Therapy
Strengths

BOX 14-7: Focus on Clinical Applications:
Excerpts from Sessions of Dialectical Behavior
Therapy (DBT)

BOX 14-8: Psychologist Perspective: Rhonda
Oswalt Reitz, Ph.D.

Limitations
The Future

CHAPTER SUMMARY

KEY TERMS

WEB SITES OF INTEREST

B ehavioral and cognitive-behavioral therapies,
often together referred to as CBT, have

become a major force in clinical psychology. A
constant flow of books provides wide-ranging dis-
cussions of the theory, technique, and application
of an extensive variety of these methods. Lists of
evidence-based treatments (see Chapter 11) include
many treatments that fall under the broad rubric of
CBT. CBT has truly come of age and is now a
force with which to be reckoned.

ORI G IN S OF TH E B EHAV IORA L

APPROACH

We begin our discussion of behavior therapy with
the question of definitions and then move into a
brief presentation of this treatment’s historical
roots. We then discuss CBT more specifically.

Definition

The diversity of behavioral approaches to therapy
makes a satisfactory definition almost impossible.
Some definitions are couched largely in the termi-
nology of operant conditioning (Skinner, 1971).
Others rely on concepts of classical conditioning
(Wolpe, 1958). For still others, the emphasis is on
general principles of learning (Ullman & Krasner,
1969) or may even have strikingly cognitive over-
tones (Meichenbaum, 1977). In light of this

diversity, Goldfried and Davison (1994) were
moved to comment:

We believe that behavior therapy is more
appropriately construed as reflecting a gen-
eral orientation to clinical work that aligns
itself philosophically with an experimental
approach to the study of human behavior.
The assumption basic to this particular ori-
entation is that the problematic behaviors
seen within the clinical setting can best be
understood in light of those principles
derived from a wide variety of psychologi-
cal experimentation, and that these princi-
ples have implications for behavior change
within the clinical setting. (pp. 3–4)

Traditionally, the behavioral approach allies itself
with (a) a scientific emphasis and (b) a de-emphasis of
the role of inferred variables. The behaviorists are
likely to trace their origins to the “science” of Skinner
or Pavlov rather than the “mentalism” of Freud. The
focus is on stimuli and responses rather than variables
that are presumed to mediate them. However, as we
shall see later in this chapter, CBT over the years has
broadened its scope to include techniques that address
cognitive and other mediational processes (Goldfried
& Davison, 1994). Nevertheless, it is instructive to
review behavior therapy’s historical roots.

A Brief History

We begin by presenting the groundbreaking work
of Watson and Rayner (1920), who conducted the
widely cited laboratory study of Albert and a
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laboratory rat. This study was, in effect, a demon-
stration of how a “neurosis” can develop in a child.
In the tradition of Pavlovian conditioning, Albert
was given a laboratory rat to play with. But each
time the rat was introduced, a loud noise was intro-
duced simultaneously. After a few such trials, the rat
(previously a neutral stimulus) elicited a fearful
response in Albert that also generalized to similar
furry objects.

Mary Cover Jones (1924) demonstrated how
such learned fears can be removed. A 3-year-old
boy, Peter, was afraid of rabbits, rats, and other
such objects. To eradicate the fear, Jones brought
a caged rabbit closer and closer as the boy was
eating. The feared object thus became associated
with food, and after a few months, Peter’s fear of
the rabbit disappeared entirely. It is important,
however, to recall Jones’s admonition that the
fear of the rabbit must not be so intense that
the child will develop an aversion to food.
Watson’s conditioning of fears and Jones’s “recon-
ditioning” of them were direct antecedents of the
development of Wolpe’s (1958) therapy by recip-
rocal inhibition, which arrived on the scene some
30 years later.

As the foregoing experiences of Albert and
Peter suggest, the major theoretical underpinnings
of the behavior therapy movement were Pavlovian
conditioning and Hullian learning theory. In the
1950s, Joseph Wolpe and Arnold Lazarus in South
Africa and Hans Eysenck at Maudsley Hospital in
London began to apply the results of animal
research to the acquisition and elimination of anxi-
ety in humans. Wolpe began to experiment with
the reduction of fears in humans by having patients,
while in a state of heightened relaxation, imagine
the situations in which their fears occurred. Wolpe’s
technique of systematic desensitization, like Jones’s
reconditioning work, provided a practical demon-
stration of how principles of learning could be
applied in the clinical setting. In his work on con-
ditioned reflex therapy, Salter (1949) also attempted
to develop a method of therapy that was derived
from the Pavlovian tradition.

It is important to note that these investigators
did not merely introduce new techniques. They

also argued vigorously that their techniques were
derived from the framework of a systematic experi-
mental science. In addition, they took pains to
point out that their demonstrations of the origins
and treatment of neurotic fears proved that it was
unnecessary to subscribe to the “mentalistic
demonology” of Freudianism or to the “psychiatric
pigeon-holing” practiced by Kraepelinians.

At about the same time that Wolpe, Lazarus,
and Eysenck were developing their conditioning
procedures, the operant tradition was beginning
to have an impact. Skinner and his colleagues
(Lindsley & Skinner, 1954; Skinner, 1953) were
demonstrating that the behavior of hospitalized
psychotic patients could be modified by operant
procedures. By establishing controlled environ-
ments to ensure that certain responses of the patient
would be followed by specific consequences, signif-
icant behavioral changes were produced.

At first, there was a radical quality to behavior
therapy. The inner world of the patient was
largely ignored in the rush to focus on behavior.
Whether in reaction to the mentalism of psycho-
analysis or out of an overly provincial view of
what should be the subject matter of science, the
early behavior therapists studiously avoided any-
thing of a cognitive nature. However, in 1954,
Julian Rotter published his book Social Learning
and Clinical Psychology. In it, he demonstrated
convincingly that a motivation-reinforcement
approach to psychology could be coupled with a
cognitive-expectancy approach. Thus, behavior
was regarded as determined both by the value of
reinforcements and by the expectancy that such
reinforcements would occur following the behav-
ior in question. What is more, Rotter’s novel
views were supported by a series of laboratory
studies that left no doubt that one could be clini-
cal, oriented toward both learning theory and
cognitive theory, and scientifically respectable, all
at the same time. Also significant in this context
was the application of Albert Bandura’s (1969)
social learning contributions to the modification
of behavior. It was theorists such as Rotter and
Bandura who led the way to the current cognitive
emphasis, giving CBT a more wide-ranging and
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serviceable character (Goldfried & Davison, 1994;
Meichenbaum, 1977; Thorpe & Olson, 1997).

TRAD IT ION AL TECHN IQU ES

O F BEHAV IOR TH ERAPY

Before we discuss specific behavior therapy tech-
niques, let us note both the importance of the ther-
apeutic relationship and the tendency of modern
behavior therapists to use multiple techniques
with the same patient.

The Relationship

In their explanation of the success of their thera-
peutic methods, many behavior therapists seem to
ignore the relationship as a contributing factor. Yet
in Wolpe’s (1958) accounts of systematic desensiti-
zation, we find that the therapist is exhorted to

adopt an attitude of acceptance toward patients, to
explain their difficulties to them, and to make clear
the behavioral rationale for treatment. In fact, there
are data that indicate clients perceive relationship
factors to be very important to successful behavior
therapy and CBT outcome, similar to clients’ per-
ceptions concerning other forms of psychotherapy
(Sloane, Staples, Cristol, Yorkston, & Whipple,
1975a). There are several reasons behavior therapy
clients might view the therapeutic relationship as
positive and at least partially responsible for changes
made. Behavior therapists may be experienced as
more open and accepting of the client’s problems
(rather than viewing problems as indicative of
unconscious processes); treatment is collaborative
and more “educational” in style; and interventions
are clearly linked to the problematic behaviors that
have been targeted for change by the client and
therapist (Spiegler & Guevremont, 2010).

None of this is meant to suggest that behavior
therapy can be reduced to “nothing more” than
subtle relationship factors. What is suggested, how-
ever, is that one can never afford to ignore aspects
of the relationship as contributors to successful ther-
apeutic intervention. After all, it is through the
therapy relationship that the patient’s expectations
of help can be nurtured so that behavioral therapy
will be accepted as a viable alternative (Goldfried &
Davison, 1994; Spiegler & Guevremont, 2010).
Stated differently, behavior therapy is not going to
be successful if the patient expects it to fail or is
otherwise antagonistic toward it. Behavior thera-
pists have sometimes been said to be cold and
mechanistic in their approach to patients. This is
probably more myth or stereotype than fact.
Indeed, Sloane et al. (1975a) found that behavior
therapists were generally warmer and more
empathic than other psychotherapists!

Broad Spectrum of Treatment

Behavior therapists use a variety of specific
techniques—not only for different patients but
for the same patient at different points in the overall
treatment process. Lazarus (1971a) refers to this as

B.F. Skinner pioneered the field of operant conditioning
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broad spectrum behavior therapy. As specific techniques
are described in the following pages, the reader
should realize that each can serve a specific purpose
but that, in reality, they are complementary. For
example, a woman who has trouble coping with a
domineering husband may undergo assertiveness
training to learn specific behaviors. But when she
uses these behaviors, other sets of fears about their
relationship may begin to worry her. Therefore, she
may also require therapeutic sessions that will help
her restructure her beliefs about the marriage that
are illogical and tend to perpetuate her submissive
behavior. She might also participate in modeling or
observational learning to help her cope.

In addition, it is important to recall from Chap-
ter 9 that a comprehensive behavioral assessment is
conducted before behavioral treatments or tech-
niques are selected and implemented. For example,
a functional analysis of the presenting problem helps
to identify (a) the stimulus or antecedent conditions
that bring on the problematic behavior; (b) the
organismic variables (e.g., cognitive biases) that are
related to the problematic behavior; (c) the exact
description of the problem; and (d) the conse-
quences of the problematic behavior. By complet-
ing such a detailed analysis, behavior and cognitive-
behavioral therapists can prescribe appropriate
treatments.

Systematic Desensitization

This technique is typically applied when a patient
has the capacity to respond adequately to a particu-
lar situation (or class of situations), yet reacts with
anxiety, fear, or avoidance. Basically, systematic
desensitization is a technique to reduce anxiety.
Developed by Salter (1949) and Wolpe (1958), it
is based on reciprocal inhibition—the apparently sim-
ple principle that one cannot be relaxed and anx-
ious simultaneously. The idea is to teach patients to
relax and then, while they are in the relaxed state,
to introduce a gradually increasing series of anxiety-
producing stimuli. Eventually, the patient becomes
desensitized to the feared stimuli by virtue of having
experienced them in a relaxed state. Systematic

desensitization has been shown efficacious for ani-
mal phobias, public speaking anxiety, and social
anxiety (Chambless et al., 1998; Chambless &
Ollendick, 2001; Spiegler & Guevremont, 2010).

Technique and Procedures. Systematic desensi-
tization begins with the collection of a history of
the patient’s problem. This includes information
both about specific precipitating conditions and
about developmental factors. Collecting a history
may require several interviews, and it often includes
the administration of questionnaires. The principal
reason for all of this is to pinpoint the locus of the
patient’s anxiety. It is also part of assessment to
determine whether systematic desensitization is the
proper treatment. In a patient with adequate coping
potential who nevertheless reacts to certain situa-
tions with severe anxiety, desensitization is often
appropriate. On the other hand, if a patient lacks
certain skills and then becomes anxious in situations
that require those skills, desensitization could be
inappropriate and counterproductive. For example,
if a man becomes seriously anxious in social situa-
tions that involve dancing, it would seem more
efficient to see that he learns to dance rather than
desensitize him to what is, in fact, a behavioral
deficit.

Next, the problem is explained to the patient.
This explanation is normally elaborated to include
examples from the patient’s life and to cover the
manner in which the patient acquired and main-
tains the anxieties. Following this, the rationale
for systematic desensitization is also explained.
The explanations and the illustrations should be in
language that the patient can understand—free
from scientific jargon. In a sense, the clinician uses
this phase to “sell” the patient on the efficacy of
systematic desensitization. It should be added that
the entire process of interviewing, assessment, and
explanation is conducted with warmth, acceptance,
and understanding.

The next two phases involve training in relaxa-
tion and the establishment of an anxiety hierarchy.
While work is begun on the anxiety hierarchy,
training in relaxation is also started.
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Relaxation. Behavior therapists frequently use
the progressive relaxation methods of Jacobson
(1938). The patient is first taught to tense and
relax particular muscle groups and then to

distinguish between sensations of relaxation and
tensing. The instructions for relaxation can easily
be taped and played at home for practice. Gener-
ally, about six sessions are devoted to relaxation

BOX 14-1 Psychologist Perspective: Judith S. Beck, Ph.D.

Dr. Judith S. Beck is the director of the Beck Institute for
Cognitive Therapy and Research and a clinical associate
professor at the University of Pennsylvania School of
Medicine. Dr. Beck is an expert in cognitive therapy, and
she travels around the country and the world training
practitioners in the theory and practice of this approach
for psychological problems. In addition to her teaching
and administrative roles, Dr. Beck conducts and pub-
lishes research in the areas of cognitive assessment and
cognitive treatment. She has also authored or coau-
thored a number of publications for the general public
concerning cognitive therapy and depression. Dr. Beck
gave us some background information about herself as
well as her impressions regarding the future of clinical
psychology and cognitive therapy.

What originally got you interested in the field of
psychology?
I had always been interested inworkingwith children and
decided early on I wanted to be a teacher. In fact, my
degrees are in education and educational psychology.
Initially, I taught students with learning disabilities, then
supervised special education teachers. I then became
interested in the work of Aaron T. Beck, M.D., who is my
father and the “father” of cognitive therapy. Midway
through my doctoral program, I decided I should learn
more about his field of expertise. I was skeptical at first
that I could ever be a good psychologist, because I did not
realize that counseling skills could be learned; they did
not have to be inborn or intuitive, the way my teaching
skills had been. Taking psychology courses and doing
practica demonstrated to me that many of the skills I had
learnedand refinedas a teacher (and later as a supervisor)
served me in good stead. Coming full circle, one of my
favorite professional activities today is teaching students
and professionals inmental health fields, and occasionally
in education as well.

Describe what activities you are involved in as a
psychologist.
As the director of a nonprofit psychotherapy center
whose missions include clinical care, education, and
research, my activities are quite varied. I spend a great
deal of time in administration. I supervise our clinical

staff, psychologists, and other mental health profes-
sionals in our extramural and visitor training programs.
I do a significant amount of teaching of cognitive
therapy, nationally and internationally, in courses,
conferences, and workshops.

In addition, I treat a small caseload of patients
with a variety of outpatient psychiatric disorders. I am
involved in several research grants as a consultant or
principal investigator. I publish articles and chapters
and am currently working on a second book, which
teaches clinicians how to conceptualize, plan treat-
ment, and work with patients who have challenging
disorders. I am on the board of several community and
professional organizations. I am president-elect of the
Academy of Cognitive Therapy, a nonprofit organiza-
tion that certifies mental health professionals in cog-
nitive therapy. As a clinical associate professor of
psychology in psychiatry at the University of Pennsyl-
vania, I develop and teach courses in cognitive therapy,
supervise third- and fourth-year psychiatric residents,
and teach graduate-level psychology students and
psychiatric nurses.

What are your particular areas of expertise or interest?
My major expertise is cognitive therapy. One area I
have concentrated on is the cognitive conceptualiza-
tion of patients, especially those with personality dis-
orders. I have developed a structured format to help
clinicians make data-based hypotheses about how
patients, as a result of adverse childhood experiences
(and genetic predisposition), develop rigid, global,
negative beliefs about themselves, other people, and
their worlds, and how these beliefs have affected their
information processing, perceptions, emotional reac-
tions, and behavior throughout their lives.

Connected with this interest is teaching clinicians
to use cognitive conceptualization as a guide in form-
ing and maintaining a sound therapeutic alliance, in
developing treatment plans, and in varying the struc-
ture, interventions, and expectations for patients with
complex problems and disorders who do not respond
to standard cognitive therapy.

I also continue to develop more effective strate-
gies to teach and supervise students and professionals.
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training. In some instances, hypnosis may be used to
induce relaxation. More commonly, the patient
may be asked to imagine relaxing scenes and/or
breathing exercises are used to enhance relaxation.

The Anxiety Hierarchy. In discussions about
specific problems, the situations in which they
occur, and their development, the patient and the
therapist work together to construct a hierarchy.

For example, I structure teaching and supervision ses-
sions in the same way that I structure therapy. Also, I
have developed instruments for patients to evaluate
therapists and for supervisors to evaluate therapists
(and for therapists to evaluate supervisors).

I have coauthored a scale measuring personality-
related beliefs and am involved in developing self-
administered scales for children that assess symptoms
of depression, anxiety, anger, disordered conduct, and
low self-esteem.

What are the future trends you see for clinical
psychology?
One trend will be in devising and refining instruments
to diagnose patients and assess their symptoms more
accurately. Future scales will likely include more cogni-
tive items in addition to the traditional emotional,
behavioral, and biological symptoms. More scales will
be developed to identify and measure relevant beliefs
that underlie specific problems and diagnoses. Clinical
psychologists will increasingly focus on measuring out-
comes to assess efficacy of treatment.

I believe that master’s-level clinicians, social
workers, and primary care physicians will provide
treatment for straightforward cases of depression and
anxiety. Clinical psychologists, who are more highly
trained and have specific expertise, will be asked pri-
marily to care for patients with more complex prob-
lems, and they will increasingly utilize empirically
based treatments. Behavioral health care organizations
will ultimately ration care that psychologists provide
on a more rational basis that recognizes the severity
and comorbidity of various diagnoses.

What are some future trends you see in cognitive
therapy?
One trend is the application of cognitive therapy to a
wider variety of psychiatric disorders. Recent outcome
studies, for example, have demonstrated the efficacy of
cognitive therapy for substance abuse, eating disorders,
personality disorders, and as an adjunctive treatment for
bipolar disorder and schizophrenia, to name a few.
Cognitive therapy will also continue to be refined for the
treatment of a variety of medical illnesses: post-heart
attack patients who are depressed, diabetics who do

not follow their treatment regimen, patients with
stress-induced or stress-exacerbated conditions.

Clinicians will also continue to expand the delivery
of cognitive therapy to patients (and their families) in a
variety of settings: in inpatient and partial hospitaliza-
tion programs, outpatient clinics, in the offices of pri-
mary care providers and specialists, rehab centers,
nursing homes, and schools. Cognitive therapists who
are clinical psychologists will do more widespread
teaching of psychiatrists, psychiatric nurses, social work-
ers, counselors, primary care physicians, and other
adjunctive therapists whose efficacy can be enhanced by
incorporating cognitive techniques into their practice.

Finally, cognitive therapy teachers and supervisors
will refine methods to take advantage of evolving
technology for distance learning programs, dissemina-
tion of information, forums for discussion via the
Internet, and interactive multimedia computer
programs.

Judith S. Beck
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The recurrent themes in the patient’s difficulties
and anxieties are isolated and then ordered in
terms of their power to induce anxiety (from situa-
tions that provoke very low levels of anxiety
through situations that precipitate extreme anxiety
reactions). A typical anxiety hierarchy consists of 20
to 25 items in approximately equal intervals from
low through moderate to extreme. The following
anxiety hierarchy was that of a 24-year-old female
student who experienced severe examination anxi-
ety (Wolpe, 1973):

1. Four days before an examination.

2. Three days before an examination.

3. Two days before an examination.

4. One day before an examination.

5. The night before an examination.

6. The examination paper lies face down before
her.

7. Awaiting the distribution of examination
papers.

8. Before the unopened doors of the examination
room.

9. In the process of answering an examination
paper.

10. On the way to the university on the day of the
examination. (p. 116)

This hierarchy illustrates two points. First, it is
organized largely along spatial-temporal lines. Sec-
ond, the items are not exactly organized in a logical
fashion. One might expect item 10 (the most
anxiety-provoking item) to be placed near the mid-
dle of the hierarchy. This suggests how idiosyncratic
hierarchies can be—after all, it is the patient’s anxi-
ety, not the clinician’s!

In the desensitization procedure, the patient is
asked to imagine the weakest item in the hierarchy
(the item that provokes the least anxiety) while
being completely relaxed. The therapist describes
the scene, and the patient imagines (for about 10
seconds) being in the scene. The therapist moves
the patient up the hierarchy gradually (between
two and five items per session). However, if at
any time the level of anxiety begins to increase,
the patient is instructed to signal, whereupon the
therapist requests that the patient stop visualizing
that scene. The therapist then helps the patient to
relax once more. After a few minutes, the proce-
dure can be started again. Ideally, over a period of
several sessions, the patient will be able to imagine
the highest item in the hierarchy without discom-
fort. A typical example of the instructions given to a
male patient during desensitization is provided by
Goldfried and Davison (1994):

(The client has been relaxing on his own in the
reclining chair.) OK, now just keep relaxing
like that, nice and calm and comfortable.
You may find it helpful to imagine a scene
that is personally calm and relaxing,
something we’ll refer to as your pleasant
scene…. Fine. Now, you recall that 0 to
100 scale we’ve been using in your relax-
ation practice, where 0 indicates complete

F I G U R E 14-1 Joseph Wolpe has been primarily
identified with the development of systematic desensiti-
zation as a method of reducing anxiety.
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relaxation and 100 maximum tension.
Tell me approximately where you’d place
yourself on that scale…. (Therapist is
advised to look for a rating that reflects consid-
erable calm and relaxation, often in the range of
15 to 25.)

Fine. Soon I shall ask you to imagine a
scene. After you hear the description of the
situation, please imagine it as vividly as you
can, through your own eyes, as if you were
actually there. Try to include all the details
in the scene. While you’re visualizing the
situation, you may continue feeling as
relaxed as you are now. If so, that’s good.
After 5, 10, or 15 seconds, I’ll ask you to
stop imagining the scene and return to your
pleasant image and to just relax. But if you
begin to feel even the slightest increase in
anxiety or tension, please signal this to me
by raising your left forefinger. When you do
this, I’ll step in and ask you to stop imagin-
ing the situation and then will help you get
relaxed once more. It’s important that you
indicate tension to me in this way, as we
want to maximize your being exposed to
fearful situations without feeling anxious.
OK? Do you have any questions? … Fine,
we’ll have ample opportunity afterwards to
discuss things in full. (pp. 124–125)1

Rationale. Many explanations have been offered
for why systematic desensitization works (Spiegler
& Guevremont, 2010). Although Wolpe’s explana-
tion for the success of systematic desensitization is
based on the principle of counterconditioning (the
substitution of relaxation for anxiety), others are
not so sure (Davison & Wilson, 1973). Some have
argued that the operative process is really extinction.
That is, when the patient repeatedly visualizes
anxiety-generating situations but without ensuing
bad experiences, the anxiety responses are eventu-
ally extinguished (Wilson & Davison, 1971).

Alternatively, Mathews (1971) argues on behalf of
a habituation hypothesis. Finally, some suggest that
cognitive factors may be responsible for the benefi-
cial effects of systematic desensitization (e.g., creat-
ing expectations that one will be less anxious in a
given situation).

The standard method of desensitization is to
present scenes in a graduated ascending fashion to
avoid premature arousal of anxiety that would dis-
rupt the procedure. Systematic desensitization
involves a number of components. The instruc-
tions to the procedure suggest that a positive
outcome is likely. Consequently, the patient’s
expectations for improvement may affect the
process. Another crucial element may be positive
reinforcement from the therapist following the
patient’s reports of reduced anxiety, improvement
outside the consulting room, or the successful
completion of anxiety hierarchies. For example,
Leitenberg, Agras, Barlow, and Oliveau (1969)
observed that, with snake phobias, the effects of
systematic desensitization are best when the thera-
pist uses reinforcing comments, such as “Good,”
“Excellent,” and “You’re doing fine,” when par-
ticipants (a) visualize a scene without reporting
anxiety, (b) complete a hierarchy item, and (c)
report progress in approaching a snake during
practice. Goldfried (1971) argues that systematic
desensitization is far from a passive process that is
applied to patients to reduce their fears. Rather, it
represents the acquisition of a skill that the patients
can use to reduce their own fear. In that sense,
Goldfried regards systematic desensitization as
training in self-control.

All of the foregoing suggests that systematic
desensitization is hardly the simple mechanical or
conditioning process that it was once thought to
be. A number of relationship variables seem impli-
cated as well as beliefs or expectations on the part
of the patient. In general, systematic desensitiza-
tion has proven to be a moderately useful form
of psychological intervention for a variety of

1. From Clinical Behavior Therapy (Expanded Edition) by M. P. Goldfried & G. C. Davison. Copyright © (1994) John Wiley
and Son, Inc. Reprinted by permission.
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clinical conditions. As might be expected, research
suggests that it is most effective when used to treat
anxiety disorders, particularly specific phobias,
social anxiety, public speaking anxiety, and gener-
alized anxiety disorder (Chambless et al., 1998;
Chambless & Ollendick, 2001; Emmelkamp,
1994, 2004).

Exposure Therapy

The term exposure therapy describes a behavior ther-
apy technique that is a refinement of a set of
procedures originally known as flooding or implo-
sion. The roots of exposure therapy can be traced to
Masserman (1943), who studied anxiety reactions
and avoidance behaviors in cats. Masserman’s studies
involved inducing “neurotic behaviors” in cats by
administering shock under certain environmental
conditions. He subsequently discovered that the
avoidance behavior could be extinguished if the
cats were forced to remain in the situation in
which they had previously been shocked (i.e., no
escape or avoidance was possible). These findings
were the basis for developing anxiety treatments
for humans. There is empirical support for the
efficacy of exposure treatments for specific phobias,
panic disorder, agoraphobia, social phobia, post-
traumatic stress disorder, and obsessive-compulsive
disorder (Chambless et al., 1998; Chambless &
Ollendick, 2001; Emmelkamp, 1994, 2004;
Powers, Halpern, Ferenschak, Gillihan, & Foa,
2010; Rosa-Alcazar, Sanchez-Meca, Gomez-
Conesa, & Marin-Martinez, 2008; Sanchez-Meca,
Rosa-Alcazar, Marin-Martinez, & Gomez-Conesa,
2010; Wolitzky-Taylor, Hororwitz, Powers, &
Telch, 2008).

In exposure therapy, patients expose them-
selves to stimuli or situations that were previously
feared and avoided. The “exposure” can be in real
life (in vivo) or in fantasy (in imagino). In the latter
version, patients are asked to imagine themselves in
the presence of the feared stimulus (e.g., a spider) or
in the anxiety-provoking situation (e.g., speaking in
front of an audience). Several researchers suggest
that certain features must be present in exposure

treatments for the patient to achieve maximum
benefit (Barlow & Cerny, 1988):

1. Exposure should be of long rather than short
duration.

2. Exposure should be repeated until all fear/
anxiety is eliminated.

3. Exposure should be graduated, starting with
low-anxiety stimuli/situations and progressing
to high-anxiety stimuli/situations.

4. Patients must attend to the feared stimulus and
interact with it as much as possible.

5. Exposure must provoke anxiety.

Like other behavioral therapies we describe in
this chapter, exposure treatment can be used as a
self-contained treatment or as one component of a
multimodal treatment. For example, Barlow and
Cerny (1988) describe a psychological treatment
for panic disorder that includes relaxation, cogni-
tive restructuring, and exposure components.
What is especially ingenious about their version
of exposure treatment is that they have patients
expose themselves to interoceptive cues—internal
physiological stimuli such as rapid breathing and
dizziness. This modification was necessary because
individuals suffering from panic disorder typically
report that their panic attacks are unpredictable
and “come out of the blue.” In such cases, no
external anxiety-provoking stimulus or situation
is apparent. In contrast, individuals with other
non-panic anxiety disorders report acute anxiety
primarily in the face of certain external stimuli or
situations.

How do clinicians convince patients that com-
pleting tasks that increase levels of anxiety will ulti-
mately be helpful? To illustrate the rationale that is
presented for exposure treatment, Box 14-2 pro-
vides the introduction that is used in Barlow and
Cerny’s (1988) psychological treatment for panic
disorder.

Craske, Rowe, Lewin, and Noriega-Dimitri
(1997) compared the effectiveness of two forms of
treatment for panic disorder with agoraphobia—one
that included interoceptive exposure and one that
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incorporated breathing retraining instead of intero-
ceptive exposure. Although both forms of treatment
were effective, results indicated that panic disorder
patients who received the interoceptive exposure

component reported less impairment and fewer
panic attacks at posttreatment and at follow-up.
Thus, the addition of the interoceptive exposure
component had some beneficial effects.

BOX 14-2 Focus on Clinical Applications: Rationale for Exposure Therapy Presented to a Client
with Panic Disorder

For many behavioral techniques, it is important that
the clinician provide a rationale to the client. This is
especially true for exposure-based therapies in which
the client is asked to engage in behaviors that will,
initially, increase levels of anxiety or fear. Barlow and
Cerny’s (1988) rationale for exposure treatment
appears below.

As you may recall from our earlier meetings, we
feel that panic attacks are essentially “false alarms”
issued by the body in response to a cue or signal that
you have learned to associate with danger or threat.
The problem, of course, is that these panic alarms are,
in fact, false. Nevertheless, the fear associated with the
panic attacks is quite real. Just as false alarms are
learned phenomena, the treatment for them also
involves planned relearning experiences. The term we
use to describe these corrective learning experiences is
exposure therapy.

The basic logic of exposure therapy is quite simple.
Exposing yourself to those situations and cues that have
been associated with anxiety and panic attacks provides
you with the opportunity to learn at least three things:
(1) You will learn that anxiety and panic symptoms can
be controlled using the relaxation and cognitive coping
techniques that you have been learning. In fact, you will
learn that you are able not only to reduce those trou-
blesome symptoms, but also actually to bring them on
at will. (2) You will learn that there is no basis for the
fear associated with your panic attacks. (3) And, finally,
you will learn to break the association between the cues
that signal your fears and panic attacks and teach
yourself new ways of responding during graduated
exposure to those panic-associated cues.

At the present time, we do not fully understand
the exact mechanisms that explain how this new
learning takes place, but we do know that exposure
therapy is highly effective in treating anxiety disorders.
Let me emphasize that it is the new learning that takes
place during exposure trials that is the critical element
in therapy. The exposure to panic-associated cues
merely provides the opportunity for that learning
to occur. Therefore, passive exposure to these same
cues—that is, unplanned exposures during which no

corrective learning takes place—is not sufficient to
bring about therapeutic changes in your behavior.
During the exposure trials we encourage you to deal
directly with your anxiety and fear and to take an
active part in the new learning process.

Because you will be exposing yourself to these
anxiety-provoking cues, you should anticipate that ini-
tially you may become more anxious and perhaps
notice an increase in panic attacks. However, as you
know, in most cases, anxiety and panic attacks are self-
limiting—that is, in most situations the anxiety and/or
panic symptoms will subside. The anxiety and fear
itself, of course, may be quite unpleasant.

In order to minimize the amount of unpleasant-
ness you will have to experience, we will develop
together a graduated hierarchy of anxiety-provoking
cues and work through that hierarchy from the least to
the most anxiety-provoking situations. Nevertheless, it
will be necessary for you to tolerate some anxiety, at
least initially. As you learn to deal more effectively
with anxiety and panic symptoms and to eliminate
“false alarms,” you should notice substantial reduc-
tions in the number and perhaps the intensity of your
panic attacks.

There are three ways that you can expose yourself
to panic-provoking cues. First, you can imagine yourself
experiencing the panic-provoking situation or cues.
Imaginal exposure provides not only an exposure trial
under controlled and low-arousal conditions, but it
also allows you rather easily to plan and practice your
management skills in imagination so that you will be
prepared to take advantage of in vivo exposures. Sec-
ond, you can expose yourself to certain panic-
provoking cues here in the office. We will explore ways
to induce those bodily sensations that have come to
signal the possibility of a false alarm. And, finally, you
will be exposing yourself to actual situations in your
daily life. Today, we will begin with imagery training
and hierarchy development.

SOURCE: From Barlow, D. H., & Cerny, J. A., Psychological Treatment of
Panic (p. 155–156). Copyright © 1988 Guilford Publications, Inc. Reprinted
with permisison.
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To provide another example of an exposure-
based empirically supported treatment, Box 14-3
presents an overview of the treatment exposure plus
response prevention for obsessive-compulsive disorder.
Exposure plus response prevention is the most
successful psychological treatment for obsessive-
compulsive disorder (Emmelkamp, 2004; Rosa-
Alcazar et al., 2008).

Behavior Rehearsal

Included under this broad heading are a variety of
techniques whose aim is to enlarge the patient’s rep-
ertoire of coping behaviors. Clearly, behavior rehearsal

is not a new concept; it has been around in one form
or another for many years. For example, Moreno
(1947) developed psychodrama, a form of role-
playing, to help solve patients’ problems, and Kelly
(1955) used fixed-role therapy. However, it is impor-
tant to note that such forms of role-playing or behav-
ior rehearsal have purposes that depart from
behavioral goals. For Moreno, role-playing provided
a therapeutic release of emotions that was also diag-
nostic in identifying the causes of the patient’s
problems. For Kelly, role-playing was a method of
altering the patient’s cognitive structure. Again, we
are reminded that specific therapeutic techniques are
not the exclusive province of one theoretical frame

BOX 14-3 Focus on Clinical Applications
Behavior Therapy for Obsessive-Compulsive Disorder: Exposure Plus Response Prevention

Obsessive-compulsive disorder (OCD) is an Axis I dis-
order characterized by recurrent intrusive thoughts,
impulses, or images (obsessions) that generate great
anxiety and distress. Repetitive behavior or ritualistic
mental acts aimed at counteracting obsessions or
otherwise preventing or reducing anxiety often are
present as well (American Psychiatric Association,
2000). Once thought to be largely intractable,
research results over the past few decades indicate
that a particular form of behavior therapy,
exposure plus response prevention, can be par-
ticularly effective in treating OCD symptoms
(Emmelkamp, 2004).

As noted by Foa (1996), this treatment is based on
the assumption that obsessions produce marked anxi-
ety and distress, while compulsions serve to reduce this
anxiety. Further, even though compulsions temporarily
reduce anxiety, obsessional anxiety is maintained
because no habituation develops. Compulsive behavior
continues because it is reinforced by the reduction in
anxiety. Exposure plus response prevention aims to
disrupt this pattern by (a) exposing the patient to
situations that lead to obsessional distress and (b) pre-
venting the patient from engaging in compulsive
behaviors that are typically emitted in the face of this
distress. Ideally, in this way, (a) habituation to the
obsessional thoughts, images, or impulses will develop
(and thus, the level of anxiety produced by these will
be reduced) and (b) compulsive behaviors will no
longer be reinforced because they will be prevented.

Foa (1996) provides an overview of a typical
exposure plus response prevention treatment for OCD:

1. Fifteen 2-hour exposure sessions are conducted
over the course of three weeks.

2. During these sessions, patients are “exposed” to
the situations or objects that seem to trigger the
obsessions. For example, a patient who obsesses
about dirt and germs might be asked to rub
newspaper print all over his arms and face.

3. In addition, patients are asked to imagine that the
tragic consequences they anticipate occurring if
they do not engage in compulsive behavior did
occur. In this way, patients can begin thinking
about these “catastrophes” without being
markedly fearful.

4. Homework is assigned and involves repeating
these exposure experiences.

5. At the same time that exposure is introduced, the
therapist ensures that ritualistic compulsions that
typically occur in the face of the obsessional fear
do not occur. For example, the patient who
obsesses about dirt and germs and engages in
excessive hand washing or showering would not
be allowed to engage in these behaviors. At a
later point in time, “normal” hand washing and
showering will be introduced.

6. Finally, a maintenance phase of treatment
involves about ten office visits or phone calls
aimed at encouraging the patient and reinforcing
the therapeutic gains.
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of reference. Different theorists may use similar tech-
niques for vastly different reasons.

The Technique. According to Goldfried and
Davison (1994), the use of behavior rehearsal
involves four stages. The first stage is to prepare
the patient by explaining the necessity for acquiring
new behaviors, getting the patient to accept behav-
ior rehearsal as a useful device, and reducing any
initial anxiety over the prospect of role-playing.
The second stage involves the selection of target
situations. At this point, many therapists will draw
up a hierarchy of role-playing or rehearsal situa-
tions. This hierarchy should relate directly to situa-
tions in which the patient has been having
difficulty. A sample hierarchy of target situations
(ranked in order of the increasingly complex behav-
ioral skills required) might be as follows:

1. You ask a secretary for information about a
class.

2. You ask a student in class about last week’s
assignment.

3. After class, you approach the instructor with a
question about the lecture.

4. You go to the instructor’s office and engage
her in conversation about a certain point.

5. You purposely engage another student, who
you know disagrees with you, in a minor
debate about some issue.

The third stage is the actual behavior rehearsal.
Moving up the hierarchy, the patient plays the
appropriate roles, with the therapist providing
both coaching and feedback regarding the adequacy
of the patient’s performance. Sometimes videotaped
replays are used as an aid. In other instances, the
therapist (or a therapeutic aide) exchanges roles
with the patient to provide an appropriate model.
When patients develop proficiency in one target
situation, they move up the hierarchy.

The final stage is the patient’s actual utilization of
newly acquired skills in real-life situations. After such
in vivo experiences, the patient and the therapist dis-
cuss the patient’s performance and feelings about the
experiences. Sometimes patients are asked to keep

written records describing the situations they were
in, their behavior, and its consequences.

Assertiveness Training. One application of
behavioral rehearsal is assertiveness training. Wolpe
regarded assertive responses as an example of how
reciprocal inhibition works. That is, it is impossible
to behave assertively and to be passive simulta-
neously. Situations that once evoked anxiety will
no longer do so because the assertive behavior in-
hibits the anxiety.

Originally, assertiveness training was designed as
a treatment for persons whose anxiety seemed to
stem from their timid mode of coping with situations
(Wolpe, 1958; Wolpe & Lazarus, 1966). A variety
of assertiveness training programs have been devel-
oped specifically for individuals seeking to overcome
destructive passivity. But assertiveness training has
also been used in treating sexual problems, depres-
sion, and marital conflicts. It is important to note that
cognitive self-statements (e.g., “I was thinking that
I am perfectly free to say no”) may enhance the
effects of assertiveness training. In fact, many proce-
dures can be used to increase assertiveness. Behavior
rehearsal is perhaps the most obvious one.

Lack of assertiveness may stem from a variety of
sources. In some cases, the cause may be a simple lack
of information, in which case the treatment might
center largely on providing information. In other
instances, a kind of anticipatory anxiety may prevent
persons from behaving assertively. In such cases, the
treatmentmay involve desensitization. Yet other indi-
viduals may have unrealistic (negative) expectations
about what will ensue if they become assertive.
Some clinicians would deal with such expectations
through interpretation or rational-emotive tech-
niques. Similar techniques might be applied to
patients who feel that assertiveness is wrong. Finally,
there are patients whose lack of assertiveness involves a
behavioral deficit—they do not know how to behave
assertively. For such patients, behavior rehearsal,
modeling, and related procedures would be used.

Assertiveness training is not the same as trying to
teach people to be aggressive. It is really a method of
training people to express how they feel without
trampling on the rights of others in the process
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(Wolpe & Lazarus, 1966). Take the spectator at a
basketball game who cannot see because the person
in front constantly jumps up. To react by saying “If
you don’t sit down, I’m going to knock you down”
is aggressive. But saying “Please, I wish you would sit
down; I just can’t see anything” is an assertive
response. Indeed, assertiveness training has been use-
ful in teaching overly aggressive persons gentler and
more effective ways of meeting their needs.

Contingency Management

A variety of Skinnerian or operant techniques are all
referred to as contingency management procedures.
They share the common goal of controlling behav-
ior by manipulating its consequences. Because
many children are brought by their parents to
receive psychological treatment, particularly for
“acting-out” or rule-breaking behavior, contin-
gency management techniques are used very com-
monly with child and adolescent patients.

Techniques. Contingency management can take
many forms, of which the following are just a few
examples.

1. Shaping: A desired behavior is developed by
first rewarding any behavior that approximates
it. Gradually, through selective reinforcement
of behavior more and more closely resembling
the desired behavior, the final behavior is
shaped. This technique is sometimes called
successive approximation.

2. Time-out: Undesirable behavior is extinguished
by removing the person temporarily from a
situation in which that behavior is reinforced.
A child who disrupts the class is removed so
that the disruptive behavior cannot be rein-
forced by the attention of others.

3. Contingency contracting: A formal agreement or
contract is struck between therapist and patient,
specifying the consequences of certain beha-
viors on the part of both.

4. “Grandma’s rule”: The basic idea is akin to
Grandma’s exhortation, “First you work, then
you play!” It means that a desired activity is

reinforced by allowing the individual the
privilege of engaging in a more attractive
behavior. For example, the child is allowed to
play ball after homework is completed. This
method is sometimes referred to as the Premack
principle (Premack, 1959).

Token Economies. The operant approach is
most commonly used by parents who wish to
teach their children to engage in appropriate behav-
ior. However, these techniques also can be used
among adults and youth who are in residential care
(e.g., individuals with mental retardation or chronic
mental illness) (Kazdin, 1977; Liberman, 1972;
Spiegler & Guevremont, 2010). Such programs
can make an institution a more livable place that
ultimately is more conducive to therapeutic gains.

In establishing a token economy, there are
three major considerations (Krasner, 1971). First,
there must be a clear and careful specification of
the desirable behaviors that will be reinforced. Sec-
ond, a clearly defined reinforcer (or medium of
exchange—e.g., colored poker chips, cards, or
coins) must be decided upon. Third, backup rein-
forcers are established. These may be special privi-
leges or other things desired by the patient. Thus,
two tokens, each worth 10 points, might be
exchanged for permission to watch TV an extra
hour, or one token worth 5 points might be
exchanged for a piece of candy. It goes without
saying that a token economy also requires a fairly
elaborate system of recordkeeping and a supervising
adult that is very observant and committed to the
importance of the program.

Token economies are used to promote desired
behavior through the control of reinforcements.
Whether the desired behavior is increased neatness,
greater social participation, or improved job perfor-
mance, the probability of its occurrence can be
enhanced by the award of tokens of varying
value. But why use tokens at all? Why not reinforce
proper bed-making directly? The reason is essen-
tially that the effect of reinforcement is greater if
the reinforcement occurs immediately after the
behavior occurs. If the reward of attending a
movie occurs 10 hours after a patient sweeps out
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his or her room, it is not likely to be nearly so
effective as a token given immediately. That
token will come to signify reward and will assume
much of the effectiveness of the backup reward for
which it may be exchanged. Of course, for youth it
is important to have rewards that are developmen-
tally meaningful and these rewards cannot be
offered so far in the future that it is difficult for a
young child to understand the relationship between
their behavior and what that behavior has earned.

Aversion Therapy

One of the most controversial of all treatments is
aversion therapy. Actually, this is not a single therapy
but a series of different procedures applied to beha-
viors regarded as undesirable. These applications are
based on the apparently simple principle that when
a response is followed by an unpleasant conse-
quence (e.g., punishment or pain), its strength will
diminish. As Wolpe (1973) put it, “Aversion ther-
apy consists, operationally, of administering an
aversive stimulus to inhibit an unwanted emotional
response, thereby diminishing its habit strength”
(p. 216). An unpleasant stimulus is placed in tem-
poral contiguity with the undesirable behavior. The
idea is that a permanent association between the
undesirable behavior and the unpleasant stimulus
will be forged, and conditioning will take place.

Such techniques may appear to be recent addi-
tions to scientific and clinical repertoires. However,
a little reflection will remind us that they have been
around for eons, often in the form of such unso-
phisticated practices as spanking, “Go to your
room,” and “No TV tonight for you.” Modern
aversive therapy techniques differ from these exam-
ples in at least two important ways. First, the pre-
sentation of the aversive agent is done
systematically. The temporal contiguity is very
carefully monitored. Second, the punishment is
consistently applied. The punishment applied by
parents is often highly inconsistent. Sometimes the
undesirable behavior of the child is immediately
punished. But very often, the parent forgets or is
distracted, too tired, or whatever to respond. As a
result, the child learns that sometimes the behavior

is ignored, and thus extinction fails to occur. As
formal clinical procedures, these techniques have
been applied most often to help patients develop
increased self-control. They have been used to
cope with problems of obesity, smoking, alcohol-
ism, and sexual deviations.

Aversive Agents. Among the aversive agents that
have been used most frequently are electrical stim-
ulation and drugs. For example, strong emetic drugs
have been used aversively for many years (see, e.g.,
Voegtlin & Lemere, 1942), especially in the treat-
ment of alcoholism. The patient is given a drug that
produces nausea or vomiting and then takes a drink
(or the drug may be mixed with the drink). The
patient soon becomes ill. This combination of alco-
hol and emetic is given for a week to 10 days.
Eventually, just the sight of a drink is sufficient to
induce nausea and discomfort.

Wolpe (1973) has described a variety of other
aversive agents, including holding one’s breath, stale
cigarette smoke, vile-smelling solutions of asafetida,
intense illumination, white noise, and shame.
Clearly, the range of potential aversive agents is
limited only by the imagination of resourceful
therapists.

Covert Sensitization. Cautela (1967) developed
a set of procedures, known as covert sensitization, that
rely on imagery rather than the actual use of pun-
ishment, drugs, or stimulation. Patients are asked to
imagine themselves engaging in the behaviors they
wish to eliminate. Once they have the undesired
behaviors clearly in mind, they are instructed to
imagine extremely aversive events. Some of the
instructions are vivid to say the least. A rather
mild example from the treatment of a case of over-
eating should suffice: “As you touch the fork, you
can feel food particles inching up your throat.
You’re just about to vomit” (Cautela, 1967,
p. 462). The ensuing descriptions become more
graphic.

Other Techniques. Other behavior therapy
techniques, while technically considered forms of
aversion therapy or punishment, are less extreme
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than the administration of aversive agents or covert
sensitization. For example, response cost is a tech-
nique in which positive reinforcers (e.g., tokens in
a token economy system) are removed following an
undesired response (e.g., a temper tantrum) made
by a patient (Spiegler & Guevremont, 2010).
Another example is a technique called overcorrection.
Here, the idea is that having the patient or client
“overcorrect” the consequences of an act will
make the behavior less likely to recur (Spiegler &
Guevremont, 2010). For example, an adolescent
who has used a marker to write “Screw you, Dad”
on a bedroom wall might be required to apply a
fresh coat of paint to all the walls of the bedroom.

Second Thoughts. Prominent behaviorists (e.g.,
Skinner) have questioned the effectiveness of pun-
ishment in influencing and controlling behavior,
and many clinicians have de-emphasized aversion
methods in their behavioral therapy approaches.
Lazarus (1971a), for example, stated that the build-
ing of better response repertoires and the reduction
of anxiety produce longer-lasting results than do
aversion techniques. Thus, it may turn out that, in
the long run, it is more efficient to deal with a
sexual fetish by reducing the patient’s fear of het-
erosexual behaviors through behavior rehearsal than
by punishing him each time he visualizes a pair of
women’s shoes.

Many critics, both within and without the
behavior therapy movement, have been highly crit-
ical of aversion therapy. The concentration on
punishment and the use of what are sometimes ter-
rifying stimuli often seem totally incompatible with
human dignity. Whether or not patients present
themselves voluntarily for treatment is beside
the point. Such techniques as inducing vomiting,
using a curare-like drug so that the patient will
experience the sensation of suffocating, or injecting
stale smoke into the nostrils seem better relegated to
the status of torture than dignified as treatment.

Others, however, maintain that aversive tech-
niques, used in a sensitive fashion by reputable pro-
fessionals, have real merit. Most often, aversive
techniques are used after everything else has failed.
Furthermore, patients are not dragged kicking and

screaming into the situation. Usually, the proce-
dures are applied to people who have seriously
debilitating problems (alcoholism, excessive smok-
ing, sexual deviations) and who are in despair
because nothing else has worked. Spiegler and
Guevremont (2010) remind us to keep several addi-
tional points in mind as we are evaluating the ethics
of aversion therapy: (a) The aversive stimulus is of
relatively brief duration and does not have long-
lasting effect; and (b) clients are not required to
engage in this treatment but do so by choice.
Such people voluntarily undertake aversion therapy
as the lesser evil—in the same spirit, perhaps, that
one submits yearly to that terrifying “torture” at the
hands of a friendly dentist.

CO GN IT IVE - BEHAV IORA L THERAPY

Background

A cognitive perspective on clinical problems
emphasizes the role of thinking in the etiology
and maintenance of problems. Cognitive therapy
seeks to modify or change patterns of thinking
that are believed to contribute to a patient’s prob-
lems. These techniques have a great deal of empiri-
cal support (Hollon & Beck, 1994, 2004; Smith,
Glass, & Miller, 1980; Tolin, 2010) and in combi-
nation with behavioral approaches (i.e., CBT)
are seen as among the most efficacious of all psy-
chological interventions. For example, cognitive-
behavioral treatments dominate the most recent
list of examples of empirically supported treatment
(Chambless et al., 1998; Chambless & Ollendick,
2001; Chorpita et al., 2011), and they have been
shown to be equal or superior to alternative psy-
chological or psychopharmacological treatments for
adults (DeRubeis & Crits-Christoph, 1998; Tolin,
2010) and for children and adolescents (Chorpita
et al., 2011; Kazdin & Weisz, 1998). Most large-
scale clinical trials examining the effects of psycho-
therapy and/or pharmacotherapy have revealed that
the combination of both approaches offers more
significant symptom reduction than either alone
(e.g., Rhode et al., 2008).
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The Move Toward Cognitive-Behavioral Ther-
apy. In reflecting upon these cognitive trends,
apparent even almost four decades ago, Mahoney
(1977a) observed:

Despite their long history of often bitter
rivalry, behaviorists and cognitive psy-
chologists appear to be cautiously easing
into the same theoretical bed. This rather
startling flirtation is not, of course, without
its detractors. A few behaviorists seem to
be viewing it as a softheaded fling with
mentalism that they hope will pass. Like-
wise, some cognitive psychologists have
viewed the merger with suspicion. (p. 5)

Although several effective treatments based on
traditional behavioral learning principles had been
developed, by the early 1970s it was clear that a
number of frequently encountered clinical condi-
tions (e.g., depression) were not so easily addressed
by treatments based on classical or operant condi-
tioning. In a sense, the present blending of behav-
ioral and cognitive methods was stimulated by the
limitations of both psychodynamics and radical
behaviorism. This blending was also facilitated by
the presence of several theoretical models that incor-
porated cognitive variables along with the scientific
and experimental rigor so precious to behaviorists.

The Role of Social Learning Theory. In partic-
ular, Rotter’s social learning theory (Rotter, 1954;
Rotter, Chance, & Phares, 1972) helped bridge the
chasm between traditional psychodynamic clinical
practice and learning theory. It was a theory that
explained behavior as a joint product of both rein-
forcement and expectancies. People choose to
behave in the way they do because the behavior
chosen is expected to lead to a goal or outcome
of some value.

The presence of such a social learning theory
had at least two effects on the development of
behavior therapy. First, it produced a number of
clinicians (and influenced others) who were ready
to accept newer behavioral techniques and were
equipped with a theoretical point of view that
could facilitate the modification of those techniques

along more cognitive lines. Second, the theory,
being both cognitive and motivational, was capable
of blending the older psychodynamically derived
therapeutic procedures with the newer behavioral
and cognitive approaches. By its very presence,
then, social learning theory facilitated a fusion of
approaches that is still in progress. In evaluating
the relevance of this social learning theory for the
practice of both traditional psychotherapy and
behavior therapy, consider the following implica-
tions discussed by Rotter (1970):

1. Psychotherapy is regarded as a learning situa-
tion, and the role of the therapist is to enable
the patient to achieve planned changes in
observable behavior and thinking.

2. A problem-solving framework is a useful way
in which to view most patients’ difficulties.

3. Most often, the role of the therapist is to guide
the teaming process so that not only are inad-
equate behaviors and attitudes weakened but
more satisfying and constructive behaviors are
learned.

4. It is often necessary to change unrealistic
expectancies; in so doing, one must realize how
it was that certain behaviors and expectancies
arose and how prior experience was misapplied
or overgeneralized by the patient.

5. In therapy, the patient must learn to be con-
cerned with the feelings, expectations, motives,
and needs of others.

6. New experiences or different ones in real life
can often be much more effective than those
that occur only during the therapy situation.

7. In general, therapy is a kind of social
interaction.

Another highly significant contribution that has
facilitated the cognitive swing in behavior therapy
has been the work of Bandura (1969). Bandura
demonstrated the importance of vicarious learning
and the role of cognitive mediators in both affect
and performance. Bandura’s (1977a) emphasis on
the ways in which various treatment procedures
increase the patient’s sense of self-efficacy is a

PSYCHOTHERAPY : BEHAV IORAL AND COGN IT IVE -BEHAV IORAL PERSPECT IVES 413



further step toward unifying the behavioral and
cognitive realms. In his proposed model, Bandura
argues that expectations of personal efficacy arise
from the patient’s actual accomplishments, verbal
persuasion, vicarious experience, and physiological

states. Various forms of therapy are seen as particu-
larly productive in leading patients to an increased
belief in their personal efficacy.

Social learning theorists such as Rotter,
Bandura, and others highlighted the idea that

BOX 14-4 Graduate Student Perspective: John Guerry, M. A.

John D. Guerry is currently completing a predoctoral
internship in clinical psychology at Montefiore Medical
Center in the Bronx, N.Y. He received his B.A. from
Wesleyan University, his M.A. from the University of
North Carolina at Chapel Hill, and is currently a doc-
toral candidate at UNC. His research interests include
adolescent suicidal and nonsuicidal self-injurious beha-
viors, depression, and the transactional roles that cog-
nitions and psychophysiology play within these
difficulties. After earning his degree, John hopes to
continue to combine research, clinical work, and
teaching at an academic medical center.

John shared the following insights regarding his
graduate school experience.

What got you interested in clinical psychology?
Broadly speaking, we are all life-long students of psy-
chology. In this sense, it’s difficult for me to trace the
origin of my interests to any singular moment or
experience. Throughout my formal undergraduate
coursework, volunteer experiences with clinical popu-
lations, postgraduate research assistantships, etc., I
have always been captivated by the individual and her
social context. I believe that by far our most pressing
challenges call for psychological science to be directed
towards the service of alleviating human distress and
dysfunction—whether through evidence-based clinical
work or clinically focused research.

What did you do as an undergraduate to prepare for
graduate school in clinical psychology?
Easily the most important and rewarding experience of
my undergraduate career was my work as a volunteer in
a research laboratory. The opportunity to become
directly involved in various aspects of ongoing psycho-
logical research was an essential complement to an
intensive “classroom” curriculum. Bymy senior year I was
eager to learn how to better operationalize my own
empirical questions; I completed anhonors thesiswithmy
undergraduate advisor. Through this project I felt the
extraordinary satisfaction of “owning” meaningful
research. Aided unobtrusively by a superb mentor, I

directed all levels of research, including study design,
implementation and data collection, statistical analyses
of results, and manuscript preparation. These opportu-
nities proved invaluable both in terms of my developing
the necessary skills to conduct original research as well as
directly informing my decision to pursue graduate study.

What was the application process like for you?
Laborious, oftentimes overwhelming, but exhilarating
nonetheless. Looking back, I realize that in many ways
the application process was a thorough, pre-graduate
school “hazing” ritual. Whether you are an applicant
or grad student, a high premium is placed on many
parallel skills, including meticulous organization, care-
ful short- and long-term time management, constant
prioritizing, multitasking, and people skills. For me,
however, the most important part of the process was
more personal; I did a great deal of soul-searching in
order to focus my research interests and decide what I
was looking for in a graduate program.

What was the interviewing process like for you?
I thought interviews were the best part of the applica-
tion process. As intimidating as it was to share the
attention of each world-class faculty with rooms of
unbelievably qualified applicants, it was still a relief to
cease being just one application file among hundreds. It
was both humanizing and hugely informative to finally
have the opportunity to interact—both on a personal
and professional level—with prospective mentors.

Looking back, what activities or experiences were
most important in preparing you for your graduate
school program?
In general, throughout my undergraduate and post-
graduate years, the most valuable experiences were
those that gave me a firm clinical research background.
After college, I was careful to accept research assis-
tantships according to my interests and whether the
position would expose me to a broad variety of
responsibilities (e.g., data entry and analysis, manu-
script preparation, lab management, IRB correspon-
dence, etc.). In addition, the opportunity to continually
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learning is an active, not a passive, process. That is,
a host of personal characteristics and cognitive
processes influence behavior, sometimes indepen-
dently of stimuli, situations, or reinforcers. There-
fore, attempts were made to better investigate these

“new” influences on behavior, and treatments that
focused on these mediating, cognitive, and personal
factors were developed. In this section, we describe
a number of different cognitive-behavioral treat-
ment approaches.

work with clinical populations both in the context of
research and treatment settings was both personally
rewarding and necessary from a professional develop-
ment standpoint.

Any additional hints for applying to graduate school in
clinical psychology?
Both on paper and in person, present yourself as gen-
uinely as possible. Because applicants are selected on
the basis of overall match (i.e., for a certain research
advisor, for the particular year, for that particular pro-
gram, etc.), you won’t be doing anyone any favors by
trying to conform to some notion of a prototypically
ideal applicant.

What do you see as the advantages of a CBT approach
to working with adolescents?
Although my graduate training has been far more
influenced by CBT than any other orientation, I’ve had
the privilege of receiving supervision to work with
adolescent clients using complementary frameworks,
including those that are psychodynamically informed.
As a firm believer in “meeting the client where he/she
is,” I’ve made continuous efforts to receive broad,
integrationist training to better honor client prefer-
ences and expectations.

That said, to the best of my ability, my starting
point in therapy must be in accord with the evidence
base for a given problem. More often than not, the
evidence base for child and adolescent psychological
problems points to CBT. I have to admit that I’m cer-
tainly biased because I find that I’m usually relieved
that it does, particularly when working with adoles-
cents. Given that many adolescents lack agency (e.g.,
“My parents made me come!”) and are highly skeptical
of/anxious about the therapeutic process, I often find
that a CBT approach is uniquely suited to address and
alleviate these concerns. For example, by providing
early, authoritative psychoeducation about an adoles-
cent’s particular problem and the empirically based
likelihood of improvement with treatment, the essen-
tial question “Can you help? is often answered in the

affirmative. This goes a long way to reducing anxiety
and fostering trust and alliance. At the same time,
CBT’s emphasis on transparency of process (e.g.,
agenda setting, rationale provided for principle-based
techniques, etc.) not only arms the therapist and
adolescent client with a roadmap for treatment but
paves the way for ongoing, reciprocal collaboration
between adolescent and his/her therapist. At its core,
CBT assume that both the therapist and client are
experts—the therapist with respect to the treatment
and the adolescent with respect to his/her life chal-
lenges and strengths. I can’t imagine a better way to
approach an adolescent client than from a perspective
that assumes equal standing.

John Guerry
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Modeling

Bandura (1969, 1971) advocated the use of model-
ing, or observational learning, as a means of altering
behavior patterns, particularly in children. Imita-
tion, modeling, or observation is a much more effi-
cient technique for learning than is a simple reliance
on punishment for incorrect responses and reward
for correct ones. A new skill or a new set of beha-
viors can be learned more efficiently by observing
another person. Seeing others perform a behavior
can also help eliminate or reduce associated fears
and anxieties. Finally, through observation one
can learn to use behaviors that are already part of
the behavioral repertoire.

Perhaps the most widespread use of modeling
has been to eliminate unrealistic fears (Bandura,
Adams, & Beyer, 1977; Bandura, Jeffrey, & Wright,
1974). Phobias (especially snake phobias) have been
the principal means both of demonstrating and of
investigating modeling techniques. In participant
modeling, for example, the patient observes the
therapist or model holding a snake, allowing the
snake to crawl over the body, and so on. Next, in
guided participation, the patient is exhorted to try
out a series of similar activities, graded according to
their potential for producing anxiety. Illustrative of
this general approach is a study of nonorgasmic
women treated by a self-administered masturbation
training program over a 6-week period. The gen-
eral techniques, used in two different treatment
conditions, were described by McMullen and
Rosen (1979) as follows:

Videotape modeling procedure. A series of six
20-minute videotape sequences were pre-
pared specifically for the study. The tapes
featured a coping model, an actress por-
traying a non-orgasmic woman who learns
over the course of the six sessions to
stimulate herself to orgasm and then to
transfer her ability to sexual intercourse
with her partner. Content of the tapes
included self-exploration, self-stimulation,
and finally, an explicit representation of
reaching orgasm through intercourse with
a partner.

Written instructions. The videotaped scripts
were excerpted in the form of written
booklets, which pretesting indicated were
of equivalent content to the videotapes.
The same procedure was followed for
these subjects, in that they were required
to come in once a week to read the
appropriate booklet over the six weeks of
the training program. Booklets were also
read in private, and approximately the
same amount of time was spent by these
subjects in the clinic. (p. 914)

As noted by Thorpe and Olson (1997), obser-
vational learning is best and most efficient when the
following four conditions are met:

1. Patients attend to the model. Incentives may be
helpful to facilitate attention.

2. Patients retain the information provided by the
model. It may be helpful to use imagery tech-
niques or verbal coding strategies to help
patients organize and retain the information
provided.

3. Patients must perform the modeled behavior. It
is important that the behavior be mimicked and
practiced to facilitate learning and behavior
change.

4. Finally, patients must be motivated to use the
behavior that is modeled. It is suggested that
reinforcing consequences be used to increase
the likelihood that the modeled behavior will
be used.

Rational Restructuring

Drawing on the work of Albert Ellis (1962),
Goldfried and Davison (1994) accept the notion
that much maladaptive behavior is determined by
the ways in which people construe their world or
by the assumptions they make about it. If this is
true, it follows that the behavior therapist must
help patients learn to label situations more realisti-
cally so that they can ultimately attain greater satis-
factions. To facilitate this rational restructuring of
events, the therapist may sometimes use argument
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or discussion in an attempt to get patients to see the
irrationality of their beliefs. In addition to providing
patients with a rational analysis of their problems, the
therapist may attempt to teach them to “modify their
internal sentences.” That is, patients may be taught
that when they begin to feel upset in real situations,
they should pause and ask themselves what they are
telling themselves about those situations. In other
instances, the therapist may have patients in the ther-
apy room imagine particular problem situations. All
of this may be combined with behavior rehearsal, in
vivo assignments, modeling, and so on. Thus, ra-
tional restructuring is not a self-contained, theoreti-
cally derived procedure but an eclectic series of
techniques that can be tailored to suit the particular
demands of the patient’s situation.

A good example of rational restructuring is
Ellis’s (1962) rational-emotive therapy (RET). Ellis
was clearly a pioneer in what has become
cognitive-behavior therapy. RET aims to change
behavior by altering the way the patient thinks
about things. Conventional wisdom often suggests
that events cause (lead directly to) emotional and
behavioral problems. According to Ellis, however,
all behavior, whether maladjusted or otherwise, is
determined not by events but by the person’s inter-
pretation of those events. In the ABCs of RET,
Ellis argued that it is beliefs (B) about activating events
or situations (A) that determine the problematic
emotional or behavioral consequences (C). He saw
psychoanalytic therapy, with its extreme reliance
on insight, as inefficient; the origins of irrational
thinking are not nearly as important as the messages
that people give to themselves.

In a sense, the basic goal of RET is to make
people confront their own illogical thinking. Ellis
tried to get the client to use common sense. The
therapist becomes an active and directive teacher.
Box 14-5 presents some of the more common irra-
tional ideas believed by Ellis to influence many peo-
ple. Reviews of the empirical literature suggest that
RET is an effective psychological intervention
(Smith et al., 1980). However, more detailed inves-
tigation of the components of RET that lead
to change in clinical status has been called for
(Haaga & Davison, 1993). As noted by Hollon

and Beck (2004), RET is among the least adequately
tested of the cognitive-behavioral treatments.
Although certain principles and strategies of RET
are incorporated into other forms of cognitive-
behavioral treatments, it seems that “pure” RET is
now much less frequently used than in the past.

Stress Inoculation Training

Based on his own research, which indicated that
patients could use self-talk or self-instruction to
modify their behavior and that therapists could in
effect train patients to change their self-talk,
Meichenbaum (1977) developed stress inoculation
training (SIT). SIT aims to prevent problems from
developing by “inoculating” individuals to ongoing
and future stressors (Meichenbaum, 1996). It is
designed to help individuals develop new coping
skills and make full use of the coping strategies
that are already in place (Meichenbaum, 1996).
SIT for coping with stressors appears on the most
recent list of examples of empirically supported
treatments (Chambless et al., 1998; Chambless &
Ollendick, 2001). It proceeds in three overlapping
phases (Meichenbaum, 1996):

1. Conceptualization phase: First, the client is edu-
cated with regard to how certain thinking or
appraisal patterns lead to stress, other negative
emotions, and dysfunctional behavior. The
client is taught how to identify potential threats
or stressors and how to cope with them.

2. Skill acquisition and rehearsal phase: The client
practices coping skills (e.g., emotional self-
regulation, cognitive restructuring, using sup-
port systems) in the clinic and then gradually
out in the “real world” as he or she is con-
fronted with the stressors.

3. Application phase: Additional opportunities arise for
the client to apply a wide variety of coping skills
across a range of stressful conditions. To consoli-
date these skills, the client may be asked to help
others who are experiencing similar problems.
Further “inoculation” procedures, including
relapse prevention and booster sessions, are
incorporated during the follow-up period.
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SIT has been used for the treatment of several
clinical problems, including rape and assault trauma,
posttraumatic stress disorder, and anger dyscontrol.
For example, Novaco (1977) describes the applica-
tion of stress inoculation procedures to deal with
the anger problems of adult depressed patients on
acute psychiatric wards. In essence, the procedures
involve the cognitive preparation of such patients,
the acquisition and rehearsal of the necessary skills,
and practice in the application of the skills. To cog-
nitively prepare patients, they are given instruc-
tional manuals describing the nature and functions
of anxiety, including a discussion of situations in
which anger is a problem, what causes anger, and
how anger can be regulated. The components of
this cognitive preparation include identifying per-
sons and situations that precipitate anger, learning

to differentiate between anger and aggression, dis-
criminating between justified and unnecessary
anger, and recognizing early signs of tension and
arousal in a provocation sequence.

Beck’s Cognitive Therapy

Aaron Beck has been a pioneer in the development
of modern cognitive-behavioral treatments that
have been applied to a variety of clinical problems
(Beck, 1991). This model of intervention entails the
use of both cognitive and behavioral techniques to
modify dysfunctional thinking patterns that charac-
terize the problem or disorder in question (Beck,
1993). For example, depressed individuals are
believed to harbor negative/pessimistic beliefs
about themselves, their world, and their future.

BOX 14-5 Focus on Clinical Applications: Common “Irrational” Ideas

The 12 irrational ideas that Ellis (1977) believes are very
common in the thinking of many people are listed
below. Although most of us share this kind of thinking,
extreme reliance on such beliefs can be problematic.

1. The idea that you must, yes, must have sincere
love and approval almost all the time from all the
people you find significant.

2. The idea that you must prove yourself thoroughly
competent, adequate, and achieving; or that you
must at least have real competence or talent at
something important.

3. The idea that people who harm you or commit
misdeeds rate as generally bad, wicked, or villain-
ous individuals, and that you should severely
blame, damn, and punish them for their sins.

4. The idea that life proves awful, terrible, horrible,
or catastrophic when things do not go the way
you would like them to go.

5. The idea that emotional misery comes from
external pressures and that you have little ability
to control your feelings or rid yourself of depres-
sion and hostility.

6. The idea that if something seems dangerous or
fearsome, you must become terribly occupied
with and upset about it.

7. The idea that you will find it easier to avoid facing
many of life’s difficulties and self-responsibilities

than to undertake some rewarding forms of self-
discipline.

8. The idea that your past remains all-important and
that, because something once strongly influenced
your life, it has to keep determining your feelings
and behavior today.

9. The idea that people and things should turn out
better than they do; and that you have to view it
as awful and horrible if you do not quickly find
good solutions to life’s hassles.

10. The idea that you can achieve happiness by inertia
and inaction or by passively and uncommittedly
“enjoying yourself.”

11. The idea that you must have a high degree of
order or certainty to feel comfortable; or that
you need some supernatural power on which
to rely.

12. The idea that you give yourself a global rating as a
human and that your general worth and self-
acceptance depend upon the goodness of your
performance and the degree that people approve
of you.

SOURCE: From “A Basic Clinical Theory of Rational-Emotive Therapy,” by
A. Ellis, p. 10. In A. Ellis and R. Grieger (Eds.), Handbook of Rational-
Emotive Therapy. Copyright © 1977 by Springer Publishing Company,
Inc., New York 10012. Used by permission.
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Thus, a depressed 45-year-old man might be prone
to be highly self-critical (and often feel guilty, even
when it is not appropriate), to view the world as
generally unsupportive and unfair, and not to hold
much hope that things will improve in the future.
The following cognitive therapy (CT) techniques
might be used in the treatment of his depression
(Beck, Rush, Shaw, & Emery, 1979):

1. Scheduling activities to counteract his relative
inactivity and tendency to focus on his
depressive feelings.

2. Increasing the rates of pleasurable activities as
well as of those in which some degree of
mastery is experienced.

3. Cognitive rehearsal: Have the patient imagine
each successive step leading to the completion
of an important task (e.g., attending an exercise
class) so that potential impediments can be
identified, anticipated, and addressed.

4. Assertiveness training and role-playing.

5. Identifying automatic thoughts that occur
before or during dysphoric episodes (e.g.,
“I can’t do anything right”).

6. Examining the reality or accuracy of these
thoughts by gently challenging their validity
(“So you don’t think there is anything you can
do right?”).

7. Teaching the patient to reattribute the “blame”
for negative consequences to the appropriate
source. Depressed patients have a tendency to
blame themselves for negative outcomes, even
when they are not to blame.

8. Helping the patient search for alternative
solutions to his problems instead of resigning
himself to their insolubility.

This is an abbreviated, illustrative sample of the
techniques used in Beck’s cognitive therapy of
depression. Box 14-6 presents the major features
of cognitive therapy for depression. It is worth
repeating that cognitive therapy has proven to be
one of the most effective techniques available for
treating depression (Chambless et al., 1998;
Chambless & Ollendick, 2001; Hollon & Beck,
1994, 2004). In addition, cognitive therapy has
been adapted for use with patients suffering from
anxiety disorders (Beck & Emery, 1985), eating

BOX 14-6 Focus on Clinical Applications: Features of Cognitive Therapy for Depression

Aaron Beck’s cognitive therapy for depression is an
empirically supported treatment (Chambless et al.,
1998; Chambless & Ollendick, 2001) that is active,
structured, and time limited. It is characterized by the
following features (Butler & Beck, 1996).

Focus
CT focuses on the connection between thinking pat-
terns/styles, emotions, and behavior.

Length
Typically 14 to 16 sessions. Many patients show a
remission of symptoms in 8 to 12 sessions.

Role of the CT Therapist
The CT therapist is an active, supportive collaborator.
Through psychoeducation, guided discovery, Socratic
questioning, role-playing, and behavioral experiments,
patients are helped to address and change

maladaptive ways of thinking that lead to or maintain
depression and other negative affects.

Structure of a Typical Session
Mood symptoms are checked, an agenda for the ses-
sion is set, the previous session is summarized, home-
work assignments are reviewed, issues on the agenda
are discussed, new homework is assigned, and the cur-
rent session is summarized and evaluated by both
therapist and patient.

Phases of Treatment
In the first phase (about 8 sessions), the cognitive
model is introduced, skills are acquired, and some
mastery is achieved. Reduction in depressive symptoms
occurs. In the remaining sessions, dysfunctional beliefs
that may lead to relapse (e.g., “This good feeling won’t
last”) are evaluated and modified, relapse prevention
skills are taught, and termination issues are discussed.
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disorders (Fairburn et al., 1991), and personality dis-
orders (Beck, Freeman, & Associates, 1990), to cite
but a few examples. Empirical studies suggest that it
may be an especially effective form of intervention
for a broad range of clinical problems (Hollon &
Beck, 1994, 2004; Smith et al., 1980).

Dialectical Behavior Therapy

Dialectical behavior therapy (DBT; Linehan, 1993) is a
relatively new cognitive-behavioral treatment for
borderline personality disorder (BPD) and related
conditions involving emotional dysregulation and
impulsivity. Linehan developed DBT based on her
clinical experience with women diagnosed with
BPD who engaged in self-injurious behavior. The
theory behind DBT posits that individuals are born
with emotionally vulnerable temperamental styles
that, in interaction with an “invalidating” family
environment, lead to emotional dysregulation and
self-harming behaviors. Invalidating environments
are those in which a person’s wants and feelings
are discounted or disrespected and efforts to com-
municate are disregarded or punished.

DBT involves skills training in problem-solving
techniques, emotional regulation, and interpersonal
skills. The skills training takes place in a validating
therapeutic environment, usually involving both an
individual DBT therapist as well as group DBT
skills training. Clients in DBT cycle twice through
four skills training modules: (a) mindfulness (the abil-
ity to be aware of the moment, not to be distracted,
and to be nonjudgmental); (b) emotional regulation
(identifying emotions, appreciating the effects of
emotions on oneself and others, learning to coun-
teract negative emotional states and to engage in
behavior that will increase positive emotions);
(c) distress tolerance (learning to cope with stressful
situations and to self-soothe); and (d) interpersonal
effectiveness (learning to deal effectively with inter-
personal conflict, to appropriately get one’s desires
and needs met, and to appropriately say no to
unwanted demands from others). Individuals are
asked to commit to 12 months of DBT treatment.
DBT has been shown more effective than “treat-
ment as usual” in reducing self-harm behaviors,

number of days of hospitalization, and substance
use (Koerner & Linehan, 2000). Box 14-7 presents
an excerpt from a DBT therapy session, and
Box 14-8 presents the work of DBT therapist
Dr. Ronda Reitz.

AN EVALUA T ION OF

BEHAVIOR THERAPY

Proponents of CBT see their progress as tangible
evidence of what can be accomplished when the
mentalistic, subjective, and nonscientific “mumbo
jumbo” of psychodynamics or phenomenology is
cast aside. Critics, on the other hand, see CBT as
superficial, pretentiously scientific, and even dehu-
manizing in its mechanistic attempts to change
human behavior. Indeed, these criticisms reflect
many of the “myths” about CBT (Goldfried &
Davison, 1994). In any case, more clinical psychol-
ogists describe their orientation as cognitive or
behavioral than any other orientation (Norcross,
Karpiak, & Santoro, 2005).

We now examine some of the strengths and
limitations of the behavioral and cognitive behav-
ioral approaches and then close with a summary of
some of the challenges ahead.

Strengths

In many ways, CBT has changed the fields of psy-
chotherapy and clinical psychology (Wilson, 1997).
What follows is a discussion of several major ways
that CBT has had an impact.

Efficacy. As mentioned throughout this chapter,
there is ample evidence that a wide variety of
behavioral and cognitive-behavioral therapies are
efficacious (Chambless et al., 1998; DeRubeis &
Crits-Christoph, 1998; Emmelkamp, 1994; Hollon
& Beck, 1994, 2004; Kazdin & Weisz, 1998; Smith
et al., 1980; Tolin, 2010). In fact, behavior therapy
and CBT appear to be the treatment of choice
for many disorders (Tolin, 2010). The reader
may recall the results of the Smith et al. (1980)
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meta-analysis presented in Chapter 11 (see Table
11-4). The separate effect sizes calculated for RET,
non-RET cognitive therapies, systematic desen-
sitization, behavior modification, and cognitive-
behavioral therapy indicated that, on average, a
client who received any of these forms of behavior
therapy was functioning better than at least 75% of
those who did not receive any treatment. More
recent meta-analyses have reached similar conclu-
sions across a range of disorders. Further, the major-
ity of meta-analytic studies that have compared the
effectiveness of behavioral or cognitive-behavioral
techniques with that of other forms of psychother-
apy (e.g., psychodynamic or client-centered) have
found a small but consistent superiority for behav-
ioral and cognitive-behavioral methods (Hollon &
Beck, 2004; Svartberg & Stiles, 1991; Tolin, 2010).
Clearly, these are important treatment techniques
for a clinician to master.

Efficiency. The CBT movement also brought
with it a series of techniques that were shorter and
more efficient. The interminable number of 50-
minute psychotherapy hours was replaced by a
much shorter series of consultations that focused
on the patient’s specific complaints. A series of
equally specific procedures was applied, and the
entire process terminated when the patient’s com-
plaints no longer existed. Gone was the everlasting
“rooting out” of underlying pathology, the exhaus-
tive sorting out of the patient’s history, and the
lengthy quest for insight. In their place came an
emphasis on the present and a pragmatism that
was signaled by the use of specific techniques for
specific problems. Because of its efficiency, CBT
may be especially well suited for the managed care
environment.

In fact, some CBT techniques can be imple-
mented by technicians who are trained to work
under the supervision of a doctoral-level clinician.
Thus, not every component of CBT needs to be
executed by Ph.D. personnel. Behavior therapy
programs (e.g., token economies) should be set up
by trained professionals, but their day-to-day exe-
cution can be put in the hands of technicians, para-
professionals, nurses, and others. This constitutes a

considerable savings in mental health personnel and
enables a larger patient population to be reached
than can be treated by the in-depth, one-on-one
procedures of an exclusively psychodynamic
approach.

An Array of Evidence-Based Techniques.
Behavior therapy has evolved to the point that it
includes a broad array of techniques, from system-
atic desensitization to cognitive restructuring
(Spiegler & Guevremont, 2010). Unless a CBT
therapist is unalterably committed to a single set
of procedures, this broad spectrum demands that
choices be made. To increase the probability of
making the correct choice, the therapist is likely
to gather information that will best match tech-
nique with patient (Peterson & Sobell, 1994). If
assessment eventually recaptures its position of
prominence in the list of the clinician’s preferred
activities, it will be due in no small measure to
the behavior therapist’s desire for information to
guide the therapeutic decision-making process.

CBT is a very active collection of procedures.
It involves assessment, planning, decisions, and
techniques. In some ways, it may be construed as
a complex technology. A technology cannot be
passively allowed to happen to a patient. It is some-
thing that must be guided with care and foresight
and with great attention to detail. It is not a process
that permits the therapist to wait until the patient
shows up on Thursday before thinking about the
case. The therapist cannot play everything by ear. If
a therapist is using aversion procedures, the time
relationship between the onset of the stimulus and
the onset of punishment may need strict supervi-
sion. Token economies are not haphazard regimens
that can be left to creative, on-the-spot decision
making. Everything must be worked out carefully
in advance. It is important to decide whether the
patient has a behavioral deficit rather than a “pure”
anxiety problem because the therapeutic implica-
tions are vastly different in the two cases.

None of this is meant to imply that every
psychodynamically oriented psychotherapist fails
to think about cases between therapy sessions or
always makes up strategy spontaneously along the
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way. Yet the nature of traditional psychotherapy
renders it vulnerable to such problems of passivity.
It is even possible that the active, vigorous quality
of cognitive-behavioral methods and the analogous
attitude that this forces upon the therapist may be
responsible for a measure of patient improvement
beyond that caused by the specific procedures
employed. An active therapist may be reassuring,
exciting, or encouraging to some patients (in con-
trast to a passive, contemplative, noncommittal psy-
chotherapist who often has little to say or suggest).

It is also worth repeating that behavior therapy
is the undisputed leader in “manualizing” its treat-
ments so that empirically supported techniques
can be administered in a standardized fashion. Not
only does this facilitate conducting research and

providing effective treatment but it also facilitates
the training of future clinical psychologists to
administer these effective treatments.

Symptom Substitution. As much as anything,
CBT will have a secure and valued position in the
history of psychology because it helped lay to rest
the hallowed notion of symptom substitution. It not
only demonstrated that there are alternatives to the
psychodynamic view of pathology but also effec-
tively attacked the medical model of pathology
and its cherished notions of illnesses and symptoms.
After years of research and clinical experience, it is
now clear that not every patient’s complaint can be
labeled as a symptom of some underlying psychic
illness—an illness that will surely return in the form

BOX 14-7 Focus on Clinical Applications: Excerpts from Sessions of Dialectical Behavior Therapy (DBT)

The client was a 30 year-old woman with borderline
personality disorder who had been hospitalized at least
10 times in the previous 2 years for treatment of sui-
cidal ideation and who had engaged in numerous
instances of self-harm behaviors including drinking
Clorox bleach, cutting and burning herself, and one
suicide attempt (Linehan & Kehrer, 1993).

In this segment (Linehan & Kehrer, 1993, pp. 428–
429), the DBT therapist (T) explains the DBT program
and goals to the client (C):

T: Now, the most important things to understand is that
we are not a suicide-prevention program, that’s not
our job. But we are a life enhancement program.
The way we look at it, living a miserable life is no
achievement. If we decide to work together I’m
going to help you try to improve your life so that it’s
so good that you don’t want to die or hurt yourself.
You should also know that I look at suicidal behav-
ior, including drinking Clorox, as problem-solving
behavior. I think of alcoholism the same way. The
only difference is that cutting, burning, unfortu-
nately, itworks. If it didn’t work, nobodywould do it
more than once. But it only works in the short term,
not the long term. So quitting cutting, trying to hurt
yourself, is going to be exactly like quitting alcohol.
Do you think this is going to be hard?

C: Stopping drinking wasn’t all that hard.

T: Well, in my experience, giving up self-harm behavior
is usually very hard. It will require both of us
working, but you will have to work harder. And
like I told you when we talked briefly, if you
commit to this it’s for 1 year. Individual therapy
with me once a week, and group skills training
once a week. So the question is, are you willing to
commit for 1 year?

C: I said I’m sick of this stuff. That’s why I’m here.

T: So you’ve agreed to not drop out of therapy for a
year, right?

C: Right.

T: And you do realize that if you don’t drop out for a
year, that really does, if you think about it, rule
out suicide for a year?

C: Logically, yeah.

T: So, we need to be absolutely clear about this,
because this therapy won’t work if you
knock yourself off. The most fundamental mood-
related goal we have to work on is that, no
matter what your mood is, you won’t kill yourself,
or try to.

C: Alright.

T: So that’s what I see as our number one priority, not
our only one but our number one, that we will
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of another symptom if the present one is removed
without attending to the underlying pathology.
Attacking a patient’s anxieties directly will not nec-
essarily force the anxieties to return in another
guise. This demonstration not only lent credibility
to the behavioral movement; it also chipped away
at the credibility of those psychiatric and psychody-
namic orientations that had so stoutly defended the
symptom substitution notion. As a result, the ave-
nue was opened for the development of specific
techniques for dealing with specific patient com-
plaints. However, these remarks should be tem-
pered by recognition that direct onslaughts on the
patient’s stated problem may not always be the most
efficient route. As noted earlier in this chapter, it
may turn out that a specific anxiety is being

sustained by something not immediately obvious
(Lazarus, 1971a).

Breadth of Application. A contribution of major
proportions has been the extension of the range of
applicability of therapy. Traditional psychotherapy
had been reserved for the middle and upper classes
who had the time and money to devote to their
psychological woes and for articulate, relatively
sophisticated college students with well-developed
repertoires of coping behaviors who were attending
colleges or universities that made counseling ser-
vices available to them at little if any cost. Behavior
therapy has changed all that.

Now, even financially strapped individuals
with mental retardation or a chronic mental illness

work on that. And getting you to agree, mean-
ingfully of course, and actually following through
on staying alive and not harming yourself and not
attempting suicide no matter what your mood is.
Now the question is, whether you agree to that.

C: Yes, I agree to that.

In this segment (Linehan & Kehrer, 1993, p. 433), the
therapist reinforces the client for using distress toler-
ance skills when her request for pain medication was
refused by her physician.

T: That’s good thinking. That’s when you’re thinking
about the advantages and disadvantages of doing
it. OK, so at that point the advantages of making
it worse were outweighed by the disadvantages.
OK. So you keep up the good fight here. Now
what else did you try?

C: I tried talking about it with other patients.

T: And what did they have to say?

C: They said I should get pain medication.

T: Right. But did they say you should cut yourself or
hurt yourself if you didn’t get it?

C: No. And I tried to get my mind off my pain by
playing music and using mindfulness. I tried to
read and do crossword puzzles.

T: Um hmm. Did you ever try radical acceptance?

C: What’s that?

T: It’s where you sort of let go and accept the fact that
you’re not going to get the pain medication. And
you just give yourself up to that situation. You just
accept that it isn’t going to happen, that you’re
going to have to cope in some other way.

C: Which I did yesterday. I needed a little Aptiva (lor-
azepam) to get me there but I got there.

T: Yesterday?

C: Yeah. I took a nap. When I woke up I basically said,
“Hey, they’re not going to change, so you’ve just
got to deal with this the best that you can.”

T: And did that acceptance help some?

C: I’m still quite angry about what I believe is discrimi-
nation against borderline personalities. I’m still
very angry about that.

T: OK. That’s fine. Did it help though, to accept?

C: Um hmm.

T: That’s good. That’s great. That’s a great skill, a great
thing to practice. When push comes to
shove, when you’re really at the limit, when it’s
the worst it can be, radical acceptance is the skill
to practice.
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can be helped by therapy. Such persons may not be
raised to the level of independent functioning, but
with the advent of operant procedures and token
economies, their institutional adjustment can often
be significantly improved.

Not only the institutionalized have benefited
from behavioral techniques. Patients at lower socio-
economic levels with limited sophistication and
verbal skills can also experience anxieties and pho-
bias or lack necessary problem-solving skills. In
cases where lengthy verbal psychotherapies that
were highly dependent on insight, symbolism, or

the release of some inner potential were likely to
fail, a broad band of behavior therapies seems to
offer real hope.

Scientist-Practitioner and Clinical Scientist.
For those who support the scientist-practitioner or
clinical scientist model of clinical psychology, CBT
is an approach that seems to encourage a blending
of the two roles. The CBT tradition springs from a
heritage that is experimental and oriented toward
research. Many of the specific techniques of behav-
ior therapy have developed directly from the

BOX 14-8 Psychologist Perspective: Rhonda Oswalt Reitz, Ph.D.

Dr. Reitz is a cognitive-behavioral therapist with a
specialty in dialectical behavior therapy. She is a psy-
chologist for the Missouri Department of Mental
Health, providing treatment, training, and consultation
in the state hospital and community mental health
centers statewide. Finally, Dr. Reitz is a trainer and
consultant for BTech, a company that provides training
and consultation in DBT to mental health professionals
in the United States.

We asked Dr. Reitz a number of questions about
her background, interests, and activities.

Describe your background and your clinical interests.
I began to focus on a career in psychology when I was
12 years old. I had a friend whose psychiatrist father
modeled effective compassion and respect in the
treatment of his clients and I was inspired to do the
same. Paired with this ideal of a mental health profes-
sional was my interest in the process and structure of
learning. I learned behavioral methods by training
dogs in high school, took as many courses in learning
theory as were available as an undergraduate, partici-
pated in brain autopsies on internship, and did neuro-
psychological assessment of clients with HIV/AIDS,
traumatic brain injury, and other impairments as a
master’s-level clinician and intern. While my graduate
training largely emphasized cognitive-behavioral ther-
apy, I found myself drawn to more pure forms of
behavior therapy in work with the organically
impaired, children and adolescents, and then with an
increasingly broad range of presenting concerns. This
has been made easier in more recent years as more

empirically supported protocols have been made
available.

Dialectical behavior therapy was a natural syn-
thesis of my interests in behaviorally based methods
and empirically supported treatments. This became a
dominant mode of treatment for me when I attended
one of Marsha Linehan’s workshops and for almost
15 years now I have worked primarily with clients who
meet criteria for borderline personality disorder.

What types of services do you provide and to whom?
I am the DBT Program Coordinator for the State of
Missouri. In this role, I train mental health providers to
do DBT, develop teams of providers across communi-
ties, consult on difficult cases across the state, and carry
a caseload of clients at a local mental health center.
In addition, I developed and manage a certification
process for DBT teams in the state of Missouri.

What are the things you enjoy most about your clinical
work?
The most rewarding part of my job is getting to know
each of the clients with whom I work. The DBT model
prescribes a “radically genuine” interpersonal
approach with clients and encourages staff to minimize
professional distance. While the therapy requires a
high level of attentiveness and cognitive flexibility, it
also allows for a more relaxed and personal relation-
ship, in which client impact on the therapist is overtly
considered important. It is a satisfying experience to
engage in behaviorally honest interactions with
another individual and to watch difficult behavior
patterns change as a result.
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experimental laboratory. Sometimes even the lan-
guage of behavior therapy is straight out of the
experimental research journals. In behavior therapy,
there is an easy communication between the
researcher and the clinician, and very often, the
same person alternates comfortably between
the two roles. Such rapport increases the likelihood
that advances in the laboratory will be reflected in
new therapeutic techniques and, conversely, that
clinical experience will serve a vital role in deter-
mining the kind of research and evaluation that are
carried out.

Limitations

Linking Practice to Science. For some years, the
CBT movement rode the crest of a wave of scientific
respectability. Many behaviorists, especially the radi-
cal variety, seemed to be clamoring for preferred
status by claiming that behavior therapy rested on
the sturdy, established scientific principles of learning
theory. Psychodynamic approaches, by contrast,
were said to be crude extrapolations from a mental-
ism only slightly removed from witchcraft. But
research rarely has been conducted to “dismantle”

What are the biggest challenges you face as a
practitioner?
Delivery of quality treatments within limited financial
and staff resources is difficult in any setting. However,
there is often additional bias against the public fund-
ing of aggressive new treatments for what are seen as
chronically mentally ill individuals or for forensic, or
“offender,” populations. Empirical support of treat-
ments for these populations is limited, so it can be
difficult to defend implementing these treatments
during times of deep budget cuts.

Demonstrating the benefit of treatments for
these populations and helping legislators and other
influential bodies to understand, value, and provide
funding for effective treatments is critical. It can also
be difficult to maintain focus on clinical services in a
public mental health setting, as paperwork, team
meetings, behavioral crises, and administrative
responsibilities abound.

Does research inform what you do? If so, how have
you changed your practice to be more effective for
your clients?
I feel strongly that psychologists (like any other service
or product provider) must bear the burden of proof
that the treatment they provide is appropriate to the
presenting concern, has some objective record of ben-
efit for similar problems, and is being delivered
according to protocol. Given this point of view, I have
worked to educate the administration and staff in the
organizations where I have been employed about the
importance of implementing all elements of a proto-
col, rather than adopting only the most cost-efficient

portions of a treatment. It has taken longer to imple-
ment “full protocol” in some settings due to resistance
to the initial cost involved, but has been worth the
effort when the clinical benefit is seen. Additionally, it
has been necessary on many occasions to pursue fund-
ing for patient treatment beyond the usual channels.
For example, it is important to ask insurance companies
to provide sessions beyond the typical frequency or
overall number limits for a year when the client is
diagnosed with a condition that requires more inten-
sive or longer-term treatment (refractory agoraphobia,
borderline personality disorder, etc.).

Rhonda Oswalt Reitz
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CBT techniques to determine the most effective
components of this approach that seem to be most
strongly associated with symptom reduction. Conse-
quently, it cannot be ruled out that other, nonbe-
havioral aspects of therapy are actually as responsible
for symptom relief as the techniques that are the
focus of CBT treatment (Goldfried & Davison,
1994). For instance, is systematic desensitization the
technique that causes anxiety symptom reduction, or
is it perhaps the therapeutic alliance between the
therapist and patient that occurs during systematic
desensitization that is more efficacious?

Dehumanizing? Among the more durable char-
acterizations of the behavioral movement are “ster-
ile,” “mechanistic,” and “dehumanizing.” To
demonstrate that there is real labeling bias operating
here, Woolfolk, Woolfolk, and Wilson (1977)
asked two groups of undergraduates to view iden-
tical videotapes of a teacher using reinforcement
methods. The first group was told that the tape
illustrated behavior modification; for the second
group, the tape was labeled as an illustration of
humanistic education. A subsequent questionnaire
revealed that when the tape was described in
humanistic terms, the teacher on the tape received
significantly better ratings and the teaching method
depicted was seen as significantly more likely to
promote learning and emotional growth.

The use of mechanistic-sounding terms such as
response, stimulus, reinforcement, and operant need not
imply that either the therapist or the method is
detached, sterile, or dehumanizing. The systematic
use of learning principles and the examination of
animal analogues for simple illustrations to highlight
the nature of human learning should not lead to a
facile inference that behavior therapists are cold,
manipulating robots whose interests lie more in
their learning principles than in their clients. Ideally,
with the increasing cognitive orientation, such
erroneous images will begin to fade.

Although nothing inherent in behavior therapy
should lead one to conclude that it is necessarily
dehumanizing, its early history provided a few
unfortunate episodes and a considerable stridency
of rhetoric. We have already commented on the

use of aversion techniques that many regarded as
more akin to sadism than therapy, for example. In
the final analysis, no technology or set of principles
is going to permit clinicians the luxury of giving up
their clinical sensitivity.

Inner Growth. CBT has also been criticized as
ameliorative but not productive of any inner growth.
It has been said to relieve symptoms or provide a few
skills while failing to offer fulfilling creative experi-
ences. Although it may alter behavior, it falls short of
promoting understanding. It leaves out the inner
person, values, responsibility, and motives. Again,
though not completely off the mark, such criticisms
are less appropriate for the cognitive aspects of CBT,
an emphasis that does deal with mediating variables
such as expectancies and self-concepts—as long as
these are objectively describable and are inferred
from specific stimuli and responses.

Manipulation and Control. One of the most
volatile, emotion-laden criticisms of CBT centers
on the issue of manipulation and control. The argu-
ment seems to be that cognitive-behavior therapies
represent insidious and often direct assaults on the
patient’s capacity to make decisions, assume respon-
sibility, and maintain dignity and integrity. But
patients typically seek professional assistance volun-
tarily, thereby acknowledging their need for help
and guidance in altering their lives. Thus, the patient
does have the opportunity to accept or reject the
procedures offered (though this defense may not
apply as well in institutional settings). Further,
many CBT techniques are aimed at helping patients
establish skills that will lead to greater self-direction
and self-control (Goldfried & Davison, 1994).

Generalization. A particularly damaging criticism
of several forms of CBT concerns their effectiveness
in settings other than those in which they are con-
ducted. In other words, do the effects of CBT pro-
grams generalize beyond the situations in which they
are practiced? Again, in the interests of evenhanded-
ness, it should be pointed out that most forms of
psychotherapy are subject to the same question.
For example, some patients show a marked
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improvement or adjustment in the psychotherapy
situation even though this adjustment fails to gener-
alize to nontherapy settings.

Lack of a Unifying Theory. A final problem
with behavior therapy may be its potential for
theoretical chaos. At present, it is an amalgam of
techniques—some from the operant tradition,
others from a classical conditioning base, and still
others that are heavily cognitive in nature. Without
an integrating theoretical framework, individual
clinicians may find themselves flailing about in a
morass of competing techniques, each claiming to
be forms of CBT. What is needed is a systematic
theoretical position that will incorporate the tech-
niques, classify them, and help the clinician decide
when and under what conditions to use one
technique rather than another. Such a theoretical
framework would be infinitely more efficient than
multiple rules of thumb.

The Future

Over a decade ago, Wilson (1997) reflected on
CBT’s past and highlighted some of the challenges

for the future. His reflections and concerns are still
relevant to CBT as it is practiced today. Wilson
noted the need for wider dissemination and adop-
tion of CBT; given its strong empirical support, it is
somewhat surprising that these techniques are not
more widely used. Additionally, Wilson (1997) is
concerned that CBT remain firmly linked to
advances in psychological science:

To fulfill its original promise of linking
clinical practice to advances in scientific
research, behavior therapy must be
responsive to developments both in
experimental psychology and biology.
Dramatic breakthroughs in genetics and
neuroscience have already revolutionized
the biological sciences, and progress will
likely continue to unlock the secrets of the
brain. A better understanding of the role of
brain mechanisms in the development and
maintenance of clinical disorders, and in
the modification of these disorders via both
pharmacological and behavioral methods,
will arguably improve our theories of
behavior change. (p. 454)

CHAP TER SUMMARY

Behavior therapy is based on the assumption that
clinical problems should be addressed using assess-
ment and treatment techniques that have empirical
support and are based on established principles from
experimental psychology. Although procedures
derived from classical and operant conditioning ini-
tially dominated this approach, behavior therapy has
been broadened to include procedures that draw
from learning theories based on observational learn-
ing and cognitive processes.

Traditional behavioral treatments include system-
atic desensitization, exposure therapy, behavior
rehearsal, contingency management, and aversion
therapy. These treatments have documented efficacy,
and several are the treatments of choice for certain
clinical problems (e.g., systematic desensitization for

phobias, exposure plus response prevention for
obsessive-compulsive disorder). Cognitive-behavioral
treatments emphasize the roles of thinking, expecta-
tions, and beliefs in the etiology and maintenance of
clinical problems. Examples of cognitive-behavioral
techniques include modeling, rational restructuring,
stress inoculation training, cognitive therapy, and dia-
lectical behavior therapy. The most recent list of
examples of evidence-based treatments is dominated
by cognitive-behavioral and traditional behavioral
techniques.

CBT has had a positive impact on the field
because of its wide range of effective and efficient
treatments. It has been the leader in manualizing
treatments, facilitating research, training, and prac-
tice. In many ways, it is the ideal therapeutic
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orientation choice for scientist-practitioners and
clinical scientists. There are, however, several lim-
itations and challenges that lie ahead. At times, the
link between behavior therapy techniques and sci-
entific, experimental evidence has not been as

strong as has been claimed. Further, many myths
still plague the field, including that behavior ther-
apy is dehumanizing and overly controlling. For the
future, there is a need for more attention to the
incorporation of advances in psychological science.

KEY TERMS

anxiety hierarchy In systematic desensitization, a
list of situations that precipitate anxiety reactions,
ordered from lowest to highest severity. Often,
items may be organized according to their spatial
or temporal distance from the feared stimulus.

assertiveness training Using behavioral rehearsal
and other techniques to train people to express
their needs effectively without infringing on the
rights of others.

aversion therapy A controversial type of treat-
ment in which an undesired behavior is followed
consistently by an unpleasant consequence, thus
decreasing the strength of the behavior over time.

behavioral rehearsal A general technique for
expanding the patient’s repertoire of coping
behaviors. Successful behavioral rehearsal involves
explaining to the patient the necessity of acquiring
the new behaviors, selecting the target situations,
conducting the rehearsal and providing feedback,
and having the patient apply the newly acquired
skills in real-life situations.

behavior therapy A framework for treating
disorders that is based on the principles of
conditioning or learning. The behavioral approach
is scientific in nature and deemphasizes the role of
inferred (i.e., unobservable) variables on behavior.

cognitive-behavioral therapy A therapy
framework that emphasizes the role of thinking
in the etiology and maintenance of problems.
Cognitive-behavioral techniques attempt to
modify the patterns of thinking that are believed to
contribute to a patient’s problems and may also
employ the principles of conditioning and learning
to modify problematic behaviors.

cognitive therapy A mode of therapy pioneered
by Aaron Beck that focuses on the connection
between thinking patterns, emotions, and behavior
and uses both cognitive and behavioral techniques to
modify the dysfunctional thinking patterns that
characterize a disorder. Cognitive therapy is active,
structured, and time limited and has been adapted for
the treatment of several disorders.

contingency contracting A contingency man-
agement technique in which the therapist and patient
draw up a contract that specifies the behaviors that are
desired and undesired as well as the consequences of
engaging or failing to engage in these behaviors.

contingency management Any one of a variety
of operant conditioning techniques that attempts
to control a behavior by manipulating its
consequences.

counterconditioning The principle of substi-
tuting relaxation for an anxiety response.

covert sensitization A form of aversion therapy
in which patients are directed to imagine them-
selves engaging in an undesired behavior and then
are instructed to imagine extremely aversive events
occurring once they have the undesired behavior
clearly in mind.

dialectical behavior therapy A cognitive-
behavioral therapy developed by Marsha Linehan
for borderline personality disorder and related
conditions that teaches skills in mindfulness,
emotion regulation, distress tolerance, and inter-
personal effectiveness.

exposure plus response prevention A beha-
vioral technique often used for the treatment ofOCD.
In this technique, the patient is exposed to the
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situation that spurs his or her obsession (e.g., touching
a doorknob) and is prevented from engaging in the
compulsive behavior that relieves the obsession (e.g.,
repeated hand washing). Ultimately, the patient will
habituate to his or her obsession, and the compulsive
behavior will be extinguished.

exposure therapy A behavioral technique for
reducing anxiety in which patients expose them-
selves (in real life or in fantasy) to stimuli or
situations that are feared or avoided. To be
effective, the exposure must provoke anxiety,
must be of sufficient duration, and must be
repeated until all anxiety is eliminated.

extinction The elimination of an undesired
response (e.g., behavioral, emotional).

habituation The elimination of a response that
comes about from the repeated and/or prolonged
presentation of the provoking stimulus.

interoceptive cues Internal physiological stimuli
(e.g., dizziness or nausea).

modeling Also known as observational learning,
the learning of a new skill or set of behaviors by
observing another person perform these skills/
behaviors.

overcorrection A form of aversion therapy in
which the client is made to “overcorrect” for the
consequences of his or her undesired behavior.

Premack principle Also known as “Grandma’s
rule,” the contingency management technique in
which a behavior is reinforced by allowing the
individual to engage in a more attractive activity
once the target behavior is completed.

rational-emotive therapy (RET) A therapy
pioneered by Albert Ellis in which patients are
forced to confront and correct their own illogical
thinking. In Ellis’s system, a person’s beliefs about
events, rather than the events themselves, deter-
mine the problematic emotional or behavioral
consequences.

rational restructuring An eclectic set of tech-
niques that teaches individuals to examine their
assumptions about situations or the world in general
and alter their ideas to be more realistic or rational.

relaxation A state of lowered anxiety, stress, and
physiological arousal. Relaxation may be induced by
tensing and then relaxing various muscle groups or via
breathing exercises, imagery exercises, or hypnosis.

response cost A form of aversion therapy in
which positive reinforcers are removed following
an undesired behavior.

shaping A contingency management technique in
which a behavior is developed by first rewarding
any behavior that approximates it and then by
selectively reinforcing behaviors that more and
more resemble the target behavior.

stress-inoculation training (SIT) A technique
developed by Donald Meichenbaum that attempts
to prevent problems by “inoculating” patients to
ongoing and future stressors. SIT involves edu-
cating patients about how certain appraisal patterns
lead to stress, teaching them to identify and cope
with potential stressors, rehearsing these coping
skills in the therapy setting, and consolidating these
skills by applying them across a range of real-life,
stressful situations.

successive approximation Another term for
shaping.

symptom substitution The notion that if a
symptom is removed without attending to the
underlying pathology of an illness, another
symptom will emerge to take its place.

systematic desensitization A behavioral tech-
nique for reducing anxiety in which patients
practice relaxation while visualizing anxiety-
provoking situations of increasing intensity. In this
way, the patient becomes “desensitized” to the
feared stimulus.

time-out A contingency management technique
in which a person is removed temporarily from the
situation that is reinforcing the undesired behavior.

token economy A system in which desired
behaviors are promoted through the strict control
of reinforcements. Establishing such a system
requires specifying the immediate reinforcers for
each behavior as well as the backup reinforcers for
which patients can exchange their immediate
reinforcers.
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WEB SITES OF INTEREST

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

14-1 Link to research-supported psychological
treatments
http://www.psychology.sunysb.edu/
eklonsky-/division12/index.html

14-2 Association for Behavioral and Cognitive
Therapies (ABCT)
http://www.abct.org/Home/

14-3 The Beck Institute for Cognitive Therapy and
Research
http://www.beckinstitute.org/

14-4 International Association for Cognitive
Psychotherapy
http://www.the-iacp.com/

14-5 Albert Ellis Institute
http://www.rebt.org/public/about-us.html

14-6 Dialectical Behavior Therapy information and
training
http://behavioraltech.org/index.cfm
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Group Therapy, Family Therapy,

and Couples Therapy

FOCUS QUESTIONS

1. What are the basic assumptions, arrangements/
features, and purported curative factors that
characterize group psychotherapy?

2. Compare and contrast time-limited
group therapy with other forms of group
therapy.

3. What are the major goals and features of
family therapy?

4. What are the major features of marital
therapy?

5. Overall, how efficacious are family and couples
therapies?
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BOX 15-4: Focus on Clinical Applications: The

Nine Steps of Emotionally Focused Couples
Therapy (EFT)

Do Family Therapy and Couples Therapy
Work?
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CHAPTER SUMMARY

KEY TERMS

WEB SITES OF INTEREST

O ne could argue that most of the problems that
bring patients to therapy are acquired and

maintained in a social context. It is very likely
that current emotional and behavioral problems
have been influenced, to some degree, by past
interpersonal dysfunction. A marital conflict, by
definition, involves two people. An unassertive
salesperson manifests his or her problem in interac-
tions with customers. Children’s disruptive behav-
ior often occurs in the context of family
relationships. Therefore, inasmuch as the strands
of human misery are woven so tightly into the fab-
ric of social relationships, should we not consider
forms of therapy that take place in a group or
dyadic setting?

In addition, proponents maintain, group and
family therapies are more economical. Seeing
patients individually for therapy is, they argue, sim-
ply not a rational response to the mental health
needs of society (Kazdin & Blase, 2011). The eco-
nomics of health care has led many insurers to
demand more efficient and less costly forms of
mental health treatment. Whatever the reasons, a
variety of methods for treating a number of patients
at one time, including group therapy, family ther-
apy, and couples therapy, have become increasingly
popular. In this chapter, we discuss group therapy,
family therapy, and couples therapy in some detail.

GRO UP THERA PY

A Historical Perspective

For many years, group therapy was practiced as a
method of choice by only a handful of dedicated
therapists. Others used it primarily because their
caseload was so heavy that group therapy was the

only means by which they could deal with the
overload. Still other therapists used group therapy
as a supplementary technique. During individual
therapy, for example, a therapist might work
toward getting a patient to achieve insight into his
pathological need to derogate women; then, during
a group session, other members of the group might
reinforce the therapist’s interpretation through their
reactions to the patient. Instead of being seen as a
second choice or supplementary form of treatment,
however, group methods have now achieved con-
siderably more visibility and respectability.

One of the earliest formal uses of group meth-
ods was Joseph H. Pratt’s work with tubercular
patients in 1905. This was an inspirational approach
that used lectures and group discussion to help lift
the spirits of depressed patients and promote their
cooperation with the medical regimen. A major
figure in the group movement was J. L. Moreno,
who began to develop some group methods in
Vienna in the early 1900s and, in 1925, introduced
his psychodrama to the United States. Moreno also
used the term group therapy. Trigant Burrow was a
psychoanalyst who used the related term group anal-
ysis to describe his procedures (Rosenbaum, 1965).
In the 1930s, Slavson encouraged adolescent
patients to work through their problems with con-
trolled play. His procedures were based on psycho-
analytic concepts. These and other figures have
been identified as pioneers of the group movement
(American Group Psychotherapy Association, 1971;
Lubin, 1976).

As was true for clinical psychology generally, it
was the aftermath of World War II that really
brought group methods to center stage. As we
have observed before, the large number of war
veterans sharply increased the demand for counsel-
ing and therapy. The limitations of the existing
agency and hospital facilities made it necessary to
use group methods to cope with the immediate
demand. Once these methods had gained a foot-
hold in the terrain of pragmatism, respectability
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was but a short distance away. As a result, nearly
every school or approach to individual psychother-
apy now has its group counterpart. There are group
therapies based on psychoanalytic principles, Gestalt
therapy principles, behavior therapy principles, and
many other types as well.

Approaches to Group Therapy

Different approaches to group therapy have ema-
nated from different theoretical origins, and the
descriptions of group therapy are couched in a
variety of theoretical languages. However, as we
saw with individual psychotherapy, experienced
group therapists of the same theoretical persuasion
often use quite different methods. Because of this
poor fit between what therapists do and where
they come from theoretically, it is difficult to
evaluate the similarities and differences among
approaches and, indeed, to describe in any
coherent way the methods used in a particular
approach. Nevertheless, the following approaches
seem fairly typical of the general group therapy
movement.

Psychoanalytic Group Therapy. As with indi-
vidual approaches to treatment, much of the work
in group therapy began from a psychoanalytic tra-
dition, Most forms of psychoanalytic group therapy
are basically psychoanalytic therapy carried out in a
group setting. Although there are obvious differ-
ences from individual psychotherapy (e.g., multiple
transference effects, modified therapist–patient
transference, and influences from one member to
another), the focus is still on phenomena such as
free association, transference, interpretation of resis-
tance, and working through. Although one can
hardly argue that group processes do not exist,
their role is viewed as secondary to that of individ-
ual processes. The group becomes a vehicle
through which the individual can express and even-
tually understand the operation of unconscious
forces and defenses and thereby reach a higher
level of adjustment. In general, this approach to
group therapy is considered “nondirective,” and
group processes may transpire with only subtle

input from the therapist. As will be seen below,
this approach deviates from more contemporary
group therapy strategies.

Wolf (1975) has emphasized that psychoanaly-
sis can occur in groups as well as on the individual
couch. Wolf believes that the dynamics of the
group are secondary to the individual analysis and
that the role of the therapist is key. In contrast to
individual psychotherapy, group therapy can permit
a deeper analytic experience because individuals can
“lean” on the group and thus increase their anxiety
tolerance. In addition, group members react to one
another, to the therapist, and to relationships of
authority and intimacy. By observing how others
in the group communicate with one another, by
participating in a situation in which the individual
is not the sole object of the therapist’s attention, and
by both receiving help from others and giving help
to them, the individual can achieve an analysis that
is more effective than it might be in the individual
therapy setting.

Typically, these groups consist of eight to ten
members (equal numbers of men and women) who
meet for 90 minutes three times a week. Sometimes
the group meets once or twice a week without the
therapist to facilitate the working through of trans-
ference relationships. Patients often free-associate to
their feelings about other members, report dreams,
and analyze resistance and transference feelings
toward both the therapist and other group mem-
bers. The following excerpts illustrate psychoanalytic
group psychotherapy.

Psychodrama. Another historic approach to
group therapy involved “psychodrama.” This is a
form of role-playing that was developed by
Moreno (1946, 1959). The patients act out roles
much as if they were in a play. This acting is said
to bring about a degree of emotional relief (cathar-
sis) and spontaneity that heightens insight and self-
understanding. Patients may be asked to play
themselves or another role. At times, they may be
asked to switch roles in the midst of a dramatiza-
tion. The drama may involve an event from the
patient’s past or an upcoming event toward which
the patient looks with trepidation.
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A Case Illustration of Psychoanalytic Group Therapy

This particular group consists of three men (A, B, C),
three women (X, Y, Z), and the therapist. The therapist
is a psychoanalytically oriented psychiatrist. The meet-
ing place is the therapist’s office. He arranges chairs in
a circle, seating himself behind his desk. He knows each
of the members, having had them in individual treat-
ment for several to several hundred sessions. The
group meets twice weekly, for an hour at a time, and is
“closed”; that is, no new members will be permitted
during the life of the group. Here, we present excerpts
from the first and the tenth group sessions. The mem-
bers do not know one another when the first session
begins.

Session 1
Therapist: This is our first session in an experience that I

hope will be helpful to each of you. None of you
know each other, and I would like to introduce
you. To my right is Mr. A….

Now that we are through with introductions,
I would like to explain how I think we should
operate, and make some remarks that I hope will
help us in getting the greatest value out of group
psychotherapy.

Each of you has been in individual therapy
with me. But we are starting here afresh. I will not
reveal in the group any information that I may
have about you that I have obtained prior to
today. In general, the same rules will hold as in
individual therapy—that is to say, you will speak
about whatever may be in your mind, and I will
try to tell you whatever I see in your statements.
You may try to analyze one another if you wish. I
expect that each of you will respect each other’s
confidences. While I cannot give you any guaran-
tees about the other members, I know each of you
rather well, and I have every confidence in the
integrity of each of you. But at the same time you
will do well to use your good judgment on what
to talk about.

I don’t expect to talk in the future as much as I
will today in the first session, but let me continue a
bit more with some further information. First, psy-
chotherapy is psychotherapy, no matter in which
mode it is found. Essentially, it is a problem of self-
understanding, learning what unconscious motives
excite us to behavior. We want to attain insight, so
that we will understand what is behind our
behavior and our reactions. The goal of psycho-
therapy is increased satisfaction with ourselves and

greater improvement in social behavior. Second,
you may be somewhat suspicious about this
method, and you think, as I know from talks with
each of you, that it may be difficult for you to
reveal yourself to others. I think you all share this
feeling. However, if you will be able to defer
judgment and share in the discussions, you may
find that the group method will be valuable and
more useful than you believe now. Third, the
experience of being in the group per se may not be
of value, unless you participate. As trite as this may
seem, you will probably get no more out of the
situation than you put in. And finally, we may
experience all sorts of positive and negative atti-
tudes about one another. These transferences are
an essential part of psychotherapy, and you should
not be upset if you go through these experiences.

I think that I have said enough, but let me
conclude by saying that I am very optimistic about
the potentialities of what we are doing, and that
I have great hopes we shall all benefit. And so, let
us now start.

Session 10
Therapist: Well, I guess we are all here and ought to

begin. I wonder how things have been going with
Miss Z? She seemed to be right in the midst of a
problem when we stopped last session.

A: I was wondering about that too. I hoped that she
was able to make out.

Z: Well, I thought quite a lot about what we discussed,
and I am glad to say that I think I made progress. I
realized that I was fighting with my mother
because of resentment I had to her, and that I
really did not love her as much as I thought. Then,
it came to me, I was really too dependent on her
and it would be much healthier if I were able to
deal more realistically with her. After all, it wasn’t
good for her, either.

Y: Then you think you really don’t love your mother?

Z: I wouldn’t say that. What I think is true is that I am
overly dependent on her, and that my resentment
of her was really a resentment of myself because,
because … no one really loves me. [Begins to cry]

X: I feel that Z is wrong. People can love her, just any-
body can be loved, but in order to be loved, you
have to love others.
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In general, psychodrama involves a patient, a
stage on which the drama is played, a director or
therapist, “auxiliary egos” (other patients, therapeu-
tic aides, and others), and an audience. The director
assigns the patient a role, and the supporting cast is
made up of the auxiliary egos. The audience can
provide acceptance and understanding and may
even participate contemporaneously.

Moreno contended that acting out a situation,
listening to the responses of the auxiliary egos, and
sensing the reactions of the audience lead to a dee-
per kind of catharsis and self-understanding. He
believed that this is much more effective than sim-
ply “talking” to a therapist. Particularly for patients
who are inhibited or lack social skills, psychodrama
can lead to improved levels of self-expression and to
the development of heightened social skills. A
recent meta-analysis suggests that psychodrama is
an efficacious treatment, although this was based
on a relatively small number of studies (Kipper &
Ritchie, 2003).

Transactional Analysis. Eric Berne (1961) was
the developer of and the dynamic force behind
transactional analysis (TA). TA is essentially a process
in which the interactions among the various aspects
of the people in the group are analyzed. Analyses
often focus on three chief “ego states” within each
person: the Child ego state, the Parent ego state,
and the Adult ego state. Each state is composed of
positive and negative features. The positive Child is
spontaneous, uninhibited, and creative. The

negative Child is fearful, overly emotional, or full
of guilt. On the positive side, the Parent state may
be characterized as supportive, loving, or under-
standing. The negative Parent is punishing and
quick to condemn. The Adult ego state is less ori-
ented toward feelings and emotions and is more
involved with logic, planning, or information gath-
ering. But the Adult can be reasonable (positive) or
nonspontaneous (negative).

Depending on how a person was raised, he or
she will manifest various aspects of these positive
and negative characteristics. A child who was over-
supervised or overregulated by the parents might
develop an inhibited or guilt-ridden ego state. As
a result, if a person in the TA group setting discusses
sex in a pompous, authoritative way, and the inhib-
ited person is then asked to respond, she or he may
be unable to do so or may respond under great
tension. The therapist might then point out how
each person is playing negative roles (either Child,
Adult, or Parent). One person is playing a negative
Parent role by being pompous and authoritative.
The other person is responding in a negative
Child fashion by being inhibited and tense.
Repeated analyses of the interactions among
group members reveal the ego states that they typi-
cally employ. These analyses lead the patients
toward more rational, appropriate ways of thinking
that are closer to the Adult ego state (positive).

The units that are analyzed are transactions—the
stimuli and responses that are active between ego
states in two or more people at any given moment.

A: Even in this group, Z seems to keep aloof and won’t
let others get too close to her.

Z: It is as though my mother and I formed a combina-
tion against the whole world. My father left her,
and so she depended on me, and I was frightened
of the world by her, and so the two of us were
alone together, and I had little to do with anyone
else. It is a pretty bad situation.

Therapist: Let us try to understand this. I think you are
touching something of great value. Both you and
your mother formed a cabal against the world. I
think you resent her complete possession of you.

But now you are aware that it isn’t only love you
have for your mother, but also hatred. However,
you begin to understand how you came to
depend on your mother, and also how she came
to depend on you. Finally, you are able to see how
you have been emotionally enslaved by her. But it
must be difficult to experience such emotions, and
you must feel alone.1

1. From Methods of Group Psychotherapy, by R. J. Corsini, pp. 160–161,
163–164. Copyright © 1957 by McGraw-Hill, Inc. Reprinted by permission
of the author.
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A transactional analysis involves the determination
of which ego states are operative in a given transac-
tion between people.

Another aspect of TA is the emphasis on games
(Berne, 1964). Games are behaviors that people
frequently use to avoid getting too close to other
people. Such games are orderly transactions that
contain ulterior motives. In TA group therapy,
much effort is devoted to discovering and analyzing
how the members play games with one another.
Berne tends to believe that pseudointimacy rather
than authentic intimacy characterizes TA groups.
The games members play tend to cover their real
feelings and beliefs. He sees one function of the
therapist as that of a teacher who, through ques-
tions, interpretation, and even confrontation, tries
to bring patients to the point where they can
choose between games and more satisfying
behavior.

TA tends to be a swift-moving, action-oriented
approach. There is an emphasis on the present and a
sense of grappling with immediate problems that
makes it attractive to many patients and therapists.
TA has an aura of responsibility, of learning how to
choose between options, and this can be a desirable
alternative to more traditional forms of group ther-
apy that often appear to lumber along at an agoniz-
ingly slow pace. There is also a conceptual
simplicity to the whole technique that seems to
make it understandable and perhaps more accept-
able to patient and professional alike.

Yet this very simplicity, coupled with the zeal
and entrepreneurship of some TA practitioners, has
led to a popularization that can be dangerous.
Critics argue that human problems are complex
events that cannot easily be translated into games
and that any gains from such procedures are there-
fore likely to be short-lived. Certainly, there is little
in the research literature to calm such fears because
TA therapists rarely produce research.

Gestalt Groups. Gestalt group therapy is difficult to
categorize. Like psychoanalytic group therapy, it is
oriented toward the experience of the individual
patient. At the same time, its emphasis on resident
seminars, weekend retreats, brief workshops, and

general popularization gives it a distinct flavor of
the encounter movement (e.g., Rogers, 1970).
These features may have stemmed in part from
the strong and at times flamboyant nature of Fritz
Perls (the leader of the Gestalt movement), coupled
with the considerable publicity that was given the
Esalen Institute in Big Sur, California.

As we saw in Chapter 13, Gestalt therapy
focuses on leading the patient to an awareness of
the “now” and an appreciation of one’s being in
the world. In group therapy, this is achieved by
concentrating on one member at a time. The ther-
apist focuses on the patient, while the other group
members serve as observers. This has been dubbed
the “hot seat” approach. Patients are asked to expe-
rience their feelings and behavior—to lose their
minds and find their senses. Other members of
the group are not just passive observers; they may
be called on to say how they regard the person in
the hot seat. At times, there are bits of role-playing,
the reporting of dreams, and dialogues between
patients (Perls, 1973). But regardless of whether a
member is an observer or in the hot seat, there
tends to be intense involvement in the proceedings.
As with TA methods, the popularization of the pro-
cedures, the lack of research on the results, and the
emotionality involved all make it difficult to assess
the effectiveness of Gestalt group therapy and to
determine whether its effects generalize beyond
the specific situation or weekend.

Behavior Therapy Groups. Group behavior ther-
apy, a fairly popular mode of group therapy in con-
temporary clinical psychology, seems to have
grown out of considerations of efficiency rather
than a primary decision to focus on the dynamics
of group interactions (Lazarus, 1975; Rose, 1991).
It is entirely feasible to conduct desensitization ses-
sions, model interpersonal skills, or use cognitive
restructuring interventions in a group setting
(Rose, 1991). For example, it is possible to teach
patients in a group setting how to relax, and it is
equally possible to establish common anxiety hier-
archies simultaneously with several patients. Where
such procedures are feasible, it is certainly efficient
to use them. In contrast to other group therapy
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approaches, the therapist in group behavioral ther-
apy often plays a very active, almost didactic role,
providing lessons, skills training, and homework
assignments.

Behavioral and cognitive-behavioral groups are
usually time limited (e.g., 12 sessions) and are com-
prised of patients with similar problems. As in most
behavior therapy treatments, these group members
complete a number of assessment instruments
before, during, and after treatment to monitor
progress. Rose (1991) provides a number of exam-
ples of how reinforcement, modeling, problem
solving, and cognitive interventions are imple-
mented in behavior therapy groups. Research has
supported the efficacy of behavioral and cognitive-
behavioral group interventions for the treatment of
depression, social skills deficits, pain, agoraphobia,
and other conditions (Rose, 1991).

For example, a group approach is usually the
treatment of choice for assertiveness training.
Groups provide nonassertive individuals with an
excellent environment in which to confront their
problems, reduce their fear of being assertive, and
learn acceptable methods of self-expression. Such
groups typically involve direct teaching, with the
therapist describing the group’s goals and the
problems that nonassertiveness can generate for
people. Assertiveness training groups are usually
also characterized by such features as cooperative
problem solving, honesty, and acceptance among
group members. Group members are provided
with opportunities to comment and to criticize
the manner in which they present themselves.
New assertiveness skills are demonstrated and
practiced, and homework assignments are often
given, followed by group discussion of their
success.

Another example is cognitive-behavioral group
therapy for social phobia. Heimberg and Becker
(2002) present a detailed description of this treat-
ment. Briefly, group members are first introduced
to a cognitive-behavioral model of social phobia
that incorporates cognitive, behavioral, and physio-
logical components. After the basics of cognitive-
behavioral therapy are introduced, the group sessions
focus on exercises concerning in vivo or simulated

exposure to feared situations, cognitive restructuring,
and the development of skills that involve identifying
and modifying cognitive biases that serve to produce
and maintain symptoms of social phobia. This treat-
ment approach to social phobia has proven effica-
cious (Burlingame, MacKenzie, & Strauss, 2004)
and, due to the nature of social phobia, is arguably
the treatment of choice.

Group therapy also is popular in working with
young children and adolescents. Because youth are
often comfortable with a classroom-type setting,
the use of a group approach can be a nice fit for
work on reducing aggressive behavior, anxiety, or
the development of social skills, for instance. In
some cases (e.g., groups of youth with pervasive
developmental disorders, such as high-functioning
autism), the group setting allows for immediate
practice of skills that may be otherwise hard to
obtain.

Group behavioral therapy meetings, like other
time-limited approaches, typically take place on a
weekly basis for a predetermined number of sessions
(e.g., eight sessions for a group consisting of mem-
bers dealing with a life crisis). Often, the group has
been comprised following a careful pregroup prep-
aration and screening to ensure that potential group
members have similar issues and the requisite skills
to contribute to the group.

Box 15-1 describes the application of this
approach to patients with personality disorders.

The Arrangements

Because of the wide variety of group approaches
used by clinicians, it may be somewhat misleading
to give a general description of the arrangements for
group therapy. Despite the diversity of techniques,
however, there are some general similarities. For
example, most groups consist of five to ten patients
who meet with the therapist at least once a week
for 90-minute to 2-hour sessions. The members are
often seated in a circle so that they can all see each
other. Sometimes they are seated around a table,
sometimes not.

The composition of the group may vary
depending both on the therapist’s convictions and
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on practical considerations. Some therapists feel
strongly that a heterogeneous group is best—
one that includes women and men with a variety
of problems, backgrounds, and personalities. Other
therapists feel that homogeneous groups are best—
groups composed, for example, exclusively of
alcoholics or patients with phobias. They believe
that homogeneity makes for greater efficiency,
quicker understanding, and mutual acceptance
(e.g., Budman & Gurman, 1988). In institutional
settings with large numbers of patients, it is rela-
tively easy to establish homogeneous groups. In
private practice, however, the therapist may have
no alternative except to use heterogeneous groups.
Most therapists agree that certain kinds of patients
must generally be excluded. These include those
with severe cognitive limitations, the grossly

psychotic, and persons who are especially prone
to disrupt the group process (e.g., those who
monopolize group discussions or are extremely
antagonistic).

In some instances, the therapist sees all group
members concurrently on an individual basis. In
others, the therapist sees the patients only at
group therapy meetings. At times, some therapists
like to use a cotherapist (often a therapist of the
opposite sex who will add another dimension to
such processes as transference). Some groups meet
occasionally without a therapist. Whatever the
exact format, the role of the group leader is critical.
In some groups, there are prohibitions against
extracurricular fraternizing; other therapists feel
that such prohibitions are unrealistic. Open groups
admit a new member whenever someone leaves the

BOX 15-1 Focus on Clinical Applications: Time-Effective Group Psychotherapy for Patients
with Personality Disorders

Budman et al. (1996) discussed how group psychother-
apy can be particularly effective and useful for a group
of patients that are often seen as among the most
difficult to treat—those with Axis II personality disor-
ders. With these patients, group therapy offers special
advantages:

■ The patients’ social/interpersonal behavior can be
directly observed (e.g., being hostile and critical of
others);

■ Group members can provide on-the-spot feedback
regarding the adaptive and maladaptive aspects
of a patient’s interpersonal behavior (e.g., “When
you said that I don’t know what I am talking
about, I felt hurt and angry at you.”)

■ Patients have a chance to modify their interper-
sonal behavior in a group setting;

■ Peer pressure may encourage the individual group
member to decrease problematic behaviors (e.g.,
verbally lashing out at others) and to increase more
adaptive responses (e.g., telling another member
that she or he felt hurt by a particular comment); and

■ The group essentially serves as “a social microcosm
of the ‘real-world’.” (Budman et al., 1996, p. 331)

A number of other features are noteworthy.
Budman et al.’s (1996) time-effective group

psychotherapy (a) has an interpersonal focus;
(b) requires the therapist/leader to actively facilitate
the group process (e.g., “jump-starting” the group,
setting limits on actions that are destructive to the
group); (c) is time limited to encourage change; (d)
encourages patient responsibility, goal-setting, and
monitoring of progress toward the goals; (e) uses
homework assignments to encourage change; and (f)
utilizes session summaries to tie together group
process, recurring themes, and individual progress.

Group members are evaluated for appropriate-
ness based on an extensive screening (via an individual
session with the group leader) and a pregroup work-
shop in which all prospective members meet to intro-
duce themselves, to complete small-group tasks (e.g.,
role-play problematic interpersonal behaviors and then
alternative behaviors), and to complete a whole-group
exercise (e.g., planning a party). In this way, the group
leader can assess each prospective member’s appropri-
ateness for the group—does he respond well to limit-
setting? Does she use feedback appropriately? Is he
able to engage with other group members?

Budman et al. (1996) report that such a treat-
ment is likely to lead to better affective control,
the development of better coping skills, and
improved interpersonal behavior in patients with
personality disorders.
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group; closed groups admit no new members once
the group has begun to function. Issues of confi-
dentiality in group therapy can be important. In
explaining group arrangements and “rules” to
group members, the therapist may find it necessary
to state that, although all members should maintain
the confidentiality of the sessions, no final guaran-
tees can be offered (see the case illustration earlier in
the chapter).

The Curative Factors

The diversity of group approaches is apparent. Yet
underlying all of them are common threads that
speak to the utility of group therapy. Yalom
(1975) has specified a set of curative factors that
seems to define the essence of what these group
methods offer:

1. Imparting information. Group members can
receive advice and guidance not just from the
therapist but also from other group members.

2. Instilling hope. Observing others who have
successfully grappled with problems helps to
instill hope—a necessary ingredient for any
successful therapy experience.

3. Universality. Listening to others, one discovers
that he or she has the same problems, fears, and
concerns. Knowing that one is not alone can
be highly rewarding.

4. Altruism. In the beginning, a group member
often feels useless and demoralized. As it
becomes apparent that one can help others in
the group, a feeling of greater self-value and
competence emerges.

5. Interpersonal learning. Interacting with others in
the group can teach one about interpersonal
relationships, social skills, sensitivity to others,
resolution of conflicts, and so on.

6. Imitative behavior. Watching and listening to
others can lead to the modeling of more useful
behaviors. Group members learn from one
another.

7. Corrective recapitulation of the primary family. The
group context can help clients understand and

resolve problems related to family members.
The effects of past family experiences can be
dissolved by learning that maladaptive coping
methods will not work in the present group
situation.

8. Catharsis. Learning how to express feelings
about others in the group in an honest, open
way builds a capacity for mutual trust and
understanding.

9. Group cohesiveness. Group members become a
tightly knit little group that enhances self-
esteem through group acceptance.

Does Group Therapy Work?

Reviews of the research literature assessing the effi-
cacy of group psychotherapy consistently conclude
that group treatment is more effective than no
treatment (e.g., Burlingame et al., 2004). This is
particularly true for adults and youth with diagnoses
of panic disorder, social phobia, or eating disorders
and for those treated with cognitive-behavioral
group therapy. However, group treatments do not
appear to be any more effective than other forms of
psychotherapy (Burlingame et al., 2004). The major
advantage of group therapy is that it is more effi-
cient and more economical, especially the time-
limited group treatments.

In general, research on group therapy has not
advanced much beyond answering the general ques-
tion of overall effectiveness (Bednar & Kaul, 1994;
Riva & Smith, 1997). However, some believe that
evidence is mounting to show the differential effec-
tiveness of certain group models of treatment in dif-
ferent psychological disorders (Burlingame et al.,
2004). Although theorists such as Yalom have pro-
posed a variety of “curative factors” or other variables
that may influence outcome in group treatment (e.g.,
group leadership style, the necessity of pregroup
training), relatively few studies have been conducted
that critically examine the effect of these factors. The
studies that have been completed are plagued with a
number of conceptual and methodological problems.
Clearly, more research investigating the process of
group psychotherapy and the proposed curative
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factors is needed to better understand why and
how group therapy works (Bednar & Kaul, 1994;
Burlingame et al., 2004; Rose, 1991).

The Future of Group Therapy

Despite the economy and efficiency of group treat-
ments, they appear to be underutilized. One major
reason is that clients and therapists alike tend to
view group therapy as a second-choice form of
treatment. Fewer clients are referred for group ther-
apy as compared with other forms of treatment, and
even those who are referred may not follow
through and join a group. However, there is evi-
dence that the demand for group therapy may be
increasing (Burlingame et al., 2004).

Managed behavioral health care is likely to
make group therapy a more viable option in the
future (Steenbarger & Budman, 1996). Group ther-
apy is attractive to therapists and managed care
organizations because it can save staff time (and ulti-
mately money) in the care of less severely disturbed
patients (MacKenzie, 1994), and it offers an
alternative to inpatient treatment in some cases
(Steenbarger & Budman, 1996). However, to take
advantage of these opportunities, group therapists
need to better educate the public and health care
professionals about this mode of treatment, aggres-
sively lobby governments and managed behavioral
health care companies to financially support group
therapy as a service, and better educate themselves
about managed care and the health care needs that
remain unfulfilled (Steenbarger & Budman, 1996).

FA MILY THERAPY

Generally, when a member of a family develops a
problem, everyone in the family is affected. Increas-
ingly, families are going into therapy as units in an
attempt to fathom the nature of their difficulties and
the means by which to deal with them. Family ther-
apy is a burgeoning field, as indicated by the numer-
ous handbooks and overviews of the field that appear
every year. Further evidence of this interest is the
special sections on the treatment of families that

appear frequently in clinical journals such as the
Journal of Consulting and Clinical Psychology.

However, it is important to note that family ther-
apy differs somewhat from simply involving family
members in treatment. Indeed, it is quite common to
involve parents in the treatment of youth, or sporadi-
cally to involve spouses, siblings, or additional support
members in the treatment of patients more generally.
In fact, most therapeutic approaches with children
involve substantial interaction with parents to help
change the context in which children are raised.
Some therapists may even refer to these instances as
“family therapy sessions.” Yet, true “family therapy”
often is characterized by a unique approach to treat-
ment involving the conceptualization of psychological
symptoms as arising from the family system.

The Development of Family Therapy

Fruzzetti and Jacobson (1991) trace the origins of
family therapy to the 19th-century social work
movement. However, family therapy did not
immediately gain prominence. It was not until the
mid-20th century that family therapy became a
popular form of treatment. Some of the delay had
to do with the long-standing dominance of psycho-
analysis. The perspectives of behaviorism and
humanism paved the way for an alternative treat-
ment like family therapy to become a viable option
for clinicians. The problems of individuals were
conceptualized in systemic terms, as a manifestation
of some type of family dysfunction. This new per-
spective on clinical problems was most evident in
some of the conceptualizations of severe mental
disorders such as schizophrenia.

In trying to understand schizophrenia, a Palo
Alto research group (Bateson, Jackson, Haley,
Satir, and others) approached the problem from a
communication point of view. To influence a fam-
ily member, one must deal with the entire family
system (Jackson & Weakland, 1961). Related to the
idea of the family as a unit is the concept of the
double-bind (Bateson, Jackson, Haley, & Weakland,
1956). For example, a child might be told by a
father, “Always stand up for your rights, no matter
who, no matter what!” But the same father tells the
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same child, “Never question my authority. I am
your father, and what I say goes!” The contradic-
tion inherent in the two messages ensures that no
matter what the child does in relation to the father,
it will be wrong. According to the Bateson group,
the contradiction, the father’s failure to admit that
there is a contradiction, and the lack of support
from other family members can provide fertile soil
for the development of schizophrenia. Actually,
there is very little empirical support for the
double-bind theory of schizophrenia. Indeed,
there has been a failure even to establish such com-
munications as reliable phenomena. But the
hypothesis was a remarkably fertile one because it
nourished much of the Palo Alto family therapy
work. This illustrates the point that the value of
concepts and research does not reside exclusively
in their rightness or wrongness. Their heuristic
value—that is, the extent to which they stimulate
new work, new ideas, or new procedures—is also
important.

Theodore Lidz and his research team also
emphasized the family in the etiology of schizo-
phrenia (Lidz, Cornelison, Fleck, & Terry, 1957a,
1957b). When marriage partners fail to meet each
other’s psychological and emotional needs, one
partner may form a pathological alliance with the
child, ultimately precipitating the child’s schizo-
phrenia. Bowen’s (1960) observation of schizo-
phrenic patients who lived together with their
parents in a hospital ward for sustained periods led
to the conclusion that the entire family unit was
pathogenic, not just the patient. Ackerman (1958,
1966) reached similar conclusions. This work is
important not because it explained the etiology of
schizophrenia (it did not) but because such work
and that of Satir (1967a), Haley (1971), Jackson
(1957), and Bell (1961) gave impetus and direction
to the family therapy movement—a movement
rich in technique, theory, and history.

The Concept of Communication

From the time of its origins in the work on schizo-
phrenia, family therapy has emphasized communica-
tion. Pathology has typically been seen as a failure of

communication among family members. This com-
munication focus can be seen in what many regard
as the central concept in family therapy—general
systems theory. Family therapy deals with the rela-
tionship between the individual family member
and the family system. The family is conceived of
as a system, which family therapy seeks to alter in
some important way. Many conceptualize the fam-
ily as constantly striving to maintain a homeostasis.
One person’s behaviors (e.g., a child’s developmen-
tal delays) may shift attention away from a conflic-
tual marital relationship. Sometimes the family
successfully adapts to their particular pattern of
interaction within this system. However, when
the system changes (e.g., the child gets older and
is no longer experiencing significant delays), then
the system is unable to adjust to a new homeostasis.
General systems theory would suggest that this
“unbalanced” state is the focus for family therapy.
The therapist achieves positive change by using
feedback that alters the way the system functions
and reestablishing a new, healthy homeostasis.

Forms and Methods

There is no clear, consensual definition of what con-
stitutes family therapy. Indeed, there is not even a
consensus on who should conduct it. The general
procedures of family therapy are carried on by psy-
chologists, psychiatrists, social workers, counselors,
and others. Family therapists and counselors are
trained in several different programs, including clini-
cal psychology, counseling psychology, psychiatry,
social work, family and child development, and edu-
cation. All of this, of course, makes for considerable
confusion and some squabbling over professional
credentials. Some therapists use family therapy as
only one of several techniques; others are exclusively
family therapists. With so little agreement as to who
is qualified to conduct family therapy, is it any won-
der that the specific techniques employed (which
actually seem to have much in common) are given
such distinctive titles? Thus, we have family therapy,
behavioral family therapy, conjoint family therapy, concur-
rent family therapy, collaborative family therapy, network
family therapy, structural family therapy, multiple family
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therapy, and on and on. Theoretical approaches range
from the systemic, to the psychodynamic, to the
behavioral, and on to those that purport to integrate
various theoretical practices.

The Goals. Most family therapists share the pri-
mary goal of improving communication within the
family and deemphasize the problems of the indi-
vidual in favor of treating the problems of the fam-
ily as a whole. However, once we get beyond such
general statements, there seems to be some disarray
of purposes and goals. For example, many therapists

who talk about the family system still seem to view
family therapy as a kind of context in which to
solve an individual’s problems. Seeing the family
together becomes a technique (perhaps a more effi-
cient one) for inducing changes in the individual
patient. Other family therapists are devoted to the
philosophy that regarding the family as a unit and
working with it as such will enhance that unit.
Although this may benefit the individual members,
the real focus is on the family. As in most enter-
prises, the largest number of family therapists falls
somewhere between the two extremes.

BOX 15-2 Clinical Psychologist Perspective: Greta Francis, Ph.D., ABPP

Dr. Greta Francis received her B.S. in psychology from
the University of Pittsburgh in 1982 and completed her
M.S. and Ph.D. in clinical psychology at Virginia Tech in
1987. She returned to the University of Pittsburgh
School of Medicine for her predoctoral internship at
Western Psychiatric Institute and Clinic and then stayed
on to do a National Research Service Award postdoc-
toral fellowship. Upon completion of her fellowship in
1988, Dr. Francis moved to Rhode Island for a faculty
position at Brown in the department of psychiatry and
human behavior and a job as a staff psychologist on
the adolescent inpatient unit at Bradley Hospital. She
assumed the role of coordinator for training in clinical
child psychology for the internship program shortly
after arriving at Brown. In 1989, Dr. Francis was pro-
moted to assistant chief of services for the adolescent
unit. After four years on the inpatient unit, she
accepted a position in a school-funded day treatment
program on the Bradley campus and moved into the
role of clinical director of that program. Dr. Francis was
promoted to associate professor in 1997, and, in 2003,
became an associate director for the clinical psychology
training consortium. In 2008, Dr. Francis was board
certified in clinical child and adolescent psychology.

We asked Dr. Francis a few questions about her
background, her interests and expertise, and her pre-
dictions for the future of clinical psychology and family
therapy.

What originally got you interested in the
field of clinical psychology?
As the daughter of a nurse and a psychiatrist, I had an
interest in some sort of helping profession since

childhood. While an undergraduate at Pitt, I became
fascinated (briefly) with biological psychology after
taking classes from an amazing teacher, Dr. Frank
Colavita. His ability to engage students in the subject
matter was remarkable, but I eventually realized that I
was more interested in clinical work than laboratory
work. I had the opportunity to be a research assistant
in two different clinical labs at Pitt. One was an adult
social skills lab in the department of psychology and
the other was a child psychopathology lab in the
medical school. I learned a lot from both but definitely
was drawn more to working with kids. When I went to
graduate school, I was incredibly fortunate to end up
in the lab of my mentor, Dr. Thomas Ollendick. Dr.
Ollendick is a child clinical psychologist, so that is
where I first learned what it meant to be a child clinical
psychologist. My training incorporated developmental
psychopathology within a cognitive-behavioral frame-
work. At that time, I was absolutely certain that I
wanted to return to a graduate program in clinical
psychology to start my career when my training was
done. Certain, yes, until I went to a medical school for
my internship. I then became absolutely certain that I
wanted to work in a medical school. Right now, I‘m
seeming kind of flighty, huh? Some might say flighty,
while others might say that I was relying on experien-
tial learning to guide my decision making.

Describe what activities you are involved in
as a clinical psychologist.
When I left graduate school, I knew I wanted to stay
involved with “faculty stuff” but it never occurred to
me that I would end up on the faculty at Brown
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running a school for students with psychiatric and
developmental disorders. My job now is multifaceted
and always busy. I can say honestly that I’ve never been
bored at work. Exasperated at times? Yes. Delighted?
Frequently. Amazed at the resiliency of students when
given structure and support? Always.

I believe that the key to feeling satisfied at work is
the ability to continue to grow and learn. What I do
now has been informed and shaped by what I’ve
learned over time. For example, I remain committed to
CBT as an evidence-based treatment for many child-
hood disorders, but the way I practice CBT has changed
having worked in a setting where students stay for
lengthy periods of time and have very complicated
symptom presentations. Now I spend more time
establishing rapport and providing education about
the child’s mental illness and how CBT works. I set
smaller goals that can be practiced with support very
frequently, rely on other professionals to help carry out
treatment tasks, fade support over longer periods of
time, and am able to assess when booster sessions
might be necessary because of my continued access to
the student.

One of my greatest pleasures is the opportunity to
teach. I am fortunate to be able to teach advanced
trainees in clinical child psychology and child psychia-
try. My job also affords me the luxury of teaching
introductory psychology to small groups of high school
students at my school. These students are eager to
learn about psychology, and working with them keeps
me motivated to make the subject matter as interest-
ing and entertaining for them as it was for me when I
first got interested in psychology. In addition to
teaching students, I run educational workshops for
educational and mental health professionals in the
community and provide in-service training workshops
for staff at my school. Recently I was part of a work-
shop series designed to provide training in CBT for
anxiety disorders for mental health professionals in the
community. A recent in-service training topic for my
school staff was the impact of chronic trauma on the
emotional and academic functioning of students in
school.

In addition to providing clinical services to stu-
dents and families at my school, I supervise assess-
ment, treatment, and consultation conducted by
clinical psychology residents and postdoctoral fellows.
I have a strong interest in the relationship between
supervision and the developmental course of trainees
and supervisors. Each year, one of my child psychiatry
colleagues and I run a seminar for our psychology
residents on the topic of supervision and develop-
ment. Working with trainees who are steps away from

being able to fly independently is tremendously
rewarding. Our residents and fellows are extremely
well trained coming to Brown, so that is a great
motivator to me to keep current so I can facilitate
their development as soon-to-be independent clinical
psychologists.

Two of my other training roles are coordinator of
training in clinical child psychology for our internship
program and associate director of our training consor-
tium. As internship coordinator, I oversee training in
clinical child and pediatric psychology for 5–6 residents
across two hospital settings that include 15+ clinical
rotations and 6+ research placements. I have the
pleasure of working with faculty who are committed
to training and who excel as teachers and supervisors
of clinical and research work. As an associate director of
the training consortium, I work closely with our training
director and fellow associate directors on big-picture
issues affecting our training program (e.g., preparing
for site visits, facilitating faculty development).

Lastly, I am involved in clinical administration in a
variety ofways. As clinical director of the Bradley School,
I am responsible for all aspects of the clinical and edu-
cational services provided to students. I am very fortu-
nate to work with an extremely talented staff who
make the job of running the school a daily pleasure. We
are one of five Bradley School sites in RI, so I also work
closely with the clinical directors of our sister sites on
tasks as diverse as coordinating staff training, facilitat-
ing admissions to the schools, and developing a music
education program for the students.

What are your particular areas of expertise or interest?
I identify myself as a cognitive-behavioral therapist
who has developed expertise in treating students with
a variety of psychiatric disorders within a school set-
ting. I have the most interest in youth with anxiety,
mood, and psychotic disorders. Given the nature of
referrals to my school, I get to work with a large
number of adolescents newly diagnosed with psychotic
disorders. The empirical literature on treating psychosis
in adolescents is very limited, so I have looked to adult
literature on psychotic disorders to learn how to help
these kids and families understand and manage their
symptoms (using both medication and CBT strategies)
to maximize their functioning inside and outside of
school. I have extensive experience with classroom-
based behavior management. I’ve learned how to set
up and implement a school-wide classroom behavior
management system that is structured, predictable,
reinforcing, and flexible enough to meet the needs
of students across the age range and with varying

(Continued)
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Some General Characteristics. Certain aspects
of family therapy differentiate it from the customary
individual therapy. For example, family members
have a shared frame of reference, a common his-
tory, and a shared language of connotations that
may be foreign to the therapist. The therapist has
to learn the family roles and something about the

family’s idiosyncratic subculture. This information
is used to enhance communication or to confront
family members. At the same time, the therapist
must remain detached and not become overly iden-
tified with one faction of the family at the expense
of another. This can be a difficult and delicate task
because family members will often attempt to use

psychiatric disorders. Finally, I have expertise in the
systems issues inherent in running a school for students
with psychiatric disorders. I know how to work with
professionals from a variety of disciplines to facilitate
their ability to do their best work and make progress
toward shared goals for our students.

What are the future trends you see for clinical
psychology?
I see a need to continue to disseminate evidence-based
treatments for childhood disorders to mental health
practitioners in the community so that more youth
have access to the most effective treatments available.
By virtue of working in an internship training program,
I also see the necessity of resolving the now chronic
issue of the mismatch between the smaller number of
internship slots available and the larger number of
applicants coming out of graduate programs.

What are the special challenges involved in working
with adolescents in a family or group context?
The developmental differences between a 13-year-old
and a 19-year-old are enormous as teenagers tackle
many transitions from middle school to high school
and beyond. When working with adolescents, it is
important to acknowledge the increasing importance
of peer relationships and the need to facilitate the
development of independence and autonomy.

In the context of family therapy, learning to nego-
tiate and problem-solve within the family is a necessary
skill for teenagers and their parents. It is particularly
important to support parents as they negotiate a dif-
ferent relationship with their adolescent than they had
with their child. Parents have to manage the often scary
process of letting their teenager try new things even
though they know their teen isn’t always going to suc-
ceed. The family therapist has to juggle the roles of
coach for the teenager and the parents in order to
model effective problem-solving skills.

In group therapy, it is important for therapists to
be thoughtful when determining the membership of
therapy groups. For example, groups consisting only of
teenagers with conduct problems run the risk of facili-
tating more maladaptive behaviors among group
members. Group therapists also must be mindful of
setting clear rules about confidentiality among group
members, particularly in this time of easy access to
social media.

Greta Francis

BOX 15-2 Clinical Psychologist Perspective: Greta Francis, Ph.D., ABPP (Continued )
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the therapist in their power struggles or in their
defenses against open communication.

A history and assessment process is a typical part
of family therapy. The presenting problem must be
stated and understood. It may be that a son is a
delinquent or a daughter is sexually promiscuous.
It is often interesting and diagnostically important
to see how different family members construe the
same problem in quite divergent ways. Usually, a
family history will be taken. This, too, can have
ramifications. When the family problem is placed
in the larger context of information about the par-
ents’ origins and their early life and marriage, chil-
dren can often attain improved communication and
understanding. Laying out the entire panorama of
family history—its extended members and their
goals, aspirations, fears, and frailties—can lead to
deeper understanding, empathy, and tolerance.
This larger context can promote a shared frame of
reference that was not possible earlier. A child can
begin to learn what it meant for the mother to
relinquish her own aspirations in favor of the family
or what it meant for the father to experience abuse
from his own father. In the controlled setting of the
family therapy room, the parents may, at the same

time, remember (via the current experience of their
children) what it was like to encounter peer
pressure.

Conjoint Family Therapy

In conjoint family therapy, the entire family is seen at
the same time by one therapist. In some varieties of
this approach, the therapist plays a rather passive,
nondirective role. In other varieties, the therapist
is an active force, directing the conversation, assign-
ing tasks to various family members, imparting
direct instruction regarding human relations, and
so on.

Satir (1967a, 1967b) regarded the family thera-
pist as a resource person who observes the family
process in action and then becomes a model of
communication to the family through clear, crisp
communication. Thus, Satir viewed the therapist
as a teacher, a resource person, and a communica-
tor. Such a therapist illustrates to family members
how they can communicate better and thereby
bring about more satisfying relationships. The fol-
lowing excerpts from Satir (1967a) clarify the inter-
action process for a family.

A Case Illustration of Conjoint Family Therapy

Therapist: (to husband) I notice your brow is wrinkled,
Ralph. Does that mean you are angry at this
moment?

Husband: I did not know that my brow was wrinkled.

Therapist: Sometimes a person looks or sounds in a way
of which he is not aware. As far as you can tell,
what were you thinking and feeling just now?

Husband: I was thinking over what she [his wife] said.

Therapist: What thing that she said were you thinking
about?

Husband: When she said that when she was talking so
loud, she wished I would tell her.

Therapist: What were you thinking about that?

Husband: I never thought about telling her. I thought
she would get mad.

Therapist: Ah, then maybe that wrinkle meant you were
puzzled because your wife was hoping youwould do

something and you did not know she had this hope?
Do you suppose that by your wrinkled brow you
were signaling that you were puzzled?

Husband: Yeah, I guess so.

Therapist: As far as you know, have you ever been
in that same spot before, that is, where you
were puzzled by something Alice said or did?

Husband: Hell, yes, lots of times.

Therapist: Have you ever told Alice you were puzzled
when you were?

Wife: He never says anything.

Therapist: (smiling, to Alice) Just a minute, Alice, let me
hear what Ralph’s idea is of what he does. Ralph,
how do you think you have let Alice know when
you are puzzled?

Husband: I think she knows.

(Continued)
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In conjoint and other forms of family therapy,
there are five basic modes of communication (Satir,
1975): placating (always agreeing, no matter what is
going on); blaming (a person’s way of showing how
much he or she can criticize another and thus throw

his or herweight around); super-reasonable (especially
characteristic of teachers, whose words may come out
“super-reasonable” but may bear no relationship to
how they feel); irrelevant (the words are completely
unrelated to what is going on); congruent (the words

Therapist: Well, let’s see. Suppose you ask Alice if she
knows.

Husband: This is silly.

Therapist: (smiling) I suppose it might seem so in this
situation, because Alice is right here and certainly
has heard what your question is. She knows what
it is. I have the suspicion, though, that neither you
nor Alice are very sure about what the other
expects, and I think you have not developed ways
to find out. Alice, let’s go back to when I com-
mented on Ralph’s wrinkled brow. Did you hap-
pen to notice it, too?

Wife: (complaining) Yes, he always looks like that.

Therapist: What kind of message did you get from that
wrinkled brow?

Wife: He don’t want to be here. He don’t care. He
never talks. Just looks at television or he isn’t
home.

Therapist: I’m curious. Do you mean that when Ralph
has a wrinkled brow that you take this as Ralph’s
way of saying, “I don’t love you, Alice. I don’t care
about you, Alice”?

Wife: (exasperated and tearfully) I don’t know.

Therapist: Well, maybe the two of you have not yet
worked out crystal-clear ways of giving your love
and value messages to each other. Everyone needs
crystal-clear ways of giving their value messages.
(to son) What do you know, Jim, about how you
give your value messages to your parents?

Son: I don’t know what you mean.

Therapist: Well, how do you let your mother, for
instance, know that you like her, when you are
feeling that way. Everyone feels different ways at
different times. When you are feeling glad your
mother is around, how do you let her know?

Son: I do what she tells me to do. Work and stuff.

Therapist: I see, so when you do your work at home,
you mean this for a message to your mother that
you’re glad she is around.

Son: Not exactly.

Therapist: Youmean you are giving a different message
then. Well, Alice, did you take this message from
Jim to be a love message? (to Jim) What do you do
to give your father a message that you like him?

Son: (after a pause) I can’t think of nothing.

Therapist: Let me put it another way. What do you
know crystal-clear that you could do that would
bring a smile on your father’s face?

Son: I could get better grades in school.

Therapist: Let’s check this out and see if you are per-
ceiving clearly. Do you, Alice, get a love message
from Jim when he works around the house?

Wife: I s’pose—he doesn’t do very much.

Therapist: So from where you sit, Alice, you don’t get
many love messages from Jim. Tell me, Alice, does
Jim have any other ways that he might not now
be thinking about that he has that say to you that
he is glad you are around?

Wife: (softly) The other day he told me I looked nice.

Therapist: What about you, Ralph, does Jim perceive
correctly that if he got better grades you would
smile?

Husband: I don’t imagine I will be smiling for some time.

Therapist: I hear that you don’t think he is getting
good grades, but would you smile if he did?

Husband: Sure, hell, I would be glad.

Therapist: As you think about it, how do you suppose
you would show it?

Wife: You never know if you ever please him.

Therapist: We have already discovered that you and
Ralph have not yet developed crystal-clear ways of
showing value feelings toward one another.
Maybe you, Alice, are now observing this between
Jim and Ralph. What do you think, Ralph? Do you
suppose it would be hard for Jim to find out when
he has pleased you?2

1. From Virginia Satir, Conjoint Family Therapy, 2nd ed., p. 97–100.
Copyright © 1967 Science and Behavior Books, Inc. Palo Alto, CA. USA.
Reprinted with permission.

A Case Illustration of Conjoint Family Therapy (Continued)
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relate to what is real). Thesemodes of communication
provide, in a sense, the essence of communication and
feeling. They do not negate the role of cognitions, but
they do place the emphasis where Satir believed it
belongs.

Other Varieties of Family Therapy

There are many other types of family therapy. The
following are a sample of the more commonly
encountered versions.

Concurrent Family Therapy. In concurrent family
therapy, one therapist sees all family members, but in
individual sessions. The overall goals are the same as
those in conjoint therapy. In some instances, the
therapist may conduct traditional psychotherapy
with the principal patient but also occasionally see
other members of the family. As a matter of fact, it
is perhaps unfortunate that the last variation is not
used more often as a part of traditional psychother-
apy. Because it is often the case that an individual
patient’s problems can be understood better and
dealt with better in collaboration with significant
others in the patient’s life, the use of such arrange-
ments should facilitate the therapeutic process.

Collaborative Family Therapy. In collaborative
family therapy, each family member sees a different
therapist. The therapists then get together to discuss
their patients and the family as a whole. As we saw
earlier, the use of this approach with child patients
was one of the factors that stimulated the early
growth of family therapy. In a variation of this gen-
eral approach, cotherapists are sometimes assigned
to work with the same family. That is, two or
more therapists meet with the family unit.

Behavioral Approaches to Family Therapy.
Some clinicians (e.g., Liberman, 1970; Patterson,
1971) have viewed family relations in terms of rein-
forcement contingencies and skills training. The role
of the therapist is to generate a behavioral analysis of
family problems. This analysis helps identify the beha-
viors whose frequency should be increased or
decreased as well as the rewards that are maintaining

undesirable behaviors or that will enhance desired
behaviors. Behavioral family therapy then becomes a
process of inducing family members to dispense the
appropriate social reinforcements to one another for
the desired behaviors.

Given the recent developments in cognitive-
behavioral therapy, it is not surprising that this approach
has found its way into the family therapy enterprise.
Similar to cognitive-behavioral therapy for the individ-
ual, the family version involves teaching individual
family members to self-monitor problematic behaviors
and patterns of thinking, to develop new skills (com-
munication, problem resolution, negotiation, conflict
management), and to challenge interpretations of
family events and reframe these interpretations if nec-
essary (Carlson, Sperry, & Lewis, 1997; N. Epstein,
Schlesinger, & Dryden, 1988).

Multisystemic Therapy. A more recent mode
of family therapy, multisystemic therapy (MST)
(Henggeler, 2011; Henggeler & Borduin, 1990;
Henggeler, Schoenwald, Borduin, Rowland, &
Cunningham, 2009), was developed as an interven-
tion for juvenile offenders and their families. The
model behind MST assumes that clinical problems
are determined by multiple factors, including the
individual, the family, the school environment,
and the neighborhood. These influences are viewed
as “systems” of influence within which each person
operates. MST sees the family as the most impor-
tant link in changing problematic behavior, and this
approach is characterized by several key compo-
nents: (a) treatment is delivered in the person’s
home, school, or other community locations;
(b) MST therapists are available for consultation
24 hours a day, 7 days a week; (c) the caseloads of
MST therapists are kept intentionally low (4 to
6 families) in order to provide intensive services to
each family; (d) MST therapists serve on a team in
order to provide continuity of services and to
be available for back-up should the need arise
(Henggeler, 2011). MST uses several evidence-
based techniques (e.g., cognitive-behavioral), and
both individual and family outcomes are tracked.
MST has been shown to be both efficacious
(compared to no treatment) as well as effective
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BOX 15-3 Graduate Student Perspective: David Wagner, M.A.

David V.Wagner is a sixth-year doctoral candidate in clin-
ical psychology at the University ofMissouri. He received
his B.A. in child psychology from the University of
MinnesotaandM.A. fromtheUniversityofMissouri.David
studies the effect of multisystemic therapy (MST) on non-
referred familymembers (e.g., siblings, parents).Davidhas
also been involvedwith adaptingMST for use with ado-
lescents with autism spectrumdisorder and is currently
conductinga randomizedclinical trial toassess theefficacy
of this adapted treatment. After graduation, he hopes to
find a university-affiliatedpositionwhere he can continue
tomodify and evaluate this new adapted treatment for
autism spectrum disorder aswell as continue his research
on the effects of treatment onmultiple familymembers.

We asked David to share his thoughts about
graduate school, as well as his interests and expertise.

What has graduate school in clinical psychology
been for you?
For me, graduate school has been the ideal blend of
research, teaching, and clinical practice. My program
provided me with coursework to supplement my
knowledge base in psychology. It also supplied me with
clinical training and practice experiences that have
helped me to better understand what we know about
whether and how treatment works as well as, and
perhaps more importantly, what we still don’t know
about treatment outcomes and processes. I’ve also had
the experience of instructing undergraduate courses,
from 30 juniors and seniors in an upper-level course to
500 students in an introductory course. Graduate
school has offered me the opportunity to collaborate
with experts in other fields and settings and to conduct
my own basic and applied research. In sum, graduate
school has, for me, been the foundation upon which
my career in this field will be built, whether that be in
research, supervision, dissemination, or teaching.

What things have you least expected about
graduate school?
Most of what I encountered in graduate school fit my
preconceptions.As I hadhoped, I foundgraduate school in
clinical psychology to be a setting populated with bright
and inquisitive individuals who share many of the same
interests. In addition, our graduate program has expect-
edly tested the limits of my abilities and challenged me to
be amore efficient and diligent worker. Despite this, I was
surprised by a number of characteristics of my program. I
hadn’t expected the faculty to be as approachable and
down-to-earth as they were. I also hadn’t expected the

level of specialization that I encountered. That is, a num-
ber of individuals will receive the same degree but have
very little overlap in their areas of research and clinical
experience. Finally, no matter how many times I was pre-
viously informedofmy program’s research emphasis, I was
still surprised at the seemingly much larger value placed
on academic publicationswhen compared to clinical work.

Has graduate school changed you? If yes, how so?
Graduate school has been linked to changes for me in
numerous ways. Some of these changes have been
small, such as an expanded vocabulary, and some large,
such as an increased consideration of multiple alterna-
tive explanations for the behavior of others. Perhaps
the biggest change has been the increased emphasis
that I now place on empirical results, not only in my
study and understanding of psychology but when con-
sidering and making life decisions. For example,
whether I’m choosing a workout routine, shopping for a
used car, or watching a baseball game, I now find
myself more frequently questioning the claims of
others, considering alternative explanations, and
searching for research data that will better help me
understand the information presented to me. That is,
what empirical evidence supports this new workout? Is
there unbiased research on the claim that this car model
will last another 5 years? How meaningful is a player’s
home run total? Although I’ve always considered myself
to be a critical thinker, whether for good or bad, I now
find myself applying the lessons I’ve learned in my
studies not only to psychology but also to my daily life.

Are your professional or research interests similar or
different now than they were when you started
graduate school?
My professional interests and research interests are sur-
prisingly similar to what they were before starting grad-
uate school. In high school, I worked as a provider for a
child with autism, and, as a college undergraduate, I
worked in a lab conducting research related to autism. In
addition, during and after my undergraduate education,
I worked as a group leader and casemanager for children
with mental health disorders and their families. As such,
I came to graduate school hoping to find ways to
better help these populations. Indeed, I now find
myself researching whether family-based therapies
(e.g., multisystemic therapy, MST) have positive effects
on nonreferred family members and am in the process of
adapting and evaluating MST for autism spectrum disor-
ders. In sum, I’ve found that, over time, my program has
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allowed me to pursue research in the very areas that
brought me to graduate school in the first place.

Tell us about the work you have conducted in using
MST while in graduate school.
During my time in graduate school, I’ve had extensive
experience practicing, adapting, and researching MST. I
spent 2 years working with the local juvenile office as a
MST provider for juvenile delinquents and their fami-
lies. I conducted research on whether MST leads to
long-term improvements (e.g., less severe criminal
outcomes) for nonreferred family members (e.g., sib-
lings, parents) when compared to usual services. I’ve
also received over 4 years of supervision in MST from a
cofounder of MST, Dr. Charles Borduin.

Given my separate experience with MST and chil-
drenwith autism, I was fortunate enough to be provided
with an opportunity to collaborate with Dr. Borduin and
experts in autism research, assessment, and practice to
adaptMST for youthswith autism spectrumdisorders and
their families. As part of this project, I spent an additional
year providing MST to youths with autism spectrum dis-
order, learning about how they and their families may
differ from those individuals and families typically seen in
MST and beginning to determine whether this model
would be feasible to adapt and helpful for these youths
and families. I was providedwith the opportunity towork
with this team to consider adaptations to the model and
secure grant funding for future studies. I was then
allowed to train and help supervise MST therapists
responsible for providing this new treatment and over-
saw the collection of outcome data used to assess the
feasibility of using MST with this population. As a whole,
this project has provided me with the experiences I had
hoped to some day gain after graduate school.

Looking back, what activities or experiences were the
most important for you in your graduate school
program?
Experiences, such as providing MST or adapting a treat-
ment model, were perhaps the most interesting and
rewarding for me. However, looking back, I now see that
many of the most important experiences for me in my
graduate program were also those that were the most
stressful and that Iwasmost likely towant to avoid. These
experiences included defending a thesis, orally present-
ing research in front of faculty and peers, and taking
comprehensive exams. Upon reflection, I learned the
most about conducting research, disseminating results,
and both consuming and summarizing clinical research
literature from those experiences.

Any additional hints for those trying to make it
through graduate school in clinical psychology?
I believe that everyone responds a little differently to
the unique stressors and opportunities associated with
graduate school in clinical psychology and therefore
have few blanket recommendations. There are, how-
ever, three things that I do mention to our incoming
students that I found to be helpful for me. First, it is
completely normal to feel as though you are not
competent enough or don’t belong in graduate
school. Many of us feel that way at times, especially
during our first year, regardless of our ability levels.
Second, explore recreational or social outlets outside
of your program. We spend an inordinate amount of
time in classes, labs, and clinics with our peers, and I
feel having at least a few “non-psychology” outlets
helps me when I don’t want to talk shop and/or be
reminded of work. Lastly, don’t spend too much time
fretting and planning for all of the work that you
have to do. Just do it. Looking back, I realized that I
spent endless hours trying to think about or plan for
my work during my early years and am now amazed
by how much more can be accomplished when I just
sit down and work.

David Wagner
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(Henggeler, 2011). Finally, MST has been modified
to address other clinical problems as well, including
youth emotional disturbance, youth substance use
disorder, family abuse and neglect, and child/youth
health problems (Henggeler, 2011).

When to Conduct Family Therapy?

There are no hard-and-fast rules as to when family
therapy is appropriate and when it is not. Most often,
family therapy is begun with an adolescent as the
principal patient. Perhaps the patient’s problems are
so tied up with the family that family therapy is really
the only sensible course. Perhaps the family has
impeded therapeutic progress in the past or has
resisted the therapist’s advice. Alternatively, some
therapists may conceptualize the adolescents’ symp-
toms as a signal that there is trouble somewhere else
in the family unit (e.g., a teen’s acting out keeps
attention away from a conflictual marriage; until
the marital relationship is addressed, it will be hard
to get the adolescent to reduce disruptive behavior).

Sometimes, family crises, such as the death of a
family member, propel the entire family unit into
pathology almost as one. In some families, there are
conflicts over values. For example, an adolescent who
begins to take drugs or becomes totally absorbed in a
cult or a different religion may disrupt the entire
family by seeming to undermine its values. In such
instances, family therapy may be a logical recourse.

Finally, significant marital or sexual problems
may be resolved best by a form of family therapy.
It can, of course, be difficult to determine whether
individual, family, or couples therapy should be
undertaken as a way of working out such problems.
However, family therapy or couples counseling
would seem appropriate when the problems do not
seem to stem from deep-seated emotional conflicts
but from matters that can be dealt with education-
ally, including misguided attitudes, poor knowledge
about sexuality, or lack of communication.

However, family therapy is not a cure-all, and it
is not always appropriate. Sometimes a family is so
disrupted that such intervention would clearly be
doomed to fail. It is also possible that one or more
family members will refuse to cooperate. In some
instances, it quickly becomes clear that a given family

member is so disturbed, so uncooperative, or so dis-
ruptive that the entire process of family therapy
would be poisoned by his or her presence.

Since family therapy involves several people,
one must sometimes consider its possible use in
cost–benefit terms. Although family therapy might
benefit the identified patient of the group, the pro-
cess could have malignant consequences for some of
the other members. Like individual patients, some
families do not possess the psychological strength or
resources to cope with the threatening material that
may come out in family therapy sessions. Deciding
when to use family therapy is often a difficult mat-
ter that requires careful assessment and a great deal
of clinical sensitivity.

Couples Therapy

Although we use the term couples therapy, this
approach is not limited to married couples and
can be provided to unmarried couples, same-sex
couples, and others. There are many issues that
bring couples in to consult with a clinician. In
one sense, couples therapy can be construed as a
form of family therapy. For example, when a hus-
band and wife are seen together and the focus of
treatment is on the marital relationship rather than
on the problems of the individuals, a form of family
therapy seems to be involved.

Although the couples therapy movement, like
the family therapy movement, owes much to inter-
personal theorists such as Sullivan, Horney, and
Fromm, the development of couples therapy as a
discipline can be attributed to pragmatic concerns
(Fruzzetti & Jacobson, 1991). Essentially, a wide
variety of professionals (including doctors and law-
yers), in the course of carrying out their normal
professional duties, became increasingly involved
in attempting to resolve marital conflicts. Fruzzetti
and Jacobson (1991) note the remarkable growth of
couples therapy since the 1960s. Today, the most
popular forms of couples therapy are behavioral
marital therapy, cognitive couples therapy, emo-
tionally focused couples therapy, sex therapy, and
insight-oriented (psychodynamic) couples therapy.
To give the reader a flavor of what techniques
are used in couples therapy, we briefly describe

450 C H A P T E R 15



behavioral marital therapy (Jacobson & Margolin,
1979; Stuart, 1980; Weiss, Hops, & Patterson,
1973) and emotionally focused couples therapy
(Johnson, Hunsley, Greenberg, & Schindler, 1999).

Behavioral Marital Therapy. The beginnings of
behavioral marital therapy (BMT) are often traced to
the work of Richard Stuart (1969). (Again, despite
the use of the term marital, BMT does not require
that the partners be married.) Stuart’s treatment of
marital dysfunction involved the application of
reinforcement principles to couple’s interactions.
A major component of his treatment was a tech-
nique called contingency contracting; spouses were
trained to modify their own behavior to effect a
specific desired change in their mate’s behavior.

Over the years, BMT has broadened to include
a number of additional techniques. Support-
understanding techniques aim to increase positive
behaviors emitted by partners, increase collabora-
tion within the couple, and increase positive feel-
ings in each partner. For example, each partner
generates a list of behaviors that, if produced by
his or her mate, will bring pleasure. Next, each
partner agrees to perform three of the behaviors
from her or his partner’s list before the next session.

Problem-solving techniques involve training couples in
positive communication skills so that effective deci-
sion making and negotiating are possible. For
example, couples are given a list of basic rules of
positive communication skills and then “practice”
these skills within the session. The clinician inter-
venes if she or he thinks it will be helpful (e.g.,
clarifying the appropriate communication skills,
modeling alternative ways to communicate that
are more positive). These and other BMT strategies
are described in more detail in a number of sources
(e.g., Gottman, Notarius, Gonso, & Markman,
1976; Jacobson & Margolin, 1979; Stuart, 1980).

Emotionally Focused Couples Therapy.
Emotionally focused couples therapy (EFT) is a brief treat-
ment that seeks to change partners’ problematic inter-
actional styles and emotional responses so that a
stronger andmore secure emotional bond canbe estab-
lished (Johnson et al., 1999). This treatment approach
assumes that negative affect and associated destructive
interactional styles create marital distress. Further, it is
believed that amore secure attachment to one’s partner
is necessary to stabilize a dyadic relationship.

Johnson et al. (1999) have outlined the nine
treatment steps in EFT (see Box 15-4). The first

BOX 15-4 Focus on Clinical Applications: The Nine Steps of Emotionally Focused Couples Therapy (EFT)

Cycle De-escalation.
Step 1. Assessment—creating an alliance and explicat-
ing the core issues in the couple’s conflict using an
attachment perspective.

Step 2. Identifying the problem interactional cycle
that maintains attachment insecurity and relationship
distress.

Step 3. Accessing the unacknowledged emotions
underlying interactional positions.

Step 4. Reframing the problem in terms of the cycle,
the underlying emotions, and attachment needs.

Changing Interactional Positions.
Step 5. Promoting identification with disowned needs
and aspects of self and integrating these into relation-
ship interactions.

Step 6. Promoting acceptance of the partner’s new
construction of experience in the relationship and new
responses.

Step 7. Facilitating the expression of specific needs and
wants and creating emotional engagement.

Consolidation/Integration.
Step 8. Facilitating the emergence of new solutions to
old problematic relationship issues.

Step 9. Consolidating new positions and new cycles of
attachment behavior. (p. 70)

From Johnson, S. M., Hunsley, J., Greenberg, L., & Schindler, D.,
“Emotionally focused couples therapy: Status and challenges,” Clinical
Psychology: Science and Practice, 6, pp. 67–79. Copyright © 1999
American Psychological Association. Reprinted with permission.
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four steps involve assessment of the couple and
attempts to interrupt the cycle of negative interac-
tions. The next three steps involve helping create
new, more adaptive interactional styles that meet
partners’ needs. Finally, the last two steps of EFT
involve the consolidation of changes made.

Through these steps, partners are better able to
recognize their own emotional and bonding needs
and to modify their interactions with each other. In
this way, they can ensure that these needs are more
likely to be met and that destructive interactional
patterns are minimized.

Do Family Therapy and Couples

Therapy Work?

As with other forms of psychotherapy, it is impor-
tant to evaluate the empirical evidence that speaks
to the efficacy of different forms of family and cou-
ples therapy. Before presenting these data, however,
it is important to note that the measurement of
outcome in family and couples therapy is complex
because of the multiple perspectives that must be
considered (different family members, both
spouses). As in individual psychotherapy research,
self-report measures, ratings by others (e.g., the

therapist), and observational ratings are used exten-
sively in family and couples therapy research.

Family Therapy. Despite the popularity of fam-
ily therapy in clinical practice, relatively few well-
controlled empirical studies have been conducted
to evaluate its effectiveness. One meta-analysis of
this literature (Shadish et al., 1993) computed 44
effect sizes from published articles and unpublished
dissertations (years 1963–1988) that evaluated the
efficacy of family therapy. The average effect size
for any form of family therapy was .47, indicating
that the average treated client was functioning bet-
ter than 68% of those individuals not receiving
treatment. Shadish and colleagues also reported
average effect sizes separately for various types of
family therapy. Eclectic (combinations of orienta-
tions) and behavioral/psychoeducational treatments
were most effective, whereas humanistic and sys-
temic approaches were least effective. These data
are shown in Table 15-1.

Although the Shadish et al. (1993) meta-
analysis gives us a sense of the overall efficacy of
family therapy across modalities and target popula-
tions, another meta-analytic study provides data on
the efficacy of family therapy for specific disorders

T A B L E 15-1 Average Effect Size (ES) and Percentile Equivalent for Selected Forms of
Family Therapy and Couples Therapy

Type of Therapy Mean ES Percentile Equivalent

Any Type of Family Therapy 0.47 68%

Behavioral/Psychoeducational 0.44 67%

Systemic 0.25 60%

Humanistic 0.29 61%

Eclectic 0.55 71%

Any Type of Couples Therapy 0.60 73%

Behavioral/Psychoeducational 0.74 77%

Systemic 0.62 73%

Humanistic 0.12 55%

Eclectic 0.63 74%

NOTE: Percentile equivalent indicates the percentage of those not receiving treatment whose outcome is exceeded by those receiving the treatment in
question.

SOURCE: “Effects of Family and Marital Therapies: A Meta-Analysis,” by W. R. Shadish, L. M. Montgomery, P. Wilson, I. Bright, and T. Okwumabua, Journal of
Consulting and Clinical Psychology, 61, pp. 992–1002. Copyright © 1993 American Psychological Association. Reprinted with permission.
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in a particular family member. Baucom, Shoham,
Mueser, Daiuto, and Stickle (1998) report that fam-
ily treatment appears to be helpful in treating two
particular psychological disorders. Specifically,
family-assisted exposure plus response prevention
treatment for obsessive-compulsive disorder (see
Chapter 14) was superior to the traditional form
of treatment without a family member assisting
(Mehta, 1990). Family therapy has also been
shown efficacious for a second psychological disor-
der, schizophrenia. Baucom et al. (1998) report that
behavioral, supportive, and family systems forms of
family therapy provided for at least 9 months to the
families of patients with schizophrenia appear effi-
cacious in reducing relapse rates for the disorder.
Relapse rates for patients with schizophrenia typi-
cally range between 50% and 75%, but the relapse
rates for patients whose families received treatment
were typically 35% or less.

Finally, Shadish and Baldwin (2003) summa-
rized 20 previous meta-analyses that evaluated the
efficacy of different forms of family therapy. Results
indicated that the average effect size of family ther-
apy across all studies was .58, slightly higher than
their previous estimate (Shadish et al., 1993). No
form of family therapy was consistently superior
to the others.

As for the “ingredients” of successful family
therapy, Sexton, Alexander, and Mease (2004)
point to evidence suggesting that redefinition of
the problem into a “family problem,” the ability to
resolve impasses, strong therapeutic alliances, a
reduction in within-session negative family interac-
tions, and fostering improved family communication
were all linked to positive family therapy outcome.

Couples Therapy. In addition to the data on
family therapy, Table 15-1 presents Shadish et al.’s
(1993) meta-analytic results for couples therapy.
First, it should be noted that even fewer studies
and effect sizes were available to evaluate couples
therapy than family therapy. As can be seen in
Table 15-1, the average effect size for any form of
couples therapy was .60, somewhat higher than for
family therapy. Shadish et al. found great variability
in the efficacy of different forms of couples therapy;

humanistic couples therapy appeared to be much
less efficacious than other forms.

Baucom et al. (1998) provide additional infor-
mation on the efficacy of different forms of couples
therapy. They concur that behavioral marital therapy
(BMT) is efficacious, noting that data suggest that
between one-third and two-thirds of the couples
who receive BMT are likely to be similar to nondis-
tressed couples (based on their scores on outcome
measures of relationship functioning) by the end of
treatment. In addition, Baucom et al. (1998) report
that the available evidence suggests that emotionally
focused couples therapy (EFT) is an effective form of
treatment, especially with mildly to moderately dis-
tressed couples, and that EFT was superior to BMT
in at least one study (Johnson & Greenberg, 1985).
Finally, Baucom et al. note that cognitive, cognitive-
behavioral, and insight-oriented forms of couples
therapy appear promising in their effects to date
and should be investigated further.

More recent studies offer stronger evidence for
the efficacy of couples therapy. For instance,
Powers, Vedel, and Emmelkamp’s (2008) meta-
analyses reveal superior long-term effects for behav-
ioral couples therapy as compared to individual
CBT in the treatment of substance use disorders.
Snyder, Castellani, and Whisman (2006) report sev-
eral examples of couples therapy as an efficacious
approach to treat depressive symptoms, anxiety
disorders, as well as the reduction of several
health-related behaviors (e.g., smoking, overeating,
etc). As noted by Snyder and colleagues, couples
therapy appears to be efficacious not only in reduc-
ing the psychological symptoms of an individual
but also simultaneously addressing related marital-
satisfaction partner issues (e.g., partner aggression,
sexual dysfunctions, extramarital affairs) that are
comorbid with these symptoms.

In summary, reviews of the empirical litera-
ture suggest that, in general, these treatments
appear to be efficacious in reducing relationship
distress. Further, both couples and family therapy
may be useful in the treatment of specific psycho-
logical disorders in individual partners or family mem-
bers (Baucom et al., 1998; Carr, 2009a, 2009b;
Shadish & Baldwin, 2003).
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CHAPTER SUMMARY

Over the years, group, family, and couples therapies
have become more viable treatment options. Group
therapy developed primarily out of the necessity of
managing heavy caseloads. However, some clinicians
came to view group therapy as a treatment of choice.
Unlike its predecessors, contemporary group therapy
is typically time limited (meeting for a predeter-
mined number of sessions) and focused in the pres-
ent. These groups are efficient and economical for
clinicians, managed behavioral health care organiza-
tions, and clients. Unfortunately, from a research
perspective, we know relatively little about group
therapy other than it is more effective than no treat-
ment but no more effective than other forms of
psychotherapy. Again, its main attractions are econ-
omy and efficiency.

The origins of family therapy can be traced
back to the 19th-century social work movement.
Problems of individuals came to be conceptualized

in systemic terms, as a manifestation of some type
of family dysfunction. As with group therapy, many
forms of family therapy exist. They are distinguished
by their methods and techniques as well as by their
underlying theoretical orientation (e.g., behavioral).
Marital therapy, the traditional name for couples
therapy, is a misnomer because there is no require-
ment that participants be married or of different sexes.
The two most frequently studied forms of couples
therapy are behavioral marital therapy (BMT) and
emotionally focused couples therapy (EFT).

There is evidence to suggest that several
forms of family and couples therapies are effica-
cious. Among family therapies, eclectic and behav-
ioral/psychoeducational treatments for obsessive-
compulsive disorder and schizophrenia in a family
member appear useful. Among the varieties of cou-
ples therapy, research most strongly supports the use
of BMT and EFT.

KEY TERMS

behavior therapy groups An approach in which
patients with similar problems (e.g., depression,
agoraphobia, pain) are treated as a group using
standard behavioral or cognitive-behavioral
methods. In behavior therapy groups, little atten-
tion is generally given to group dynamics.

behavioral family therapy An approach to family
therapy that views family relations in terms of
reinforcement contingencies. Here, the therapist’s role
is to generate a behavioral analysis of family problems
and induce family members to reinforce each other so
as to increase the frequency of desired behaviors. A
more cognitively focused therapist might teach
individual family members to self-monitor prob-
lematic behaviors and patterns of thinking and
challenge their interpretations of family events.

behavioral marital therapy (BMT) A form of
couples therapy that applies principles of reinfor-
cement to a couple’s interactions. Major compo-
nents of BMT include contingency contracting,

support-understanding techniques, and problem-
solving techniques.
collaborative family therapy A form of family
therapy where each family member sees a different
therapist, and the therapists meet periodically to
discuss their patients and the family as a whole. A
variation of this approach involves having
cotherapists work with the same family.
communication The verbal or nonverbal
exchange of information about facts, thoughts, or
feelings.
concurrent family therapy A form of family
therapy in which one therapist sees all family
members in individual sessions. In some cases, the
therapist may conduct traditional psychotherapy
with the principal patient but also occasionally see
other members of the family.
conjoint family therapy A form of family
therapy in which one therapist meets with the
entire family at the same time.
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contingency contracting In BMT, a technique
in which spouses are trained to modify their own
behavior to bring about a specific desired change
in the behavior of their mate.

couples therapy A form of psychotherapy in
which a couple (married, unmarried, or same-sex)
meets with one or more therapists to work on any
number of issues.

curative factors in group therapy The com-
monalities among diverse group therapy
approaches proposed by Yalom to be the source of
the positive treatment effect. These factors include
imparting information, instilling hope, universal-
ity, altruism, interpersonal learning, imitative
behavior, corrective recapitulation of the primary
family, catharsis, and group cohesiveness.

double-bind A case in which an individual is told
two contradictory messages by an important figure
in his or her life such that every response he or she
makes with regard to that figure is wrong. At one
time, double-bind situations were believed to
contribute to the development of schizophrenia.

emotionally focused couples therapy (EFT) A
form of couples therapy that is based on the
assumption that marital distress results from
negative affect and destructive interactional styles.
The interventions of EFT attempt to change
partners’ problematic interactional styles and
emotional responses so that a stronger and more
secure emotional bond can be established.

family therapy A form of psychotherapy in
which several members of a family are seen by the
therapist in addition to the identified patient. This
therapy modality is based on the idea that every-
one in a family is affected when one member
develops a problem and that the home environ-
ment may have contributed to the development of
the problem in the first place. Although there are a
variety of theoretical family approaches, most share
the primary goal of improving communication
within the family.

general systems theory An important concept in
family therapy that conceives of the family as a

system and believes that “pathology” is best
reduced by altering the way that the system
functions.

Gestalt groups A group approach in which the
therapist focuses on one patient at a time and asks
that person to experience his or her feelings and
behaviors while the other group members are
asked to observe or provide feedback to the person
in the “hot seat.”

group therapy A form of psychotherapy in which
one or more therapists treat a number of patients at
the same time. Generally speaking, most groups
consist of five to ten patients who meet with the
therapist at least once a week for 90-minute to 2-
hour sessions. However, groups may differ greatly
in their theoretical orientations, their rules and
exclusions, and whether they are viewed as
primary or supplemental modes of treatment.

multisystemic therapy A form of family therapy
originally developed to treat antisocial behaviors in
youth. It is unique in that it is administered in the
home, school, or neighborhood and focuses on the
family’s role in the problems.

problem-solving techniques In BMT, training
couples in positive communication skills to
enhance the effectiveness of decision making and
negotiation.

psychoanalytic group psychotherapy Gener-
ally speaking, psychoanalytic therapy carried out in
a group setting. Here, group dynamics are
considered secondary to individual processes, and
the group acts as a vehicle through which the
individual may obtain insight into his or her
unconscious forces and defenses.

psychodrama A form of role-playing developed
by Moreno in which one patient in a group acts
out a role assigned by the therapist, other patients
serve as the supporting cast of “auxiliary egos,” and
yet other patients serve as the audience. The idea is
that by listening to the responses of the auxiliary
egos and the reactions of the audience, the patient
in the primary role will experience catharsis and
self-understanding.
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support-understanding techniques In BMT,
techniques that aim to increase partners’ positive
feelings, positive behaviors, and the degree of
collaboration between them.

time-limited group therapy A group approach
to brief therapy forwarded by Budman and
Gurman in which patients meet weekly for a
predetermined number of sessions. Four central
characteristics include pregroup screening and
preparation, the establishment and maintenance of
a working focus, group cohesion, and member
reactions to the time limits of the group.

transactional analysis A group method devel-
oped by Berne that focuses upon the “ego
states”—Child, Parent, or Adult—that are evi-
dent based on patients’ transactions with other
group members, as well as the valence (positive
or negative) of these ego states, and helps patients
adopt ways of thinking that are more character-
istic of the positive Adult ego state. Another
emphasis in TA is on identifying the games that
patients employ to avoid getting too close to
others and helping them to adopt more satisfying
behaviors.

WEB SITES OF INTEREST

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

15-1 American Association for Marriage and
Family Therapy
http://www.aamft.org/iMIS15/AAMFT/

15-2 Association for Specialists in Group Work
http://www.asgw.org/

15-3 International Association of Group Psycho-
therapy
http://www.iagp.com/

15-4 Association for Behavioral and Cognitive
Therapies (ABCT) Couples Special Interest
Group
http://www.abctcouples.org/

15-5 Multisystemic Therapy
http://mstservices.com/
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Community Psychology

FOCUS QUESTIONS

1. What is unique about a community psychology
perspective?

2. What historical factors contributed to the
community psychology movement?

3. Discuss the various types of prevention. How is
prevention research conducted?

4. What are the major forms of intervention used
by community psychologists?

5. What issues are likely to confront the field of
community psychology in the future?
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F or well over 100 years, the helping professions
have sought to alleviate psychological prob-

lems by one form of therapy or another. Some
approaches have emphasized insight; others have
sought to change behavior more directly. Whatever
the differences in approaches, their basic common
focus has been on the individual who has already
developed psychological problems. By and large,
clinical psychology has been a psychology of the
individual.

At the theoretical level, therapists have long
accepted the idea that all behavior (pathological or
otherwise) is a joint product of situational and per-
sonal factors. Yet in their day-to-day therapeutic
efforts, the emphasis of clinicians was generally on
one-to-one therapy of some sort. The troubled indi-
vidual engaged the help of an expert, and by this act,
he or she submitted to the role of patient. The clini-
cian treated; the patient responded. However, given
the rate of mental health problems in the world
today, some have questioned whether this general
approach is a reasonable one. For them, a relatively

newer approach, community psychology, shows great
promise for addressing mental health problems.

PERSPECT IVES AND HISTORY

Let us begin by trying to identify exactly what
community psychology is. Then we can move
to the events that gave rise to the movement.
Table 16-1 presents a set of principles that charac-
terize community psychology, including assump-
tions regarding the causes of problems, the variety
of levels of analysis that can be used to define a
problem, where community psychology is practiced,
how services are planned, the emphasis on preven-
tion, and the willingness to “give psychology away”
by consulting with self-help programs and nonpsy-
chologists. We discuss each of these basic principles
at various points throughout this chapter.

The Community Psychology

Perspective

Community psychology has been described as an
approach to mental health that emphasizes the role
of environmental forces in creating and alleviating

T A B L E 16-1 Principles of Community Psychology

What “causes” problems?
Problems develop due to an interaction over time between the individual, social setting, and systems (e.g., organiza-
tions); these exert a mutual influence on each other.

How are problems defined?
Problems can be defined at many levels, but particular emphasis is placed on analysis at the level of the organization
and the community or neighborhood.

Where is community psychology practiced?
Community psychology is typically not practiced in clinics, but rather out in the field or in the social context of
interest.

How are services planned?
Rather than providing services only for those who seek help, community psychologists proactively assess the needs and
risks in a community.

What is the emphasis in community psychology interventions?
An emphasis is placed on prevention of problems rather than treatment of existing problems.

Who is qualified to intervene?
Attempts are made to share psychology with others via consultation; actual interventions are often carried out
through self-help programs or through trained nonpsychologists/nonprofessionals.

SOURCE: Adapted from Orford (1992), p. 4.
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problems (Zax & Specter, 1974). Rappaport (1977)
characterized community psychology in terms of a
perspective rather than to attempt a formal defini-
tion. The major aspects of this perspective are
cultural relativity, diversity, and ecology (the fit
between persons and the environment) (Orford,
2008; Seidman, 2011; Trickett, 2009).

This perspective has several implications. First,
community psychologists do not focus exclusively
on inadequate environments or persons. Rather,
they direct their attention to the fit between envi-
ronments and persons—a fit that may or may not
promote adaptation. Second, community psycholo-
gists emphasize the creation of alternatives through
identifying and developing the resources and
strengths of people and communities. Thus, the
focus is on action directed toward the competencies
of persons and environments rather than their deficits.
Third, the community psychologist believes that
differences among people and communities are desir-
able. Societal resources, therefore, should not be
allocated according to one standard of competence.
The community psychologist does not become iden-
tified with a single social norm or value but instead
looks to the promotion of diversity.

In Rappaport’s (1977) view, three sets of con-
cerns define the community psychology perspec-
tive: human resource development, political
activity, and science. In many ways, these elements
are antagonistic. Political activists are often impa-
tient and deride more traditional clinicians as bring-
ing society too little too late. Clinicians in turn
often criticize activists as unprofessional and overly
concerned with hawking their own visions of the
world. Both groups often regard scientists as too far
removed from real problems to know what is going
on in the world (the “ivory tower” syndrome). The
scientists in turn are appalled by activists and clin-
icians alike; both are seen as shockingly willing to
act on the basis of invalidated hunches and lack of
data or, worst of all, without a viable theory to
guide them. However, true societal changes vis-
à-vis mental health will require the cooperation of
each of these “camps.” For example, scientists must
provide data to support and direct the efforts of
clinicians and political activists, and political activists

must assist with funding for scientists so that they
can conduct the research that is needed. After all,
each camp has the common goal of improved well-
being and mental health for individuals, communi-
ties, and the larger society.

Whatever else community psychology may be,
it is not a field that emphasizes an individual disease
or individual treatment model (Iscoe, 1982; Orford,
2008; Seidman, 2011; Trickett, 2009). The focus is
preventive rather than curative. Further, individuals
and community organizations are encouraged to
take control of and master their own problems
(via empowerment) so that traditional professional
intervention will not be necessary (Orford, 1992).

Chronology and Catalyzing Events

In 1955, the U.S. Congress passed legislation creat-
ing the Joint Commission on Mental Health and
Illness. Its report encouraged the development of
a community mental health concept and urged a
reduction in the population of mental hospitals.
Based on the premise that psychological distress
and the development of mental disorders were
influenced by adverse environmental conditions,
President Kennedy called for a “bold new
approach” to prevent mental disorder. The so-
called Kennedy Bill of 1963 funded the construc-
tion of mental health centers. Their aims were to
promote the early detection of mental health prob-
lems, treat acute disorders, and establish compre-
hensive delivery systems of services that would
prevent the “warehousing” of chronic patients in
mental hospitals (Bloom, 1973). The American
Psychological Association endorsed the desirability
of community residents’ participating in all these
decisions (Smith & Hobbs, 1966) and helped
focus attention on the concept of community
approaches and participation.

A conference held in 1965 is regarded by many
as the “official” birth of community psychology
(Zax & Specter, 1974). At Swampscott, Massachu-
setts, a group of psychologists set out to review the
status of the field and to plot a future course of
development for the place of psychology in the
community mental health movement.
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Shortly after this conference, the Division of
Community Psychology (also called the Society for
Community Research and Action) was organized
within the American Psychological Association. Soon
The Community Mental Health Journal and the American
Journal of Community Psychology began publication. By
1977, President Jimmy Carter had commissioned a
panel on mental health issues with specific directives
to promote community mental health centers and
their facilities. Textbooks began to appear, including
Zax and Specter (1974); Heller and Monahan (1977);
Rappaport (1977); Heller, Price, Reinharz, Riger, and
Wandersman (1984); Orford (1992); and more
recently, Dalton, Elias, and Wandersman (2001) and
Orford (2008). Reviews began to appear regularly in
the Annual Review of Psychology (e.g., Trickett, 2009),
and handbooks have been published (e.g., Rappaport
& Seidman, 2006).

Then, things changed. President Ronald
Reagan’s election led to changes in funding for com-
munity health centers that gradually fragmented the
mental health services available and reduced the
emphasis on focused, centralized mental health
centers. Funding dissipated, and the community

mental health system began to fall apart. Several indi-
vidual states have developed programs based on the
original community mental health center model;
however, this approach to mental health services
has been fading. Recently, President Obama’s health
care reform offered some promise for a revival of the
community approach, with an emphasis on preven-
tion, evidence-based community approaches, and
the integration of multiple systems of influence
(e.g., schools, homes, justice systems, health care sys-
tems) to promote mental health. The next several
decades will be critical for determining the role of
community-based approaches in clinical psychology.

To flesh out the foregoing chronology, it is
helpful to pinpoint several issues or concerns that
have catalyzed the emergence of community
psychology.

Treatment Facilities. Although the mental hos-
pital population in the United States peaked at
about 500,000 in the mid-1950s, socially oriented
clinicians continued to press for alternatives to the
costly, inefficient, and often largely custodial hos-
pitalization of patients. Two factors combined at

F I G U R E 16-1 President John F. Kennedy and President Lyndon B. Johnson were instrumental in providing the
political leadership to get the community psychology movement underway.
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about this time to markedly reduce the population
of mental hospitals: the advent of psychotropic
medications and a more liberal discharge philoso-
phy in mental hospitals. But as more patients were
being discharged, often under heavy medication,
and as patients who formerly would have been hos-
pitalized were no longer admitted, the need for
better community treatment and supportive services
became evident. In some ways a cause but in other
ways an effect of these events, the community phi-
losophy was beginning to gain a foothold.

A problem with many mental hospitals was their
lack of trained therapists. Regarded by laypersons as a
realistic means for solving difficult emotional prob-
lems, hospitalization itself often created nearly as
many problems as it alleviated. Over the years, men-
tal hospitals (particularly those run by the states) too
often became warehouses or custodial bins. Care was
often marginal and sometimes downright inhumane.
Professional staff was severely lacking in numbers and
sometimes in quality. Indeed, many still argue (and
have demonstrated empirically) that hospitalization is
not an especially effective treatment strategy.

Personnel Shortage. Even as more clinical psy-
chologists and psychiatrists were trained, demands for
their services outstripped their increase in numbers.
Manyof thenewcomerswere enteringprivatepractice,
and others were diverted into teaching or research. In
any event, the supply of trained professionals for service
in hospitals and clinics was hardly keeping pace with
the demand. A number of trends (Albee, 1959, 1968;
Arnhoff,1968)all seemed tocoalesce toproducecritical
shortages of hospital and clinic personnel. To grapple
with these shortages, it became imperative that new
sources of personnel be sought, that more effective
use be made of professional time, and that newmodels
of coping with human problems be developed. Albee
(1959, 1968) predicted that it would be literally impos-
sible to train enough mental health professionals to
meet existing and future needs and recommended
that prevention be pursued as a strategy.

Questions About Psychotherapy. In the 1950s,
people began to question not only the efficiency of
psychotherapy but also its efficacy. Some began to
wonder if it was not just intrapsychic factors that

created problems, but the interaction between person
and society. At the same time, because psychotherapy
was expensive and more and more clinicians and psy-
chiatrists were going into private practice, economic
factors were pushing therapy beyond the reach of the
poor and disadvantaged. The relationship between
mental illness and social class had been documented
byHollingshead andRedlich (1958).Now, it seemed,
there was also a relationship between social class and
the availability of psychotherapy.

Medical Models and Roles. Throughout this
book, we have commented on the widespread
role of the medical or disease model and some of
the discontent with it. The 1960s ushered in a cli-
mate in which institutional prerogatives and tradi-
tionalist beliefs came under attack. That climate
produced listeners who were more willing to accept
attacks on traditional views about mental illness. All
of this contributed to an increased tendency to look
for the social-community antecedents of problems
in living rather than internal biological or psycho-
logical etiological agents.

The general activism of the 1960s also catalyzed
the long-standing discontent of many clinicians with
a role that relegated them to waiting passively for
society’s casualties to walk in the door. Would not
an activist role that took mental health services to the
people be more consonant with a social-community
model? If so, such a role would also provide a mea-
sure of autonomy from the dominance of the medi-
cal profession. We must not overstate these
developments, however. After all, a major trend in
clinical psychology over the last few decades has
been a headlong rush into private practice. Such
behavior is hardly a rejection of the medical model
or an acceptance of the social-community approach.

The Environment. Another force that helped
shape the community psychology movement was a
greater awareness of the importance of social and envi-
ronmental factors in determining people’s behavior and
problems. Poverty, discrimination, pollution, and
crowdingwere being recognized as potent factors. Pro-
viding people with choices and enhancing their well-
being required that psychologists pay attention to these
factors—that they go beyond a reflexive consideration
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of the early childhood determinants of people’s person-
alities. The emotional problems of large numbers of
people may be influenced by poverty, unemployment,
job discrimination, racism, diminished educational
opportunities, sexism, and other social factors. Such
influences are hardly the ones proposed by psychoana-
lytic and other theories that seek answers in the internal
dynamics of the individual.

The Tenor of the Times. Perhaps as much as
anything, the sociopolitical events that saturated
the 1960s gave sustenance to the community
approach. The school desegregation ordered by
the Supreme Court in 1954 and the rise of the
civil rights movement pointed to discrimination in
all its malignant forms and raised the consciousness
of the entire country. For the first time, many
began to understand what social repression does to
the minds and emotions of its victims. At the same
time, civil rights activists proved that protests, ral-
lies, pressure, and occasionally even logic could
have an effect. The lessons of this era were not

lost on some of the persons who later became advo-
cates of a community approach to mental health.

KEY CONCEPTS

To this point, we have tried to sketch an overall
perspective and chronology of community psychol-
ogy. In the process, we have alluded to several
important concepts. Now, we take a closer look
at some of these concepts that are at the heart of
community psychology.

Ecological Levels of Analysis

One underlying principle of community psychol-
ogy is that individuals and society are interdepen-
dent. To understand and to enhance the lives of
others, it is essential that we consider a variety of
systems or levels of analysis (Bronfenbrenner, 1979;
Dalton et al., 2001; Trickett, 2009). Figure 16-2
presents these levels of analysis that are the subject
of research in community psychology.

Macrosystems

Localities

Organizations

Microsystems

Individuals

F I G U R E 16-2 Levels of analysis for community psychology

SOURCE: Dalton, Elias, and Wandersman (2001). Community psychology. Belmont, CA: Wadsworth/Thomson Learning.
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First, at the level of the individual, community
psychologists study the relationships between indi-
viduals and their environments. Individuals are influ-
enced by their environments (e.g., the loss of a job),
and individuals also influence their environments.
Second, the next level of analysis focuses on the
connection between individuals and microsystems—
environments in which the individual is directly
engaged with others, whether they are family mem-
bers, fellow students, friends, or business associates.
Organizations involve sets of larger microsystems
(e.g., schools, religious organizations). Individuals
may be involved in an organization, but their partic-
ipation is usually through a microsystem of the orga-
nization. The level of localities (typically that of
geographic localities) is comprised of multiple sets
of organizations of microsystems. For example, com-
munity coalitions exist to address problems concern-
ing drug abuse or local health care access. Finally,
macrosystems include societies, cultures, and govern-
mental or economic institutions that reach beyond
the local community.

In addition to these structural features of ecol-
ogy, Kelly, Trickett, and associates (e.g., Trickett,
2009; Trickett, Kelly, & Todd, 1972) emphasize
several ecological principles that can provide a
framework for community psychology. First,
every ecosystem, whether in biology or psychol-
ogy, consists of multiple parts that are interdependent.
Change in one part of the system will affect other
parts of the system. For example, a change in school
leadership will affect teachers, students, parents, and
the community at large. Second, ecosystems can be
understood by examining the resources that are used
and required for their well-being. Many times, it is
only when there is a stress in or problems with the
ecosystem that it becomes more apparent what the
important resources are. Thus, certain resources
may need to be created, preserved, or strengthened.
Third, individuals (and other levels of an ecosystem)
adapt to the environment by coping with restraints
or demands and using available resources. Fourth,
ecosystems are dynamic, not static. Thus, over time,
they are likely to change due to patterns of interde-
pendence, the resources that are available, and the
ensuing adaptive changes.

In summary, any individual or societal prob-
lem, because of the interdependence of different
levels of the ecosystem, can be examined at a num-
ber of levels; social environments change and are
changeable.

The Concept of Community

Mental Health

The 1955 Joint Commission on Mental Health and
Illness made several basic recommendations that
set the tone for the subsequent development of
community psychology. These recommendations
were (a) more and better research into mental
health phenomena; (b) a broadened definition of
who may provide mental health services; (c) mental
health services should be made available in the
community; (d) an awareness should be fostered
that mental illness can stem from social factors
(e.g., ostracism and isolation); and (e) the federal
government should support these recommendations
financially.

In 1963, federal funds were provided to help in
the construction and staffing of comprehensive
mental health centers across the United States. To
qualify for these funds, a community mental health
center had to provide five essential services: (a) inpa-
tient care; (b) outpatient care; (c) partial hospitali-
zation (e.g., the patient works during the day
but returns to the hospital at night); (d) round-
the-clock emergency service; and (e) consultation
services to a variety of professional, educational,
and service personnel in the community. Beyond
these required services, it was hoped that the mental
health centers would also provide (a) diagnostic
services, (b) rehabilitation services, (c) research, (d)
training, and (e) evaluation. But despite Hobbs’s
(1964) description of a “third revolution” in men-
tal health, the medical model still prevailed
(perhaps because psychiatrists remained at the top
of the administrative hierarchy), and there seemed
to be a continuing neglect of minority patients,
poverty-stricken individuals, and even children.

In a highly influential paper, Smith and Hobbs
(1966) argued that community control of mental
health care and services was essential. They saw
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the role of prevention as paramount. This implied
early detection and work with schools, police
departments, social service agencies, businesses,
and other organizations. The idea of personal deficit
was replaced by the view that the social system had
failed to provide an appropriate environment. A
community mental health center, then, must not
merely set about remedying individual deficits but
must do everything it could to enable the system to
function better. Consultation was given promi-
nence, as was the development of new community
resources. Going beyond Smith and Hobbs, some
even argued that the center should be the central
coordinator of all social systems in the community.
The goal was to reach those who needed services
and in particular those who were so often excluded
from services (the poor, the indigent, minorities).
New methods to meet mental health needs were
encouraged (e.g., crisis intervention and group
treatment). Advocacy of social action programs to
improve housing, employment, and opportunity
took precedence over the one-to-one therapy ses-
sion. The role of the therapist was replaced by that
of the social change agent.

Many of the foregoing antecedents had an
idealistic tone. Nevertheless, in the 1960s, many
community centers became operational. Some
approximated the hopes of Smith and Hobbs.
Others were more in the mold of older clinical
approaches even though they used a community
language. Some have been smooth-running enter-
prises, but others have created community tensions
and controversy. For many reasons (including cut-
backs in federal funding beginning in 1968), the
goal of establishing 2,000 centers by 1975 was not
realized. In fact, by 1974, only 540 centers had
been established with funds from the Community
Mental Health Centers Act. Despite the recom-
mendations of President Carter’s Commission on
Mental Health in 1977 that more emphasis should
be placed on “serving the underserved” (children,
elderly, ethnic minorities, and rural inhabitants),
fewer funds were appropriated specifically for com-
munity mental health centers over the subsequent
years. State and local governments failed to fill the
financial gaps. Today, there is a declining number

of community mental health centers, and it is
unclear whether this trend will reverse.

The Concept of Prevention

The idea of prevention is the guiding principle that
has long been at the heart of public health programs
in the United States (Boglan & Hinds, 2009; Insti-
tute of Medicine [IOM], 1994; National Research
Council and Institute of Medicine [NRC-IOM],
2009). Basically, the principle asserts that, in the
long run, preventive activities will be more efficient
and effective than individual treatment adminis-
tered after the onset of diseases or problems (Felner,
Jason, Moritsugu, & Farber, 1983). That such
approaches can work is graphically illustrated by
Price, Cowen, Lorion, and Ramos-McKay
(1988). Their classic book, Fourteen Ounces of Pre-
vention, describes 14 model prevention programs for
children, adolescents, or adults. Box 16-2 presents
an overview of one of these programs that targets
preschool children from low-income families.

Prevention programs for adults have been
developed and implemented as well. Box 16-3 pre-
sents an overview of the JOBS program, which was
designed to assist adults who have recently lost their
employment.

Primary Prevention. This type of prevention
represents the most radical departure from the tradi-
tional ways of coping with mental health problems.
The essence of the notion of primary prevention can be
seen in Caplan’s (1964) emphasis on “counteracting
harmful circumstances before they have had a chance
to produce illness” (p. 26). Albee (1986) points out,
however, that the complexity of human problems
often requires preventive strategies that depend on
social change and the redistribution of power. For
many in society, this is not a highly palatable pros-
pect. Some examples of primary prevention include
programs to reduce job discrimination, enhance
school curricula, improve housing, teach parenting
skills, and provide help to children from single-
parent homes. Also grouped under this heading are
genetic counseling, Head Start, prenatal care for dis-
advantaged women, Meals on Wheels, and school
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lunch programs. Box 16-4 presents the results of a
recent meta-analysis evaluating the efficacy of pri-
mary prevention mental health programs for children
and adolescents (Durlak & Wells, 1997).

Secondary Prevention. This involves programs
that promote the early identification of mental health
problems and prompt treatment of problems at an
early stage so that mental disorders do not develop.
The basic idea of secondary prevention is to attack
problems while they are still manageable, before
they become resistant to intervention (Caplan,
1961; Sanford, 1965). Often, this approach suggests
the screening of large numbers of people. These peo-
ple are not seeking help, and they may not even
appear to be at risk. Such screening may be carried
out by a variety of community service personnel,
including physicians, teachers, clergy, police, court
officials, social workers, and others. Early assessment
is followed, of course, by appropriate referrals.

An example of secondary prevention is the
early detection and treatment of individuals with
potentially damaging drinking problems (Alden,
1988). A further example is the Rochester Primary
Mental Health Project pioneered by Emory
Cowen, which began in 1957. The project system-
atically screens primary-grade children for risk of
school maladjustment. The development of early
detection and prevention programs in several
states has been described by Cowen, Hightower,
Johnson, Sarno, and Weissberg (1989).

Tertiary Prevention. The goal of tertiary preven-
tion is to reduce the duration and the negative effects
of mental disorders after their occurrence. Thus, ter-
tiary prevention differs from primary and secondary
prevention in that its aim is not to reduce the rate of
new cases of mental disorder but to reduce the
effects of mental disorder once diagnosed.

A major focus of many tertiary programs is reha-
bilitation. This can range from increasing vocational
competence to enhancing the client’s self-concept.
The methods used may be counseling, job training,
and the like. Whether the purpose of a program is to
teach better independent-living skills to those with
mental retardation or to restore the social skills of a

recently discharged patient with a diagnosis of
schizophrenia, the goal is the prevention of addi-
tional problems. Although their language is a bit dif-
ferent, tertiary preventive programs are not very
different from person-oriented programs based on a
deficit philosophy. However, it is important to
remember that all forms of prevention are distin-
guished by their attempts to reduce the rates of, or
problems associated with, mental disorder on a
community-wide (or population-wide) basis.

Alternative Models of Prevention. Although
the traditional primary-secondary-tertiary preven-
tion model (Caplan, 1964) is the one most com-
monly cited, alternative classification frameworks
have been proposed (Orford, 1992). As one exam-
ple, we will briefly discuss a framework for prevent-
ing mental disorder proposed in the 1994 Institute
of Medicine (IOM) report, Reducing Risks for Mental
Disorders. This model, adopting terms proposed by
R. Gordon (1983, 1987), classifies prevention inter-
vention into one of three types. Universal preventive
interventions target the entire population; these
interventions may be costly because they are given
to everyone. Selective preventive interventions target
individuals or subgroups of the population that
have a higher-than-average likelihood of develop-
ing the disorder in question (either in the near or
distant future). These targeted individuals are iden-
tified on the basis of biological, psychological, or
social risk factors that have been shown to be asso-
ciated with disorder development. Finally, indicated
preventive interventions target “high-risk” individuals,
identified by their manifestation of subthreshold
symptoms of the disorder or by biological markers
indicating a predisposition to develop the disorder.

The value of this model is that it places preven-
tion, treatment of mental disorder, and maintenance
on a continuum representing the full range of inter-
ventions for mental disorders. Prevention occurs
before a disorder develops; treatment is administered
to those whomeet (or are close tomeeting) diagnostic
criteria for a disorder; andmaintenance involves inter-
ventions for individuals with a diagnosis of mental
disorder whose illness continues to warrant attention
(Institute of Medicine, 1994). Figure 16-3 depicts the
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IOM’s conceptualization of the intervention spec-
trum for mental disorders.

Prevention Research. Planning, developing, and
evaluating prevention programs are a multistage
process requiring years of community psychologists’

time. To guide prevention researchers, the Institute
of Medicine (1994) recommends a series of steps
focusing on the conceptualization, design, imple-
mentation, and evaluation of prevention interven-
tion research programs. Figure 16-4 depicts these
steps. First, the problem or disorder to be addressed

BOX 16-1 Clinical Psychologist Perspective: Kristin Hawley, Ph.D.

Dr. Hawley is Assistant Professor of Psychological
Sciences at the University of Missouri, Columbia. Before
joining the faculty at MU, she received her Ph.D. in
clinical psychology from the University of California,
Los Angeles, completed clinical training at several
community mental health agencies in the Los Angeles
area, and received postdoctoral research training in
child mental health services research at the Child and
Adolescent Services Research Center in San Diego. In
addition to her current faculty position at MU, she is
also co-director of the Missouri Therapy Network, a
collaborative network of community mental health
providers and services researchers who are committed
to practice-based research, and she is a co-investigator
with the Center for Mental Health Services Research at
Washington University in St. Louis. Dr. Hawley’s pri-
mary research interests include community-based
mental health services for children and families,
including service use, engagement, and outcomes as
well as clinician training and implementation of
research-supported treatments. Her research has been
funded by both nonprofit and governmental organi-
zations, and she is actively involved in disseminating
information about research-supported treatment
options to the public and professional communities.

Dr. Hawley provided responses to several ques-
tions we posed concerning her background and
assessment of the field of community mental health:

What originally got you interested in community
mental health services for children and youth?
I had long-standing interests in child development and
psychopathology and knew as an undergraduate that I
wanted to pursue some sort of career in that area. How-
ever, I did not have a clear idea what form that career
would take and college seemed like a good time to figure
that out. I took a volunteer position (and later a paid
position) at a mental health hospital, where I worked on
the child, adolescent, and adult inpatient psychiatric units.
This experience had a powerful impact on me and on my
career. I saw clearly the toll that a lifetime of poorly
treatedmental illness can take on an individualwhile also

seeing some fairly dramatic improvements in several of
the patients. Particularly for some of the younger chil-
dren, these changes tookplacewithin days of arriving and
being integrated into the behaviorally oriented treat-
ment program provided on the inpatient unit. As I con-
tinued working, though, I began to notice children being
discharged only to come back weeks or months later—
right back where they had started and sometimes far
worse. I also began to notice that parent and family
involvement in the hospital-based treatment was rare.
Some families were overwhelmed, a few seemed indif-
ferent, and many simply lived hours from the hospital
with a work schedule or financial situation that made it
impossible to attend regular therapy appointments dur-
ing their child’s stay. With no changes being made to
parenting behaviors or family environment, the same
children who had made such strides with the application
of basic social learning principles were sent home to a
situation that had not improved and may well have con-
tributed to their difficulties in the first place.

For other patients, particularly those with more
long-standing problems, the treatments that my clinical
supervisors had at their disposal were not very helpful.
These individuals struggled with long stays and minimal
improvement. This experience left me confident that I
wanted to pursue a career where I could both work to
discover the treatments that would be most helpful to
those struggling with emotional and behavioral prob-
lems and work to ensure that those treatments were
available to the children and families who needed them
and in the communities in which they lived. A Ph.D. in
clinical psychology provided me with the training in
psychopathology, clinical interventions, and research
methods to allow me to pursue just such a career.

Describe what activities you are involved in as a
clinical psychologist.
I am a faculty member at a large research university. This
position allows me to be actively involved in conducting
research on community mental health services, teaching
courses in developmental psychopathology and clinical
interventions for children and families, providing clinical
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by the program must be clearly specified, along
with its prevalence, incidence, and costs to society.
Next, risk and protective factors relevant to the
problem or disorder are identified, and the existing
research on the prevention or treatment of the

condition is reviewed. Third, pilot studies to evalu-
ate the efficacy of the planned intervention are
designed and conducted. The fourth step involves
planning and carrying out large-scale trials of the
intervention program. Finally, assuming that the

supervision to graduate students in research-supported
treatments, working with community clinicians on the
implementation and evaluation of research-supported
treatments, and consulting about mental health policy.
Like other academic psychologists, a big part of my work
is disseminating my research findings through journal
articles and conference presentations. However, sincemy
research is so focused on the application of sciencewithin
practice settings, I also spend a good deal of my time
disseminating research findings, my own as well as those
of the larger research community, to a wide variety of
public and professional audiences (e.g., groups of private
clinicians, school counselors, community mental health
centers, state agencies).

What are your particular areas of expertise or interest?
My research broadly falls under the domain of transla-
tional science, the goal of which is to speed the progres-
sion from scientific discovery to widespread application
of scientific findings in clinics and communities. Within
this broad umbrella, I have two main areas of expertise.
The first is child mental health services and interventions
research—here, I study treatment processes and out-
comes within routine, community-based mental health
service settings in order to identify key components of
effective treatments and important emotional, behav-
ioral, and cognitive changes that children and/or families
go through in order to improve. My second area of
expertise is the dissemination and implementation of
research-supported treatment practices—here, I study
strategies, such as clinician training and feedback sys-
tems, for improving the application of research-
supported assessment and treatment practices within
routine community mental health services.

What are some future trends you see in community
mental health services for children and youth?
The explicit focus on strengthening the connection
between science and practice in community mental
health services is a notable trend.We are seeing positive
changes both in how we conduct research and in how
community mental health providers serve children and

families. Treatment developers are beginning to involve
community providers in the research process and design
more representative studies to test and adapt new
treatments under conditions that more closely approxi-
mate routine community-based practice. Among com-
munity mental health service providers, we are also
seeing a greater focus on data-based decision making
and the importance of assessing treatment processes
and outcomes to ensure the quality of care provided.

Finally, both scientists and practitioners are
beginning to tackle the wide array of implementation
challenges inherent in any attempt to introduce and
sustain new practices across diverse communities and
service settings. Implementation science is a relatively
new area of multidisciplinary research focused on
developing strategies to support the implementation
of research-supported treatments in practice settings.
As we develop more effective methods for supporting
and sustaining a close linkage between science and
practice, we may begin to achieve access to effective
treatment for every child and family in need.

Kristin Hawley
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BOX 16-3 Focus on Clinical Applications: The JOBS Program

Loss of employment can lead to a number of problems,
including depression, substance abuse, health prob-
lems, family conflict, suicide, and financial strain
(Caplan, Vinokur, & Price, 1997). Programs that help
individuals manage this difficult transition and assist
them in obtaining new employment would clearly be
beneficial. Caplan et al. (1997) provide an overview
and evaluation of such an intervention: the JOBS
program.

The JOBS program is administered in a group
format and involves multiple 3.5-hour sessions over
the course of 1 or 2 weeks. The program focuses on
(a) training participants to seek reemployment effec-
tively (e.g., training in behavioral skills such as inter-
viewing effectively); (b) increasing the self-confidence
of job seekers; and (c) stress inoculation training for
coping with barriers to reemployment and setbacks.

Studies have shown that JOBS program participants
who were still unemployed at follow-up demon-
strated higher levels of self-confidence about their
job-seeking ability and a greater sense of self-efficacy
than did those who did not participate and remained
unemployed. Further, among those at greater risk for
depression, JOBS participants demonstrated lower
levels of depressive symptoms at follow-up.
Additional outcomes are also noteworthy. JOBS
participants found reemployment sooner and were
more likely to obtain better (i.e., in their field of
interest) and more stable jobs than those who did not
participate. Finally, the JOBS program appears to be
cost-effective. Economic projections suggest that the
program’s costs are offset by participants’ lifetime
earning payouts to federal and state governments
(through taxes).

BOX 16-2 Focus on Clinical Applications: The High/Scope Perry Preschool Program

The High/Scope Perry Preschool Program (HSPPP) was
initiated in 1962 to help children who were deemed at
risk for school failure, and its curriculum is used today by
thousands of early childhood instructors (Schweinhart &
Weikart, 1988). Based on the rationale that childhood
poverty often leads to school failure, which in turn
results in adult poverty and social problems (e.g., crime),
the HSPPP targeted 3- and 4-year-olds from families of
low socioeconomic status (SES) for intervention. These
interventions were characterized by

1. A developmentally appropriate curriculum, based
on Piaget’s views of children as active and self-
initiating learners

2. Classroom enrollment limits with adequate adult
supervision (at least two adults who had training
in early childhood development)

3. Supervisory support of staff and frequent in-
service training opportunities

4. Emphasis on parental involvement in each child’s
education

5. Sensitivity to the needs of children and their fam-
ilies (Schweinhart & Weikart, 1988)

The 58 children, ages 3 to 4, in the Perry Preschool
study intervention group attended the program for

2 years, which included classroom instruction 5 morn-
ings a week for 7 months a year and home visits by the
teacher once a week. Outcome data were also col-
lected from a control group of 65 children matched
on IQ, sex, and SES. The major findings from this
study can be summarized as follows (Schweinhart &
Weikart, 1988):

1. Program participants demonstrated better
academic achievement throughout elementary
and secondary school, were rated by teachers
as more socially and emotionally mature, and
endorsed more favorable attitudes toward high
school.

2. Program participants as a group obtained more
and better jobs and received higher wages by age
19. Further, they were more likely to be self-
supporting, less likely to have dropped out of high
school, less likely to be arrested, and more likely
to have enrolled in college or vocational school.

3. A cost–benefit analysis of the program indicated
significant benefits to society and to the taxpayer.
For every dollar invested in the 2-year program, $3
in savings were returned. For example, the program
resulted in a reduction of costs for special classes,
welfare, and crime.
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trials yield encouraging results, the program is
implemented in the community, and its effective-
ness is again assessed. As can be seen from
Figure 16-4, this last step does not mark the end
of the process. Rather, information regarding the
effectiveness of the intervention in the community
(does it lead to decreases in the incidence of the
problem or disorder?) leads to modification of the
intervention, and the steps are repeated. In this way,

prevention programs are refined with the ultimate
goal of improving their effectiveness.

Empowerment

In their discussion of poverty, Gurin and Gurin
(1970) emphasize the importance of a low expec-
tancy of attaining valued goals and an expectancy of
powerlessness. These notions are closely related to the

M
aintenance

P
re

ve
nt

io
n

Treatment

Universal

Selective

Indicated

C
as

e 
id

en
tif

ic
at

io
n

St
an

da
rd

 t
re

at
m

en
t 

fo
r

kn
ow

n 
di

so
rd

er
s

Com
pl

ian
ce

 w
ith

 lo
ng

-te
rm

tre
at

m
en

t (
Goa

l:  
Re

du
ct

ion

in
 re

lap
se

 an
d 

re
cu

rre
nc

e)

Aftercare (including 

rehabilitation)

F I G U R E 16-3 Prevention on a continuum of services addressing mental health needs

SOURCE: Institute of Medicine (1994). Summary: Reducing risks for mental disorders. Washington, DC: National Academy Press, p. 8. Reprinted with permission.

BOX 16-4 Focus on Clinical Applications: Primary Prevention Mental Health Programs for
Children and Adolescents

Durlak and Wells (1997) published a meta-analytic
review of 177 primary prevention programs designed
to prevent behavioral, emotional, and social problems
in children and adolescents. Durlak and Wells found
that these programs, on average, produced meaning-
ful positive effects such that the average participant in
a primary prevention program showed better (more
adaptive) outcome than 59% to 82% of those in a
control group. Most intervention programs not only

reduced problems but they also significantly increased
competencies across a number of affective/emotional,
cognitive, academic, and behavioral domains. Finally,
Durlak and Wells found that, in general, in those
studies that collected follow-up data, these effects
were durable over time. This study demonstrates that a
wide range of primary prevention programs do work—
that is, the mental health of children and adolescents
improves significantly as a result of these programs.
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1. Identify problem 
or disorder and
review information
to determine its 
extent

2. With an emphasis 
on risk and protective
factors, review rele-
vant information—
both from fields out-
side prevention and
from existing pre-
ventive intervention  
research programs

3. Design, conduct,
and analyze pilot
studies and 
confirmatory and 
replication trials of
the preventive
intervention program 

4. Design, conduct,
and analyze large-
scale trials of the
preventive interven-
tion program

5. Facilitate large-
scale implementation
and ongoing evalua-
tion of the preventive
intervention program
in the community

• Review diagnostic
information
• Review epidemiological
data on incidence and
prevalence
• Review information on
costs to society
• Initiate partnership with
the community
• Determine level of
community concern

• Review relevant
information from
physical health, the
core biological and 
behavioral sciences, 
and epidemiology of
mental disorders, in-
cluding age of onset
• Review research on
treatment of mental
disorders
• Review research on
risk and protective 
factors for onset of
mental disorders
• Review illustrative
preventive intervention
research programs
that meet examination
criteria

• Choose a theoretical
model to guide the
intervention
• Design the form of the
intervention, including
activities, change
technologies, and sites
• Determine theoretical
and technological feasibility
• Recruit and train 
interveners
• Identify and secure co-
operation from participants
• Choose the research
methodology, including, for
the risk reduction model,
short-term and intermediate 
outcome measures to 
determine malleability of 
theorized risk and protective
factors and long-term out-
come measures to determine
effects on incidence of
problem or disorder
• Determine efficacy in pilot
studies and confirmatory and
replication trials
• Document thoroughly

• Work to enhance
cooperation between
researchers and
community organization
personnel
• Adjust form of program
as necessary
• Adjust trial design as
necessary for scale-up
• Conduct multiple
generations of field trials
to ensure continued
efficacy and to distinguish
core elements (needed to
ensure fidelity in program
adopted by community)
from adaptable 
characteristics
• Conduct final trial to 
determine effectiveness
• Document thoroughly

• Provide a manual
outlining program and
delineating core elements
and adaptable characteristics
• Facilitate decision about
adding an evaluation
component 

Feedback Loop

F I G U R E 16-4 Recommended steps for designing, implementing, and evaluating prevention programs

SOURCE: Institute of Medicine (1994). Summary: Reducing risks for mental disorders. Washington, DC: National Academy Press, pp. 32–33. Reprinted with permission.
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social learning concept of locus of control (Phares,
1976; Rotter, 1966). As Rappaport (1977) notes:

What is important about this variable for
community psychology is its connection to
the sociological idea of power and its con-
verse, alienation. Locus of control is one of
the few variables in social science that may be
shown to have a consistent relationship that
ties research across levels of analysis. (p. 101)

For Rappaport (1981), a major goal of com-
munity psychology is the prevention of feelings of
powerlessness. It is not easy to accomplish this goal
of empowerment, and community psychologists have
not been as conspicuously successful here as they
would have liked (Heller, 1990). Gesten and Jason
(1987) question whether any unique methods have
been developed out of the empowerment concept.
Still, Rappaport (1981) initially argued that strate-
gies to enhance people’s sense that they control
their own destinies are preferable even to preven-
tion or treatment approaches. Examples of attempts
to enhance feelings of control range from reducing
child and spouse abuse to eradicating exploitation
of women, migrant workers, and the elderly and to
decreasing bias against the disabled and the mentally
ill.

Although he initially pitted empowerment and
prevention approaches against each other, it appears
that Rappaport (1987) has tempered his position.
He now allows for the possibility that prevention
interventions may be consistent with (rather than
diametrically opposed to) empowerment. How-
ever, for this possibility to be realized, preventive
interventions must be collaborative and delivered in
a manner that avoids the paternalistic style that
characterizes some traditional therapist–client inter-
actions (Felner et al., 1983).

Diversity

Yet another important concept for community psy-
chology, and clinical psychology more generally, is
that of diversity. An understanding of and apprecia-
tion for human diversity are essential for community

psychologists (Trickett, 1996, 2009). Dalton et al.
(2001) present nine dimensions of human diversity
that should be considered.

■ Culture: Although difficult to define precisely,
culture is often considered to be norms or tra-
ditions that a society or group attempts to pass
along to younger generations or to immigrants.

■ Race: Although originally thought of in terms
of a biological variable, race is presently viewed
as a psychological or social variable based on
physical criteria.

■ Ethnicity: Ethnicity concerns one’s social iden-
tity, which is influenced by one’s ancestry,
culture of origin, or current culture.

■ Gender: It is useful to distinguish between sex
(a biological variable) and gender, which is a
socially constructed set of assumptions about
the behavior, attitudes, and roles of women and
men.

■ Sexual orientation: This involves sexual or
romantic attraction to one or both genders.

■ Ability/Disability: Humans differ in the degree
to which they suffer from mental or physical
disabilities.

■ Age: Biological age is important to consider
because different age groups have different
psychological and physical concerns, and the
aging process affects one’s relationships with
family members, communities, and institutions.

■ Socioeconomic status/Social class: Consideration of
social class is important because this dimension
of diversity influences identity, relationships,
educational and economic opportunities, as
well as other psychological variables.

■ Religion and spirituality: One’s search for mean-
ing in life relates to culture and ethnicity; it is
not possible to understand a culture without an
appreciation for the predominant modes of
religion and spirituality.

Community psychologists must develop cul-
tural competence and knowledge of human diver-
sity to plan and institute programs for communities.
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Social Intervention Concepts

The conventional strategy of intervention has
always implied that one achieves good health
exclusively through one’s own efforts, and that
when those efforts fail and ill health occurs, one
visits a comprehensive mental health center for
clinical help. But the community psychologist
seeks to restructure roles and social organizations.
For example, to reduce the problems created by
crime and delinquency, community psychologists
seek to change social institutions and organizations

to make advantages and resources available to
potential criminals and delinquents.

Inherent in such social intervention strategies is
the idea that when individuals are given the neces-
sary resources or alternatives, they will solve their
problems themselves. Also inherent is the belief that
people have competencies and strengths. When the
environment is changed or when people are
allowed to exert power to make their own deci-
sions, these strengths and competencies will be evi-
dent. This emphasis on competencies rather than
deficits allows the community psychologist to

BOX 16-5 Graduate Student Perspective: Shawn C.T. Jones, M.H.S

Shawn Jones is a second-year doctoral student in the
clinical psychology program at University of North
Carolina-Chapel Hill. He completed his bachelor of sci-
ence in psychology at Duke University in 2008, and
most recently received a master of health science in
mental health at the Johns Hopkins University Bloom-
berg School of Public Health. His research interests
have focused on ethnic minority youth development,
with an emphasis on risk and protective factors across a
variety of contexts. His previous research has examined
ethnic identity and parenting practices in the context
of externalizing behaviors and substance use. Shawn is
passionate about eliminating racial health disparities,
particularly those related to mental health services.

Shawn agreed to share his thoughts about grad-
uate school as well as his research interests.

What got you interested in clinical psychology?
I am an ex-pre-med kid. I entered college determined to
major in psychology because I discovered that the field
could help me to understand what drove people to think
and act as they did. Nevertheless, my wish to “make a
change” led me to believe I could best achieve my aspira-
tions throughmedicine (psychiatry). Thankfully, advanced
experiences in psych during undergrad (combined with
not-so-hot natural science grades) lead me to pursue the
Ph.D. in clinical as opposed to the medical degree!

What did you do as an undergraduate to prepare for
graduate school in clinical psychology?
The main things I did to prepare for graduate school in
clinical psychology were to gain a variety of research

experiences (e.g., RA, independent research), take the
required (and some advanced) coursework, study for
and take the GRE (I took a brief prep course), and
“interview” clinical psychologists at my undergraduate
institution. I highly recommend these “interviews” as
they really give you insight into aspects of the field
that you will not otherwise have access to, namely the
clinical piece.

What was the application process like for you?
I applied to graduate school three times. The first
time was to master’s programs in psychology (I
decided to take an RA position instead); the second
was to public health programs (I received a master’s
of health science in mental health); the third time was
to clinical and clinical-community programs (10 to
be exact). Though each application period came with
its unique challenges, the consistent trends were
that the process was (a) extremely busy and (b)
expensive (both points also ring true for the interview
process). The best way for you to account for these
factors is by preparing well in advance. Many guides
suggest a 2-year plan in terms of finding programs,
taking necessary tests, and getting recommendation
letters.

What was the interviewing process like for you?
I was fortunate to get interviews for the majority of
schools to which I applied. These interviews came in
three forms—the phone interview (4), the in-person
interview (3), and an interview after I had already
been accepted. Each of these formats contained
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move toward creating a proper person–environ-
ment fit rather than changing the affected people
so that they will fit the appropriate environment
as determined by majority values.

Blaming the Victim. Particularly illustrative of
the notions that have given rise to the strategy of
social intervention is the contrast between blaming
the victim and blaming the system. In a highly
influential book, Ryan (1971) argued that society
sees the economically disadvantaged, school drop-
outs, drug addicts, or the unemployed as individual
failures whose healing will require remedial reading

programs, drug counseling, and so on. According to
Ryan, society misses the real message, which is bad
social environments. Their problems are not clini-
cal; they are community-social.

Why are we so prone to place responsibility on
individuals who are disadvantaged rather than on
society or the environment? Caplan and Nelson
(1973) cite several reasons:

■ Such explanations free the government and
cultural institutions from blame.

■ Institutions, therefore, cannot be held respon-
sible for “solving” the problem.

essentially the same elements. I was asked questions
about why I chose the programs; about how I saw
the labs as a good fit given my interests; and about
personal strengths and weakness. The toughest ques-
tion I was asked: “given unlimited resources how
would you specifically address your research ques-
tions/interests?” Lastly, (and consistently), I was
asked what questions I had for my interviewers. It is
important that you have a set of questions that you
would like to ask of the programs to which you are
applying, questions that are not already on a Web site
or in a guide.

Looking back, what activities or experiences were
most important in preparing you for your graduate
school program?
I would say that my varied research experiences
(including an independent research project and
a summer internship with NIDA) and advanced
coursework best prepared me for my program
because of the skills they afforded me—a skill set
I was able to carry to both my master’s and now
doctoral programs.

Any additional hints for applying to graduate school in
clinical psychology?
Do Your Research. Consider applying to graduate
school your first graduate research experience. Read
the Web site of the programs in which you are inter-
ested. Familiarize yourself with the work of potential
mentors. Learn about research other faculty at those
programs are doing. Talk to current students. Your

application process will be go much more smoothly if
do your due diligence.

Tell us about the work you have conducted while in
graduate school.
Currently, I am working on my master’s thesis, which is
an experiment designed to assess African American
college students’ emotional responses to discrimination
and the potential protective effects of racial identity.
I am very excited about this work, as it will be among
the first to attempt to understand the impact of
exposure to a specific race-related event on African
Americans’ psychological well-being in the laboratory
setting, which could contribute to the importance of
studying discrimination in context.

Shawn C.T. Jones
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■ Placing responsibility on the individual gives a
degree of legitimacy to attempts to intervene at
the person level (as is common in traditional
clinical psychology).

Caplan and Nelson (as well as others) hope to
highlight these factors, which may serve to influ-
ence how we conceptualize the cause(s) of social
problems. As a result, we may be better able to
resist the temptation to “blame the victim” when
it is not justified.

The Focus on Intervention Strategies. One way
of contrasting traditional clinical and community
orientations is by focusing on intervention strategies.
Such strategies, according to Heller et al. (1984), can
vary along two dimensions: theoretical (deficit vs.
competence) and ecological (the individual, the
organization, or the community). Table 16-2 sum-
marizes the way these dimensions operate.

METHODS OF INTERVENT IO N

AND CHANGE

We now shift our attention to methods of interven-
tion. Here our focus is on patterns of service
delivery.

Consultation

What is consultation? Orford (1992) offers the fol-
lowing definition:

Consultation is the process whereby an
individual (the consultee) who has
responsibility for providing a service to
others (the clients) voluntarily consults
another person (the consultant) who is
believed to possess some special expertise
which will help the consultee provide a
better service to his or her clients. (p. 139)

In a world short of mental health personnel,
the basic advantage of consultation is that its effects
are multiplied like the ripples from a stone thrown
into a pond. Using individual techniques of inter-
vention, the mental health specialist can reach only
a very limited number of clients. But by consulting
with other service providers, such as teachers,
police, and ministers, he or she can reach many
more clients indirectly (Orford, 1992).

Consultation can be viewed from several orien-
tations, each springing from a somewhat different
historical perspective (Brown & Schulte, 1987;
Heller et al., 1984; Nietzel, Winett, MacDonald, &
Davidson, 1977; Orford, 1992). First, there is mental
health consultation. This grew out of the psychoan-
alytic and psychodynamic tradition. It was often

T A B L E 16-2 Strategies for Change as Determined by Theoretical Orientation and Level
of Analysis

Level of Analysis

Theoretical Orientation Individual Organizational Community

Deficit Somatic therapies to
correct biochemical or
physiological imbalance

Group psychotherapy or
sensitivity training to correct
interpersonal problems

Institutionalization or special
facilities built for the disabled or
emotionally disturbed

Competence Most forms of behavior
therapy, particularly skill
training

Training and consultation to
increase job competencies
of organization members

Creating new settings and
alternative programs

Prevention programs for
high-risk persons

Prevention programs to
reduce organizational stress
and increase coping

Community-wide prevention
programs to reduce
environmental stress and increase
citizen competencies

SOURCE: Adapted from Psychology and Community Change: Challenges of the Future, by K. Heller, R. H. Price, S. Reinharz, S. Riger, and A. Wandersman.
Copyright © 1984 by Kenneth Heller. Reprinted by permission of the publisher, Brooks/Cole Publishing Company, a division of Wadsworth, Inc.
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practiced in rural or underdeveloped areas where
there was a shortage of mental health personnel.
Consultation became a way of using existing com-
munity personnel (e.g., teachers or ministers) to help
solve the mental health problems of such areas. A
second orientation developed out of the behavioral
tradition. To implement the technology of behavior
modification that had been so successful in laboratory
settings, it was necessary to move into real-life situa-
tions. To do that, people in the patient’s environ-
ment (e.g., home or school) had to be trained to
properly dispense reinforcements for the desired
behavior. Consultation became a way of providing
this training. The third orientation is an organiza-
tional one that emphasizes consultation to industry.
Specialists work with management or work group
leaders to improve morale, job satisfaction, and pro-
ductivity or to reduce inefficiency, absenteeism,
alcoholism, or other problems.

Types of Mental Health Consultation.
Approaches to mental health consultation can be
classified in many ways. Perhaps the most widely
accepted classification is Caplan’s (1970). It includes
the following categories:

1. Client-centered case consultation. Here the focus is
on helping a specific client or patient to solve a
current problem. For example, a clinician
might be asked to consult with a colleague on a
diagnostic problem involving a specific patient.

2. Consultee-centered case consultation. In this
instance, the aim is to help the consultee
enhance the skills that he or she needs to deal
with future cases. For example, a teacher might
be advised on how to selectively reinforce
behavior to reduce classroom disturbances.

3. Program-centered administrative consultation. The
notion here is to assist in the administration or
management of a specific program. For
instance, a consultant might be hired to set up
an “early warning system” in the schools to
detect potential cases of maladjustment.

4. Consultee-centered administrative consultation. Here
the aim is to improve the skills of an adminis-
trator in the hope that this will enable her or

him to function better in the future. For
example, a sensitivity group consisting of
administrators might be monitored by a con-
sultant to help enhance the administrators’
communication skills.

Techniques and Phases. Several general tech-
niques can enhance the effectiveness of the consult-
ing process. In most cases, the consultation process
will pass through the following phases:

1. The entry or preparatory phase. In the initial phase,
the exact nature of the consultant relationship
and mutual obligations are worked out.

2. The beginning or warming-up phase. In this phase,
the working relationship is established.

3. The alternative action phase. This phase encom-
passes the development of specific, alternative
solutions and strategies of problem solving.

4. Termination. When it is mutually agreed that
further consultation is unnecessary, termination
follows.

Unfortunately, community mental health cen-
ters have had difficulty providing consultation ser-
vices, especially to schools and community
agencies; the budgetary support has just not been
there (Iscoe & Harris, 1984). What is particularly
troubling about this state of affairs is that there is
empirical support for the efficacy of consultation
(Duffy & Wong, 1996; Medway & Updike, 1985;
Orford, 1992).

Community Alternatives

to Hospitalization

As noted earlier in this chapter, the nation’s mental
hospitals have long been objects of criticism.
Despite the fact that there is a core of “undischarge-
able” patients, there are alternatives to our current
hospital system—alternatives that will provide
environments geared to the goal of enabling
patients to resume a responsible place in society.

Examples of alternatives include the commu-
nity lodge (Fairweather, Sanders, Maynard, &
Cressler, 1969). This is akin to a halfway house
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where formerly chronic, hospitalized patients can
learn independent-living skills. The Mendota Pro-
gram (Marx, Test, & Stein, 1973) was a pioneering
attempt to help formerly undischargeable patients
find jobs, learn cooking and shopping skills, and
so on. Finally, there is the growing popularity of
day hospitals that are often more effective and less
expensive than traditional 24-hour hospitalization.

Intervention in Early Childhood

Public health workers and mental health workers
have long been aware of the educational disadvan-
tages experienced by the poor. Of great concern is
the fear that early deprivation in crucial develop-
mental periods will mark the child for life. Impov-
erished preschool environments and experiences
may almost guarantee that the child will do poorly
in school and thus become vulnerable to a wide
variety of mental health, legal, and social problems.
But if successful preschool interventions can be
developed, then a truly preventive course of action
will have been taken.

Head Start Programs. We have already dis-
cussed the High/Scope Perry Preschool Program
in Box 16-2. However, probably the best-known
early childhood program is Head Start. In the mid-
1960s, President Johnson created the Office of Eco-
nomic Opportunity (OEO). Head Start was one of
the programs targeted specifically for disadvantaged
children. It was designed to prepare preschool chil-
dren from disadvantaged backgrounds for elemen-
tary school. Head Start programs are locally
controlled but required to conform to general fed-
eral guidelines. Local programs vary in number of
hours of attendance, number of months (summer
vs. the entire year), background of teachers, and
so on. The specific techniques used also vary, but
basic learning skills are usually stressed. Physical and
medical needs are also addressed, as are general
school preparation and adjustment.

Evaluation. How effective are these early child-
hood programs? Gomby, Larner, Stevenson, Lewit,
and Behrman (1995) find it useful to distinguish

between child-focused programs and family-
focused programs. In the former case, interventions
are administered directly to the child; in the latter
case, family members (e.g., parents) receive the
intervention or training. A recent Institute of Med-
icine report (NRC-IOM, 2009) provides multiple
examples of effective family, school, and commu-
nity prevention programs. Here we mention a few
examples.

Participation in a child-focused program results
in an average IQ gain of about 8 points immedi-
ately after program completion (although these rel-
ative gains dissipate over time), makes it less likely
that the child will be placed in special education or
retained in grade, and makes it more likely that the
child will graduate from high school (Barnett, 1995;
Gomby et al., 1995). Positive social outcomes
resulting from program participation have also
been reported, including fewer contacts with the
criminal justice system, fewer out-of-wedlock
births, and higher average earnings than nonpartici-
pants (Gomby et al., 1995; Yoshikawa, 1995).

Although family-focused programs appear to
have more impact on parents’ behaviors than do
child-focused programs, it is not clear how much
positive impact they have on children (Gomby et
al., 1995; Yoshikawa, 1995). Not only is the focus
of the intervention different, but so is its intensity
and frequency. In the case of family-focused inter-
ventions, services may be rendered only once a
week.

Self-Help

Not all help comes from professionals. Informal
groups of helpers can provide valuable support
that may stave off the need for professional inter-
vention. Furthermore, such nonprofessional self-help
groups as Alcoholics Anonymous, Parents Without
Partners, La Leche League, Al-Anon, Narcotics
Anonymous, and many others can be incorporated
as an effective part of treatment by a referring
professional.

What needs do self-help groups meet? Orford
(1992) discussed eight primary functions of self-help
groups: (a) They provide emotional support to
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members; (b) they provide role models—indivi-
duals who have faced and conquered problems
that group members are dealing with; (c) they pro-
vide ways of understanding members’ problems; (d)
they provide important and relevant information;
(e) they provide new ideas about how to cope
with existing problems; (f) they give members the
opportunity to help other members; (g) they pro-
vide social companionship; and (h) they give mem-
bers an increased sense of mastery and control over
their problems.

Clearly, self-help groups serve several impor-
tant functions for group members. However,
research suggests that professionals should be avail-
able to serve as consultants to these groups for the
groups to be maximally effective. Professionals
should not control the group, but a total lack of
involvement on the part of a community psychol-
ogist does not appear to be helpful either (Orford,
1992). Certain organizational features appear corre-
lated with the appraisal of group success, including a
certain degree of order and rules to govern the
group as well as the capability and knowledge of
group leaders (Maton, 1988), and a community
psychologist can play an invaluable indirect role
by serving as a consultant to group leaders.

Paraprofessionals

One of the more visible features of the community
movement is its use of laypersons who have
received no formal clinical training, or paraprofes-
sionals, as therapists. The use of paraprofessionals
in the mental health field has been growing, but
this trend has generated controversy. In reviewing
42 studies, Durlak (1979) concluded that profes-
sional education, training, and experience are not
prerequisites for becoming an effective helping per-
son. However, Nietzel and Fisher (1981) took issue
with this conclusion and urged caution in interpret-
ing the results of many of the studies reviewed by
Durlak. They argued that many of the studies
included in the Durlak review were methodologi-
cally flawed and objected to Durlak’s definitions of
“professional” and “paraprofessional.” With these
and other criticisms in mind, Hattie, Sharpley, and

Rogers (1984) reanalyzed the studies in Durlak’s
review. Results from their meta-analysis concurred
with those of Durlak. The overall results favored
paraprofessionals, especially those who were more
experienced and received greater amounts of train-
ing. More recent summaries have also argued that
the available evidence suggests that paraprofessionals
may be as effective as (and in some cases more
effective than) professionals (e.g., Christensen &
Jacobson, 1994).

Besides effectiveness, there is also the issue of
access to those who can provide help. Like it or
not, most individuals who are in need of mental
health services do not seek out mental health pro-
fessionals. Instead, informal “therapy” takes place in
many contexts and is provided by a variety of lay-
persons. For example, in an interesting and provoc-
ative set of studies, Cowen (1982) investigated the
“helping behavior” of hairdressers and bartenders.
Results indicated that a small but significant pro-
portion of their customers raised moderate to seri-
ous personal problems, and both hairdressers and
bartenders attempted a range of interventions
(e.g., just listening, trying to be supportive and
sympathetic, presenting alternatives). Many com-
munity psychologists view these and other studies
as evidence supporting the idea that consultation
programs might be aimed at laypersons who natu-
rally come into contact with individuals with men-
tal health needs. These needs might not otherwise
be addressed because the target individuals are not
likely to seek out help from a mental health
professional.

Although it hardly seems wise to argue that
professionally trained clinical psychologists are
unnecessary, it certainly appears that there is a
vital role for paraprofessionals in the mental health
field today. Clinical psychologists are needed, at the
very least, to serve as consultants. Further, research
may ultimately indicate that certain types of mental
health problems respond better to services provided
by a mental health professional. To date, however,
the research questions addressed (e.g., are parapro-
fessionals effective overall?) have been too broad to
shed light on this issue. However, at least one
recent meta-analysis that focused specifically on
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depression found that those who participated in a
peer-support intervention (usually a peer-support
group) showed better outcomes than depressed
individuals who received treatment as usual without
peer support (Pfeiffer et al., 2011).

CO NCLUD ING COMMEN TS

In a relatively short time, the community emphasis
has become a force that has led clinical psycholo-
gists to reexamine many of their old assumptions.
But there are important questions that must be con-
fronted as we conclude our discussion of this field.

Questions of Effectiveness

Years ago, Cowen (1967, 1973, 1978) raised the
question of how much the community movement
has accomplished beyond that accomplished by
more traditional mental health approaches. The
question was whether excitement and rhetoric
had masked what was really very little substantive
change. For example, Cowen (1973) could find
relatively few research reports in the Community
Mental Health Journal that provided concrete data.
The papers also notably failed to address issues of
prevention—a notion central to the community
approach. Rappaport (1977) stated that no evidence
really existed that U.S. communities had shown
improved mental health. He even went so far as
to suggest that the community mental health
movement’s greatest accomplishment may have
been that it opened up new careers for persons
who were formerly not part of the movement.

Although for years there was more rhetoric
than implementation with regard to prevention
programs (Iscoe & Harris, 1984), intervention is
one of the cornerstones of the community move-
ment. The question remains, however, whether the
field really knows enough about the causes of men-
tal health problems to mount large-scale, successful
preventive programs. Fortunately, recent reports
evaluating the effectiveness of a wide range of pre-
vention programs lead us to a state of cautious opti-
mism (e.g., Durlak & Wells, 1997; Felner, DuBois,

& Adan, 1991; Institute of Medicine, 1994).
Whereas many early reports regarding the efficacy
of prevention programs were disappointing, com-
munity psychologists were able to learn from these
failures and incorporate changes into new programs
(Felner et al., 1991). For example, increased focus
was placed on modifying psychological processes
underlying various mental disorders, and interven-
tions were designed to be more intensive and to
extend over longer periods of time. The Institute
of Medicine report (1994) on preventing mental
illness presented a group of 39 exemplary interven-
tion programs (with demonstrated effectiveness)
that targeted infants, preschoolers, elementary-age
children, adolescents, adults, or the elderly. Like-
wise, a newer summary of prevention efforts
(NRC-IOM, 2009) summarizes a number of effec-
tive prevention efforts aimed at childhood maltreat-
ment, academic failure, violence, conduct disorder,
depression, substance abuse, and anxiety, for exam-
ple. Finally, Biglan and Hinds (2009) offer evidence
for successful prevention programs reducing sub-
stance use and antisocial behavior and a directive
for prevention programs that will simultaneously
address multiple additional issues by focusing on
cross-cutting community factors (e.g., prosocial
behavior).

Issues remain, to be sure. For example, there
are questions regarding how intervention programs
should be disseminated and by whom, how the
programs are to be maintained over time (funding
issues), and the need to train more researchers who
are qualified to design, implement, and evaluate
preventive interventions (Institute of Medicine,
1994; NRC-IOM, 2009; Orford, 1992, 2008;
Thornicroft et al., 2010). For example, the IOM
report (1994) estimated that only about 10 new
prevention experts are produced a year; training
programs and financial support are needed to
increase this woefully low number.

Values, Power, and Civil Rights

Clearly, the community movement seeks to bring
about social change and the reorganization of social
institutions. The goal of such changes is undoubtedly
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laudable—better mental health for all. In case the
reader had not noticed, this last statement almost
sounds as if it might have been made by a candidate
for public office. Indeed, some have argued that if
community professionals want to bring about social
change, they should run for political office. Those
who take this position say that social change (espe-
cially when it is accomplished by public funds) is a
political phenomenon and should be mandated by
the public.

Obviously, there is much to be said on both
sides. There is danger in adopting the narrow role
of the patient’s advocate rather than the broader
role of advocate for the larger community. Adopting
the narrow role may cause the real bases of patients’
problems to be ignored. But there is also great danger
in becoming a political advocate. Ideally, the individ-
ual practitioner and the community-oriented advo-
cate will each carefully examine the potential for both
harm and good that is inherent in their positions.

The Training of Community

Psychologists

At present, many still have difficulty understanding
exactly what a community psychologist is. Perhaps
because of its multidisciplinary orientation, com-
munity psychology has yet to develop an adequate
or identifiable theoretical framework apart from
those of other disciplines. This, at times, creates
role confusion. The community psychologist is
part sociologist, part political scientist, part psycho-
therapist, part ombudsman, but lacks a specific
identity. This ambiguity makes it difficult to design
appropriate training programs.

Fortunately, there are some guidelines for
training. The earlier IOM report (1994) recom-
mends that future prevention research specialists
should have a solid background in a relevant disci-
pline (e.g., nursing, sociology, social work, public
health, epidemiology, medicine, or clinical/com-
munity psychology). Training in the design of
interventions and the empirical evaluations of inter-
ventions is essential. Finally, practicum or
internship-like training in prevention is also recom-
mended. Educational requirements for prevention

field specialists (those that actually carry out the
interventions) are less stringent. Often, a bachelor’s
degree in a relevant field (e.g., psychology) is suffi-
cient. However, today there are many additional
education opportunities available for training in
community psychology. The Society for Commu-
nity Research and Action (SCRA) provides an up-
to-date listing of many of these undergraduate
training and graduate training opportunities (see
Web sites 16-1 and 16-4).

Given the increasing cultural and ethnic
diversity in the United States, it is also important
for community psychologists to receive training
in how diversity issues may impact their work
(Trickett, 2009). For example, a knowledge of
and sensitivity to cultural and ethnic differences
will inform the following activities and roles of a
prevention researcher (Institute of Medicine, 1994):

1. Developing relationships with community
leaders and organizations

2. Conceptualizing and identifying potential
risk factors, mechanisms, and antecedents of
problems or disorders

3. Developing interventions that will have maxi-
mum effect, and deciding how these should be
disseminated and delivered to the target
population

4. Determining the content and format of evalu-
ation instruments

The Future of Prevention

Given the compelling rationale of prevention and,
more recently, the documented effectiveness of
preventive efforts (NRC-IOM, 2009), it may
seem puzzling that more resources are not dedi-
cated to these forms of intervention. In a classic
but still highly relevant article, Cowen (1983)
described a number of barriers and resistances to
the prevention movement. To cite a few examples,
those outside the field may remain skeptical because
(a) the social and environmental focus of preventive
interventions differs philosophically from the tradi-
tional focus on individual variables practiced by
many clinical psychologists; (b) prevention, in a
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sense, must compete with more established forms of
intervention (e.g., one-on-one psychotherapy); and
(c) preventive programs may appear impractical and
too costly (Cowen, 1983). In addition, the preven-
tion field itself has served as an “enemy from
within” (Cowen, 1983) by being less than precise
with its terminology, being slow to document the
effectiveness of preventive interventions, and
neglecting to coordinate efforts across programs
(e.g., Hawkins & Catalano, 1992).

Ideally, these issues can be adequately addressed
in the future so that the interventions characteristic
of community psychology will be more widely used.
Perhaps in the future, we should begin to focus as
much on psychological wellness and health as on
psychopathology and treatment of mental disorders
(Biglan & Hinds, 2009; Cowen, 1991; NRC-IOM,
2009). If so, we will grasp the importance of such
concepts as competence, resilience, prevention,
modification of social systems, and empowerment.

CHAPTER SUMMARY

Community psychology is an approach to mental
health that emphasizes the role of environmental
and societal forces in creating and alleviating prob-
lems. The focus is on prevention of problems rather
than on cure, and both individuals and the commu-
nity are encouraged to take control of and master
their own problems so that professional interven-
tion is not necessary. A number of influences led
to the development of the community psychology
field, including the creation of the Joint Commis-
sion on Mental Health and Illness in 1955; the 1963
Kennedy Bill, which funded the construction of
community mental health centers; deinstitutionali-
zation; a shortage of mental health professionals;
and a number of sociopolitical events in the
1960s.

Several concepts are central to community psy-
chology. Ecological systems can be analyzed at one
or more of several interrelated levels, ranging from
the individual to macrosystems (e.g., a society or
culture). The concept of community mental health
refers to the conviction that communities are
responsible for their members and that community
mental health should provide services to prevent
problems and help the community and its systems
function better. Community psychologists focus on
prevention because it is believed that, in the long
run, prevention initiatives will be more efficient
and effective than individual treatment adminis-
tered after the onset of problems. Community psy-
chologists also focus on strategies to increase levels

of empowerment—that is, to enhance individuals’
sense that they control their own destinies. A
knowledge of the different dimensions of human
diversity is important so that issues and problems
can be better understood and interventions can be
successful. Finally, community psychologists seek to
make positive changes by restructuring roles and
social institutions. Increasing positive alternatives
and resources for individuals makes it more likely
that individuals will succeed and that a good per-
son–environment fit will be realized.

Community psychologists frequently serve as
consultants to mental health professionals, teachers,
ministers, and other community personnel by lend-
ing their advice and expertise. Additional types of
services offered by or orchestrated by community
psychologists include intervention in childhood and
adolescence, self-help groups, and the enlistment of
paraprofessionals to provide services to community
members.

The future of community psychology is uncer-
tain. Many prevention programs have been shown
to be effective and cost-efficient, and consultation
appears to be effective as well. There have been
calls for training more community psychologists
and prevention field specialists. Finally, it is likely
that more and more interventions and programs
designed and implemented by community psychol-
ogists will be recommended and financially sup-
ported by managed care companies in the future.
However, funding for community mental health
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centers has dwindled considerably, and few doctoral
programs dedicated specifically to the training of
the community-based perspective remain. Recent

legislation designed to promote a community-
based approach to mental health care may change
the prospects for this important field.

KEY TERMS

client-centered case consultation A type of
mental health consultation that focuses on helping
to solve a current problem with a specific client.

community mental health A movement arising
in the 1950s that viewed mental health problems as
emerging from failures in the social system. This
movement called for community control of mental
health services and strong focuses on prevention,
early detection, and the provision of services to
populations who had traditionally been underserved.

community psychology A psychological
approach that emphasizes the role of environ-
mental forces in creating and alleviating problems.
Community psychology is preventive rather than
remedial in orientation. Furthermore, it attends to
the fit between the person and the environment
(rather than the inadequacies of either) and focuses
on identifying and developing the strengths and
resources of people and communities.

consultation The act by which a person who
provides services to others (or oversees the
provision of services) enlists the help of an expert
for the purpose of improving these services.

consultee-centered administrative consulta-
tion A type of mental health consultation that
focuses on helping an administrator enhance his or
her skills so that he or she will be able to function
more effectively in the future.

consultee-centered case consultation A type
of mental health consultation that focuses on
helping the consultee enhance the skills he or she
will need to deal effectively with future cases.

diversity Dimensions along which individuals
differ. It is important to be aware of these
differences to better understand and to better serve
individuals.

ecological analysis The examination of issues
and problems at different levels of the human
ecosystem, ranging from the individual to macro-
systems (e.g., cultures or societies).

empowerment Providing individuals with the
sense that they are in control of their own destinies
or enhancing existing feelings of control.

head start programs Primary prevention,
early childhood programs designed to prepare
preschool children from disadvantaged back-
grounds for elementary school by focusing on
their basic learning skills, among other things.

indicated preventive interventions Preventive
interventions that target people at high risk for
developing the disorder (as determined by the
presence of subthreshold symptoms or biological
markers indicating a predisposition for developing
the disorder).

paraprofessionals Persons with no formal
clinical training who have been trained to assist
professional mental health workers. The use of
paraprofessionals has been growing in community
psychology and in the mental health field as
a whole, and the results of meta-analyses
suggest that paraprofessionals may be as effective
(or in some cases even more effective) than
professionals.

prevention The principle that, in the long
run, preventive activities will be more efficient
and effective than individual treatment admin-
istered after the onset of disease or problems.

primary prevention Correcting negative condi-
tions before significant problems emerge as a
consequence of these conditions. The application
of this prevention model often necessitates a
degree of social change.
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program-centered administrative consulta-
tion A type of mental health consultation that
focuses on helping with the institution or
management of a specific program.

secondary prevention Detecting and correcting
problems early, while they are still amenable to
intervention. This prevention model often entails
screening large numbers of people, including
people who are not seeking help and may not even
appear to be at risk.

selective preventive interventions Preventive
interventions that target individuals or subgroups
of the population with a higher-than-average
chance for developing the disorder in question (as
determined by the presence of certain biological,
psychological, or social risk factors).

self-help groups Informal groups that provide
support for individuals facing specific problems and
may stave off the need for professional interven-
tion. Functions of self-help groups include pro-
viding important and relevant information to
members, providing role models (individuals who
have successfully confronted the problem at hand),
providing emotional support and ideas for coping,
and giving members an increased sense of mastery
and control over their problems.

tertiary prevention Reducing the duration and
negative effects of problems after they have
occurred. This prevention model most often
involves rehabilitation.

universal preventive interventions Preventive
interventions that target the entire population.

WEB SITES OF INTEREST

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

16-1 Society for Community Research and Action
(Division 27 of the American Psychological
Association)
http://www.scra27.org/

16-2 Society for Prevention Research
http://www.preventionresearch.org/about.php

16-3 The Future of Children (links to prevention
articles)
http://futureofchildren.org/

16-4 Community Psychology Graduate Programs
http://www.scra27.org/resources/
educationc/academicpr
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17

Health Psychology

and Behavioral Medicine

FOCUS QUESTIONS

1. What historical events influenced the develop-
ment of the field of health psychology?

2. What are the major intervention methods used
by health psychologists?

3. How are prevention techniques used to address
problems related to smoking, alcohol abuse/
dependence, and obesity?

4. What techniques are used to help patients
cope with stressful medical procedures
and surgery?

5. What major influences are likely to affect
the future of health psychology?

CHAPTER OUTLINE

History and Perspectives
Definitions
History
Linking Stress, Lifestyle and Behavior,
Personality, Social Support, and Health
BOX 17-1: Focus on Clinical Applications: Stress

and Everyday Life: What Are the Most
Common Stressors for Undergraduate
Students?

Range of Applications

Methods of Intervention
Respondent Methods
BOX 17-2: Focus on Professional Issues: The Role

of Health Psychology: HIV and Acquired
Immune Deficiency Syndrome (AIDS)

Operant Methods
Cognitive-Behavioral Methods
Biofeedback

Prevention of Health Problems
Cigarette Smoking
BOX 17-3: Focus on Professional Issues: Ethnicity

and Cancer Outcomes
Alcohol Abuse and Dependence
Obesity

Other Applications
Coping with Medical Procedures
Compliance with Regimens

Future Directions
Health Care Trends
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Training Issues
Other Challenges
BOX 17-4: Clinical Psychologist Perspective:

Beth E. Meyerowitz, Ph.D.

CHAPTER SUMMARY

KEY TERMS

WEB SITES OF INTEREST

I t seems that everyone realizes now that lifestyle
affects our health and sense of well-being. Most

health problems in the United States are related to
chronic diseases (e.g., heart disease, cancer, and
stroke), and these diseases are often associated
with behavior or lifestyle choices (e.g., smoking
or overeating) made by individuals (Brannon &
Feist, 2010). Over the last 50 years, the costs of
medical care have skyrocketed to more than 16%
of the gross domestic product (GDP) in the United
States (Pleis, Ward, & Lucas, 2010). The potential
financial burden associated with health problems
has led many to reevaluate their lifestyles and
behavior. There has also been a shift in perception.
Health has become associated with positive well-
being rather than simply the absence of disease
(Brannon & Feist, 2010). These trends, as well as
others, have led Americans to focus much more
intensely on behaviors and lifestyles that promote
health and prevent disease.

Psychology, as a science of behavior, has much
to contribute to the field of health, and health psy-
chology has become a fast-growing area within
clinical psychology. Many clinical doctoral pro-
grams have a “track” or emphasis dedicated specifi-
cally to clinical health psychology and/or pediatric
psychology (also known as child health psychol-
ogy). General textbooks on health psychology are
now prevalent, as are specialized textbooks on clin-
ical health psychology, women and health, and
pediatric health psychology. In addition, several
specialty journals (including Health Psychology, Jour-
nal of Behavioral Medicine, and the Journal of Pediatric

Psychology) report on research in these fields. Finally,
two separate divisions of the American Psychologi-
cal Association (Divisions 38, Health Psychology,
and Division 54, Pediatric Psychology) have been
established as a way to publicize and advance the
contributions of health psychologists in adults and
youth, respectively.

HISTORY AND PERSPECT IV ES

Although a variety of overlapping subdisciplines
focus on health-related issues, we will focus primar-
ily on two areas of psychology: behavioral medicine
and health psychology. Recognition that mind and
body are inextricably linked has been around since
at least early Greek civilization. However, it was
not until the late 1970s that definitions of behav-
ioral medicine and health psychology began to
crystallize.

Definitions

Although a variety of definitions have been offered
over the years (e.g., Miller, 1983; Schwartz &
Weiss, 1977), behavioral medicine basically refers to
the integration of the behavioral sciences with the
practice and science of medicine. Matarazzo (1980)
uses the term to refer to the broad interdisciplinary
field of scientific investigation, education, and prac-
tice that is concerned with health, illness, and
related physiological dysfunctions.

Health psychology is a specialty area within psy-
chology. It is a more discipline-specific term, refer-
ring to psychology’s primary role as a science and
profession in behavioral medicine. It includes
health-related practice, research, and teaching by
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many kinds of psychologists—social, industrial,
physiological, and others. Health psychology has
been specifically defined as

the aggregate of the specific educational,
scientific, and professional contributions of
the discipline of psychology to the pro-
motion and maintenance of health, the
prevention and treatment of illness, and the
identification of etiologic and diagnostic
correlates of health, illness and related
dysfunction. (Matarazzo, 1980, p. 815)

This definition was later amended to include
psychologists’ roles as formulators of health care
policy and contributors to the health care system
(see, e.g., DeLeon, Frank, & Wedding, 1995). A
recent definition of health psychology that incor-
porates these new roles has been offered by
Brannon and Feist (2010), who state that health
psychology “includes psychology’s contributions
to the enhancement of health, the prevention and
treatment of disease, the identification of health risk
factors, the improvement of the health care system,
and the shaping of public opinion with regard to
health” (p. 13).

History

Two major perspectives have influenced our views of
health and illness (Rice, 1998). First is the biomedical
tradition, which developed over time as people sought
to gain knowledge through experience and observa-
tion. Early attempts were rather crude (e.g., the dis-
covery of the benefits of acupuncture, Hippocrates’
humoral theory of disease and treatment), but later
biomedical scientists focused on anatomy, “germ the-
ory,” and ultimately genetics in their attempt to
define and understand illness and disease. This West-
ern tendency to focus solely on biological factors and
to adopt a reductionistic approach is not without its
limitations, however. For example, critics argue that
we still do not know what causes disease; rather, we
have simply discovered another malfunction at a
smaller level of analysis (e.g., at the molecular genetic
level). Biomedical research may be so enamored with

somatic correlates (e.g., abnormal physical processes
and biochemical imbalances) that psychosocial vari-
ables are often ignored. Finally, this tradition rein-
forces the mind–body dualism perspective, which is
both outdated and limited in its utility. This is not to
say that the biomedical tradition has been unimpor-
tant or irrelevant to medicine, science, and psychol-
ogy. Rather, a strict biomedical viewpoint is at times
too narrow because it cannot adequately account for
widely encountered forms of illness and disease.

A second major influence on our views of health
and illness is the psychosocial perspective (Rice, 1998).
For centuries, medical literature has recognized that
psychological and social processes may either cause or
influence illness and disease. By the 1940s, this broad
generalization had coalesced into the field of psychoso-
matic medicine. Psychosomatic medicine is based on
the assumption that certain illnesses and disease states
are caused by psychological factors. Researchers (e.g.,
Alexander, 1950) identified several “psychosomatic”
diseases, including peptic ulcers, essential hyperten-
sion, and bronchial asthma. All illnesses were divided
into those caused by “organic” or physical factors and
those caused by psychological factors. Some who
adopted this perspective believed that each psychoso-
matic illness had a different, specific underlying
unconscious conflict predisposing the person to that
disorder. For example, repressed hostility was
believed to result in rheumatoid arthritis. Although
initially appealing, these ideas (and psychosomatic
medicine in general) began to flounder as it became
apparent that such specific psychogenic factors were
not very predictive; most empirical studies did not
support the theories. In fact, psychosocial factors are
involved in all diseases, but these factors may not
necessarily have a primary causal role.

Psychosomatic medicine was largely the prov-
ince of psychiatrists and physicians. However, behav-
ioral psychologists began to extend the range of their
therapy methods to the so-called medical disorders.
Problems such as obesity and smoking came under
the scrutiny of psychologists as well. Then came a
rapid increase in the use of biofeedback (discussed
later in this chapter) to help patients control or mod-
ify certain physiological responses.
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Another set of factors was slow to develop but
ultimately had a strong impact. By the 1960s, many
major infectious diseases had been conquered. The
helping professions began to turn their attention to
two of the biggest killers: cardiovascular diseases
and cancer. Behaviors such as overeating, smoking,
and drinking were increasingly identified as major
correlates of these diseases. The spotlight began to
shine not just on the disease process itself but also
on the associated behaviors whose reduction or
elimination might reduce individuals’ vulnerability
to disease.

During the 1960s, stressful life events began to
be implicated as specific risk factors for illness (e.g.,
Holmes & Rahe, 1967). The examination of how
stressful major life events affect health led to an
examination of the health consequences of daily
hassles, which can also prove stressful (e.g., Lazarus,
1984). A related line of research demonstrated how
personality and behavioral style can influence
health. The impetus came from two cardiologists
who were impressed with a common constellation
of traits and behaviors shared by many who suffered
from coronary heart disease. The so-called Type A
personality (Friedman & Rosenman, 1974) is char-
acterized by hostility, competitiveness, and being
time-driven. Although subsequent research has
failed to support a direct link between Type A per-
sonality and heart disease (Brannon & Feist, 2010;
Suls & Bunde, 2005), the hypothesis stimulated
research in health psychology and served to focus
attention on other behavioral risk factors for coro-
nary heart disease (e.g., smoking and lack of exer-
cise) as well as on prevention efforts.

The recognition that both psychological and
social factors influence illness and health is the
basis of an influential perspective known as the bio-
psychosocial model (Engel, 1977). In many ways, this
model can be viewed as an integration of the bio-
medical and psychosocial perspectives. As the name
implies, the biopsychosocial model holds that illness
and health are a function of biological, psychologi-
cal, and social influences. Biological influences can
include genetic predispositions, nutritional deficien-
cies, and biochemical imbalances. Psychological
influences can include the individual’s behaviors,

emotions, and cognitions. Finally, social influences
can include friends, family members, home envi-
ronment, and life events. This biopsychosocial
model represents how health psychologists concep-
tualize problems and plan interventions.

Many other factors were important in the devel-
opment of the field of health psychology. The tre-
mendous cost of health care has already been noted,
along with the fact that infectious diseases were no
longer the principal culprits. A large portion of health
care costs are directly traceable to human behaviors
and lifestyles that result in injuries, accidents, poison-
ings, or violence. Lifestyle choices such as alcohol and
drug abuse, smoking, and dietary patterns contribute
to a variety of illnesses and diseases.

The foregoing are just a few of the more
prominent factors in the development of the health
psychology field. We turn now to a discussion of
how stress, lifestyle and behavior, personality, social
support, and health are linked. These links form the
basis of the field of health psychology and pediatric
psychology.

Linking Stress, Lifestyle and Behavior,

Personality, Social Support, and Health

What are the processes by which psychological and
social factors influence health and disease?

Stress and Health. Although the term stress is
frequently used, it is not often precisely defined
(Brannon & Feist, 2010). Some use the term to
refer to a quality of an external stimulus (e.g., a stressful
interview), others to refer to a response to a stimulus
(the interview caused stress), and still others believe
stress results from an interaction between stimulus
and response (stress resulted because the interview
was challenging and I was not prepared). Most con-
temporary health psychologists adopt this third, inter-
actionist viewpoint, seeing stress as a process that
involves an environmental event (a stressor), its apprai-
sal by the individual (is it challenging or threatening?),
the various responses of the organism (physiological,
emotional, cognitive, behavioral), and the reevalua-
tions that occur as a result of these responses and
changes in the stressor (Rice, 1998). This transactional
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model of stress is depicted in Figure 17-1. These and
other psychosocial stimuli may contribute to a stress
process that can then directly affect the hormonal sys-
tem, the autonomic system, and the immune system.

The physiological effect of stress on the body
involves a complex chain of events (Brannon &
Feist, 2010), illustrated in Figure 17-2. The percep-
tion of stress causes the sympathetic nervous system,

a system responsible for mobilizing body resources
in urgent situations, to stimulate the adrenal medulla
of the adrenal gland. This results in the production of
the catecholamines epinephrine (adrenaline) and
norepinephrine, whose effects on the body include
increased heart rate, respiration, blood flow, and
muscle strength. Stress also causes the pituitary
gland (a structure connected to the hypothalamus

Environmental 
and 

social context

Potential 
stressor

Negative emotional 
responses

Physiological responses

Behavioral and cognitive 
coping responses

Manipulation of 
stressor or context

Reappraisal, 
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Increased risk for  
psychiatric and  
physical disease

The Stress Process
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demands and of  
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Events  
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F I G U R E 17-1 The stress process: An interactionist view

SOURCE: Rice, P. L. (1998). Health psychology. Pacific Grove, CA: Brooks/Cole, Page 177. Used with permission.
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in the forebrain) to release adrenocorticotropic hor-
mone (ACTH), and ACTH stimulates the adrenal
cortex of the adrenal gland to secrete glucocorti-
coids. The most important glucocorticoid where
stress is concerned is cortisol. Cortisol is a hormone
that, like epinephrine and norepinephrine, mobilizes
the body’s resources. Cortisol serves primarily to
increase energy level and decrease inflammation.
The latter function is particularly useful if injuries
are sustained in an urgent situation.

Although responses of the body to stress can be
helpful, severe stress and prolonged activation of

these systems can have adverse effects on body
organs, mental functions, and the immune system.
For example, stress can affect the immune system
so that it cannot effectively destroy viruses, bacteria,
tumors, and irregular cells. More than two decades
ago, Ader and Cohen (1975) presented evidence
suggesting that the nervous system and the immune
system interact and are interdependent by demon-
strating that immune system responses in rats could
be classically conditioned. This initial report eventu-
ally led to a number of studies investigating the rela-
tionship between physiological factors (e.g., reactions

F I G U R E 17-2 Physiological effects of stress

SOURCE: Brannon, L., & Feist, J. (2010). Health psychology: An introduction to behavior and health (7th ed.). Pacific Grove, CA: Brooks/Cole. Page 100. Used
with permission.
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BOX 17-1 Focus on Clinical Applications
Stress and Everyday Life: What Are the Most Common Stressors for Undergraduate Students?

Stressful life events impact both physical and psycho-
logical problems. Smyth and colleagues (2008) con-
ducted a survey of thousands of college students to
determine which types of life events were most preva-
lent and stressful or emotionally upsetting. They found
that 84.5% of college students experienced an adverse
life event at some time in their lives. Adverse life
events primarily involved death of a loved one (62.7%),
academic issues (39.6%), parental divorce or separation
(24.4%), and traumatic sexual experience (18.4%).

Other researchers have examined daily hassles
that college students encounter, such as traffic, missing
class, time pressure, or disagreement with a friend.
Brougham and colleagues (2009) found that daily has-
sles were more stressful for college students than aca-
demic, family, or financial problems, especially among
women. Ross and colleagues (1999) examined the
prevalence of recent stressful life events and hassles
among college students, and these results appear
below. You can see that the most common stressors for
college students included such things as interpersonal
conflict, sleep difficulties, public speaking, increased
workload, grades, and even breaks from school.

Percent of College Students Reporting Each
Source of Stress

Category Percent

Interpersonal

Change in social activities 71

Roommate conflict 61

Work with people you don’t know 57

Fight with boyfriend/girlfriend 41

New boyfriend/girlfriend 36

Trouble with parents 21

Intrapersonal

Change in sleeping habits 89

Change in eating habits 74

New responsibilities 73

Financial difficulties 71

Held a job 65

Category Percent

Spoke in public 60

Change in use of alcohol or drugs 39

Outstanding personal achievement 35

Started college 32

Decline in personal health 26

Minor law violation 14

Change in religious beliefs 13

Death of a family member 12

Death of a friend 6

Severe injury 5

Engagement/Marriage 2

Academic

Increased class workload 73

Lower grade than anticipated 68

Change of major 24

Search for graduate school/job 21

Missed too many classes 21

Anticipation of graduation 20

Serious argument with instructor 11

Transferred schools 3

Environmental

Vacations/breaks 82

Waited in long line 69

Computer problems 69

Placed in unfamiliar situation 51

Messy living conditions 50

Put on hold for extended period of time 47

Change in living environment 46

Car trouble 42

Quit job 8

Divorce between parents 1

SOURCE: Ross et al. (1999).
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to stress) and immune system response (Brannon &
Feist, 2010). Currently, it remains unclear whether
immunosuppression is a direct effect of stress or
whether it is simply part of the body’s response to
stressful events (Brannon & Feist, 2010). In any case,
stress does appear to be an important (though not the
only) influence on health and illness.

Behavior and Health. Behaviors, habits, and life-
styles can affect both health and disease. Everything
from smoking, excessive drinking, or poor diet to
deficient hygiene practices have been implicated.
Such behaviors are often deeply rooted in cultural
values or personal needs and expectations. In any
event, they are not easily changed. Later in this
chapter, we will discuss in more detail several beha-
viors or lifestyle choices that have been linked to
health. These include cigarette smoking, alcohol
abuse and dependence, and weight control.

Cognitive variables may influence our decisions
about adopting healthy or unhealthy behaviors
(Bandura, 2001). To cite one example, many health
psychologists have focused on the variable self-
efficacy. Self-efficacy, discussed in earlier chapters,
refers to “people’s beliefs about their capabilities
to exercise control over events that affect their lives”
(Bandura, 1989, p. 1175). Self-efficacy is relevant to a
number of topics addressed by health psychologists,
including major theories of health-related behavior
change. This construct plays a major role in the most
prominent social cognitive models of health behavior,
including the health belief model (Rosenstock, 1974;
Rosenstock, Strecher, & Becker, 1988), protection
motivation theory (R. W. Rogers, 1975; Sturges &
Rogers, 1996), and the theory of planned behavior
(Ajzen, 1985, 1988).

Protection motivation theory (PMT), for example,
posits that behavior is a function of threat appraisal
(an evaluation of factors that will affect the likeli-
hood of engaging in the behavior, such as perceived
vulnerability and perceived potential for harm) and
coping appraisal (an evaluation of one’s ability to
avoid or cope with negative outcome). Coping
appraisal is influenced by one’s self-efficacy, or
belief that one can implement the appropriate cop-
ing behavior or strategy (Maddux et al., 1995).

An example that applies PMT to a real-life
health decision may be instructive. Janey, an adoles-
cent girl, faced a decision about whether or not to
start smoking cigarettes because she would like to
lose weight. According to PMT, Janey would
engage in threat appraisal and coping appraisal.
Threat appraisal might involve evaluating the dan-
gers of smoking (e.g., lung cancer) as well as the
likelihood of her own vulnerability to this outcome.
To the extent that she does not perceive the danger
to be severe or immediate to herself, Janey might be
more likely to start smoking. Coping appraisal is also
relevant. This process might involve Janey’s evalua-
tion of how likely she could refrain from smoking
(the recommended coping strategy). To the extent
that Janey believes she will not be able to refrain
from smoking (e.g., because all her friends smoke
and she would like to lose weight), it becomes
more likely that she will engage in this behavior.
Thus, the cognitive variable self-efficacy can play a
prominent role in behavior and lifestyle choices that
ultimately influence health.

Problems can also arise from the ways in which
people respond to illness. Some people may be
unable or unwilling to appreciate the severity of
their illness and fail to seek timely medical help.
When they do get medical advice, they may fail
to heed it. Among youth, decisions become more
complex, as both the perceptions of the youth and
their caregivers influence health behavior decisions.
All of these behaviors can indirectly foster adverse
outcomes. We will discuss medical treatment com-
pliance later in this chapter.

Personality Factors. Both directly and indirectly,
personality characteristics can affect health and ill-
ness in many ways (Smith & MacKenzie, 2006; Suls
& Bunde, 2005). For example, (a) personality fea-
tures may result from disease processes; (b) person-
ality features may lead to unhealthy behaviors;
(c) personality may directly affect disease through
physiological mechanisms; (d) a third, underlying
biological variable may relate to both personality
and disease; and (e) several causes and feedback
loops may affect the relationship between personal-
ity and disease.
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Perhaps the most widely studied association
between a personality trait/behavior pattern and ill-
ness is that between Type A behavior and coronary
heart disease. As mentioned previously, the notion of
a possible link between personality or coping style
and adverse health consequences, specifically coro-
nary heart disease, was proposed by two cardiolo-
gists (Friedman & Rosenman, 1974). They
identified a set of discriminating personality charac-
teristics and behaviors and proposed that these con-
stitute a Type A behavior pattern. Glass (1977)
describes Type A individuals as those who tend to

■ perceive time passing quickly,
■ show a deteriorating performance on tasks that

require delayed responding,
■ work near maximum capacity even when there

is no time deadline,
■ arrive early for appointments,
■ become aggressive and hostile when frustrated,
■ report less fatigue and fewer physical symp-

toms, and
■ are intensely motivated to master their physical

and social environments and to maintain
control.

Table 17-1 provides some examples of inter-
view questions that are used to identify Type A
individuals.

A number of early studies suggested a relation-
ship between Type A behavior and coronary heart
disease. However, more recent studies do not show
as strong a relationship between Type A behavior
and heart disease as was once thought (Smith &
Ruiz, 2002), and it is clear that the vast majority of
Type A individuals do not develop coronary heart
disease (CHD). However, Type A individuals are at
relatively greater risk for CHD. More recent studies
suggest that the anger-hostility component of
the Type A pattern does a better job of predicting
coronary heart disease than the more global Type A
categorization (Smith & MacKenzie, 2006).

In an important methodological and conceptual
analysis of the research examining hostility and health,
Smith (1992) presented several theoretical models that

might explain the link between them. The psychophys-
iological reactivity model posits that hostile individuals
experience larger increases in heart rate, blood pres-
sure, and stress-related hormones in response to
potential stressors. Increased psychophysiological reac-
tivity is believed to encourage the development of
coronary artery disease and the symptoms of coronary
heart disease. The psychosocial vulnerability model pro-
poses that hostile individuals are more likely to expe-
rience a more stressful psychosocial environment
because they have higher levels of mistrust and are
scanning their environments for possible future mis-
treatment. A transactional model of stress reflects a com-
bination and integration of the psychophysiological
and psychosocial models. This integrative model pro-
poses that those high in hostility create potentially
stressful situations in their lives because of their general
mistrust and their subsequent actions.

T A B L E 17-1 Selected Items from the
Behavior Pattern Interview

4. Does your job carry heavy responsibility?
a. Is there any time when you feel particularly

rushed or under pressure?
b. When you are under pressure, does it bother you?

6. When you get angry or upset, do people around you
know about it? How do you show it?

12. When you are in your automobile, and there is a car
in your lane going far too slowly for you, what do
you do about it? Would you mutter and complain to
yourself? Would anyone riding with you know that
you were annoyed?

14. If you make a date with someone for, oh, two
o’clock in the afternoon, for example, would you be
there on time?
a. If you are kept waiting, do you resent it?
b. Would you say anything about it?

17. Do you eat rapidly? Do you walk rapidly?
After you’ve finished eating, do you like to sit
around the table and chat, or do you like to get up
and get going?

19. How do you feel about waiting in lines: Bank lines,
or supermarket lines? Post office lines?

SOURCE: From “The Interview Methods of Assessment of the Coronary-
prone Behavior Pattern,” by R. H. Rosenman, pp. 68–69. In T. M. Dembroski,
S. M. Weiss, J. L. Shields, S. G. Haynes, and M. Feinleib (Eds.), Coronary-prone
Behavior, Copyright © 1978 by Springer-Verlag. Reprinted by permission.
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Finally, the health behavior model, unlike the pre-
vious models, does not assume that the physiologi-
cal aspects of stress are the crucial link between
hostility and health. Rather, the health behavior
model proposes that hostile individuals tend to
engage in poor health habits (e.g., smoking, exces-
sive drinking of alcohol, poor exercise habits) and
thus are more susceptible to coronary heart disease.
This parsimonious explanation of the findings of an
association between hostility and coronary heart
disease needs further evaluation.

Social Support and Health. A topic attracting
increased research interest is social support and its
effects on health and well-being (Miller, Chen, &
Cole, 2009; Stanton, Revenson, & Tennen,
2007). Social support refers not only to the number
of social relationships but also to the quality of those
relationships (can you confide in your friends, par-
ents, and family members?). The basic idea is that
interpersonal ties can actually promote health.
They insulate people from harm when they encoun-
ter stress, decrease susceptibility to illness, and help
people comply with and maintain treatment regi-
mens. Social support is, in many ways, a kind of
coping assistance. A number of studies have indicated
that better health outcomes are positively related
to social support (Miller, Chen, & Cole, 2009;
Stanton, Revenson, & Tennen, 2007). For exam-
ple, Williams et al. (1992) followed approximately
1,400 patients with coronary artery disease for an
average of 9 years and found that patients who
rated higher on measures of social support (e.g., mar-
ried, able to confide in spouses) exhibited signifi-
cantly lower rates of mortality over the follow-up
period. This relation held even after controlling for
demographic variables and medical risk factors. This
study and others suggest that social support may act
as a type of “buffer” against adverse health outcomes.

The relationships among social support, stress,
and health may depend on a number of factors,
including race, gender, and culture. For example,
women (on average) seem to benefit more from
social support than do men, perhaps because
women tend to have more emotionally intimate
relationships (Brannon & Feist, 2010).

Range of Applications

A full description of all the problems to which health
psychology has addressed itself is beyond the scope of
this chapter. A partial list culled from recent accounts
would include the following: smoking, alcohol
abuse, obesity, Type A personality, hypertension, car-
diac arrhythmia, Raynaud’s disease, Alzheimer’s dis-
ease, acquired immune deficiency syndrome (AIDS),
cystic fibrosis, anorexia nervosa, chronic vomiting,
encopresis-fecal incontinence, ulcers, irritable bowel
syndrome, spasmodic torticollis, tics, cerebral palsy,
cerebrovascular accidents, epilepsy, asthma, neuro-
dermatitis, psoriasis, chronic pain, headaches, insom-
nia, diabetes, dysmenorrhea, dental disorders, cancer,
spinal cord injuries, and sexual dysfunction.

In the pages that follow, we deal with several
of these disorders, especially as they illustrate meth-
ods of intervention and prevention. Box 17-2 sug-
gests some of the issues that are within the province
of health psychology and behavioral medicine,
especially as applied to the problem of human
immunodeficiency virus (HIV) infection and
acquired immune deficiency syndrome (AIDS).

METHOD S O F INTERVEN T ION

In essence, health psychology, behavioral medicine,
and pediatric psychology apply behavioral and
cognitive-behavioral methods of assessment and
treatment. We present brief overviews of general
classes of interventions (respondent methods, operant
methods, cognitive-behavioral methods, and bio-
feedback) and then present a few examples of how
these techniques are used by health psychologists.

Respondent Methods

Over time, a neutral stimulus (conditioned stimu-
lus) that is paired with a naturally eliciting stimulus
(unconditioned stimulus) may itself become capable
of eliciting a particular response. This is the classic
Pavlovian paradigm. Emotional reactions may, for
example, become associated with formerly neutral,
innocuous stimuli. This process may then produce
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conditioned emotional reactions that, if chronic,
can produce such persistent tissue changes as ulcers,
neurodermatitis, or essential hypertension. These
kinds of symptoms have been treated by health psy-
chologists in various ways. In the case of respondent
techniques, extinction or systematic desensitization
interventions are commonly used.

In extinction, a conditioned emotional reaction
is eliminated by creating a situation in which the
conditioned stimuli are no longer associated with
the environmental stimuli that generated the
behavior. This approach can be used, for example,
to eliminate children’s fears of visiting the dentist.
The child is brought to the dentist’s office, familiar-
ized with the office personnel, allowed to meet
other children who have successfully negotiated
the terrors of dentistry, and so on. In short, the
child’s emotional reactions are extinguished
because, over time, less anxiety is aroused in the
dentist’s office. A variation would be exposure
techniques, described in Chapter 14. Instead of
the gradual approach just described, the child,
under professional supervision, would be forced to
remain in the “terrifying situation,” the anxiety

would peak and then rapidly diminish, and the
child would thereby learn that the anxiety was
needless. The result is extinction of the anxiety
responses.

Systematic desensitization is a good example of
counterconditioning (see Chapter 14). If the patient
can be taught to relax in the face of anxiety-
provoking stimuli, the anxiety diminishes. Relaxa-
tion techniques are designed to enable individuals to
produce a state of lowered arousal through their
own efforts. As a preliminary step, patients are usu-
ally taught the basic behavioral principles related to
their symptoms and how therapy relates to the
implementation of these principles. For example, a
patient whose stressful lifestyle has led to some
physical problems would be taught the relationship
between lifestyle and illness by means of a fairly
extensive verbal explanation (or reading material).
Following this, a thorough psychophysiological
assessment might be conducted using recording
equipment, self-ratings of tension, and the thera-
pist’s own observation.

Next, patients are taught to self-monitor. For
example, they might be trained in how and when

BOX 17-2 Focus on Professional Issues
The Role of Health Psychology: HIV and Acquired Immune Deficiency Syndrome (AIDS)

The Centers for Disease Control (CDC) estimates that
approximately 50,000 people are newly infected with
HIV each year in the United States, and approximately
1.2 million of Americans age 13 or older are currently
infected with HIV. Adolescence and young adulthood
are developmental vulnerability periods for the acqui-
sition of HIV. Once HIV infection reaches stage 3, a
diagnosis of AIDS is made. Cumulatively, approximately
600,000 people have died in the United States from
AIDS, with the annual figure now hovering at about
16,000 per year. Although these annual rates are lower
than they were 10 years ago, HIV and AIDS continue to
be a major public health problem because there is no
known cure. Therefore, prevention of high-risk behav-
ior (unprotected sex; injection drug use) is paramount.

The use of antiretroviral therapies (ART) has been
shown to delay the clinical progression of HIV and to
decrease AIDS-related deaths. In order for ART to be

maximally effective, however, high levels of adherence
to ART are necessary (Gonzalez, Barinas, & O’Cleirigh,
2011). Unfortunately, substance use and substance use
disorders are frequent among those with HIV/AIDS,
and these substance use problems are associated with
significantly lower adherence rates for ART (Sande-
lowski, Voils, Chang, & Lee, 2009). For example, Hen-
dershot et al. (2009) found that across 40 studies
alcohol users with HIV or AIDS were only about half as
likely to be adherent to ART than those who did not
use alcohol. Similar patterns are observed for other
substances like heroin, cocaine, marijuana, and even
tobacco. Therefore, health psychologists are encour-
aging physicians to screen for substance use and abuse
in those with HIV/AIDS so that cognitive-behavioral
interventions to treat underlying depression and anxi-
ety as well to promote adherence can be used when
appropriate (Gonzalez, Barinas, & O’Cleirigh, 2011).
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to record the presence of headaches. They would
be taught to record data on the presence of envi-
ronmental stimuli that precede the headache, their
own response to the headache, and the conse-
quences that follow from the symptoms.

Finally, patients receive specific training in relax-
ation. Chapter 14 provides detailed information on
relaxation training. Positive expectancies for a good
outcome are engendered, and the physical condi-
tions are arranged so that relaxation will be easy to
achieve (assuming a comfortable position, loosening
tight clothing, adjusting lighting). Regular practice in
the therapist’s office is followed by practice at home.

How efficacious are relaxation techniques in
treating problems addressed by health psychologists?
Relaxation appears to be effective in treating
hypertension, tension headaches, and anxiety
(Brannon & Feist, 2010). When combined with
guided imagery—a technique in which patients
bring images of peaceful and calm situations to con-
sciousness—relaxation has also proven effective for
treating burn pain and the nausea and anxiety asso-
ciated with chemotherapy (Brannon & Feist, 2010).

Operant Methods

Learned responses may be either maintained or
eliminated through the consequences they bring
about. As we discussed in Chapter 14, behaviors
that are reinforced tend to recur, whereas behaviors
that are not reinforced or are punished tend to
decrease in frequency.

Operant conditioning can be used in health psy-
chology and behavioral medicine either to increase
behaviors said to lead toward health or to decrease
those said to contribute to health problems. For
example, health psychologists have used operant
methods in addressing pain behaviors (Brannon &
Feist, 2010; Roelofs, Boissevain, Peters, de Jong, &
Vlaeyen, 2002). From an operant perspective, many
of the behaviors displayed by pain patients (com-
plaining, moaning, etc.) have been initiated and
maintained because of positive reinforcement. Fam-
ily members and medical staff may have paid more
attention to the patient following these behaviors.
Additional reinforcers might include sympathy,

time off from work, or fewer expectations from
the family. To change these pain behaviors, family
members and medical staff may be trained to rein-
force more desirable behaviors (e.g., attempts to
become more physically active) and to ignore less
desirable behaviors (e.g., constant complaining).
Research suggests that these approaches to pain
behaviors do show some success, as indicated by
increased physical activity and decreased intake of
pain medication (Brannon & Feist, 2010).

Finally, health psychologists may use contin-
gency contracting. In this method, the therapist
and patient draw up a formal agreement or contract
that specifies the behaviors that are expected as well
as the consequences for certain behaviors. For exam-
ple, patients may be reinforced for participating more
in physical therapy, taking their medication, or
reducing their number of somatic complaints. Rein-
forcement may take the form of tokens that can be
exchanged for something of value to the patient.

Cognitive-Behavioral Methods

Health psychologists use a variety of cognitive-
behavioral techniques. These techniques may be
used alone or in concert with other strategies, such
as relaxation or biofeedback. Some of these methods
were discussed in Chapter 14. All of them emphasize
the role of thinking in the etiology and maintenance
of problems. Cognitive-behavioral interventions
seek to change or modify cognitions and perceptions
that are believed to be related to a patient’s problem.

The list of “well-established” empirically sup-
ported treatments (see the link at the endof the chapter)
contains several cognitive-behavioral treatments for
stress or other health problems. In Chapter 14, we
discussed stress inoculation training (SIT) for coping
with various stressors. This approach is used by health
psychologists for awidevarietyof patients (e.g., chronic
pain patients). Other effective cognitive-behavioral
treatments for health problems include those for head-
ache, pain, smoking cessation, and bulimia.

Cognitive-behavioral therapy is a major compo-
nent of a treatment for chronic headaches (Blanchard
& Andrasik, 1985; Martin, Forsyth, & Reese, 2007;
Nash et al., 2004; Thorn et al., 2007). For example,
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Blanchard and Andrasik’s treatment begins with a
psychoeducational component, in which the follow-
ing points are emphasized to the headache sufferer:
(a) tension, anxiety, and worry can cause headache;
(b) headache is a signal from the body that the person
is not effectively coping with stress; (c) any situation
can lead to stress—our interpretations and beliefs
about a situation determine whether or not it pro-
duces stress; and (d) there are some common beliefs
or expectations that may lead to stress and headache.
In the treatment, patients are taught to monitor their
thinking processes via a self-monitoring record when-
ever tension, worry, or anxiousness occurs. A sample
self-monitoring record for events associated with
headaches is shown in Figure 17-3. For each situa-
tion, patients list the cues that trigger tension and
anxiety, the physical sensations, their thoughts right
before the onset of the tension, a rating of their emo-
tions, and their behavioral responses to the episode
(e.g., withdrawal or attack).

The therapist uses these data to tailor specific
interventions. First, attempts are made to connect
situations, the patient’s thoughts, and the emotional
and behavioral responses. The therapist emphasizes
that the patient’s thoughts are a crucial link in the
process that produces headaches and that these
thought patterns can be modified. The patient’s
“maladaptive” thoughts, expectancies, and beliefs
(those associated with stress and headache) are
examined closely and their validity challenged.
For example, a professor may report that thoughts
regarding inadequacy (“I’m never going to get this
chapter written”) typically precede the experience
of tension and anxiety that leads to headache. The
therapist might challenge these thoughts (“Is it
really true that you have never finished any articles
or chapters?”) and train the professor to disrupt the
situation thought tension headache chain by
using alternative thinking and coping strategies
(repeating, internally, more adaptive thoughts such
as “This task is difficult but I will get it done, just as
I have been able to do in the past”). Finally, as the
patient is able to implement these alternative ways
of thinking and coping in real-life situations and
achieves some success, the therapist reinforces prog-
ress through praise.

Biofeedback

Biofeedback is popular and, for some, has become
almost synonymous with behavioral medicine itself.
Under certain conditions, patients can learn to
modify or control physiological processes, such as
heart rate, blood pressure, and brain waves.

Biofeedback encompasses a wide array of proce-
dures. Basically, however, some aspect of the patient’s
physiological functioning (e.g., heart rate, blood pres-
sure, skin temperature) is monitored by an apparatus
that feeds the information back to the patient in the
form of an auditory, tactile, or visual signal. The idea is
for the patient to then modify that signal by changing
the physiological function. Thus, a patient experienc-
ing severe headaches might have electrodes placed on
the forehead. The electrodes pick up tinymuscle con-
tractions in that region of the head, which are ampli-
fied and transformed into tones. The tones vary as the
muscular activity changes. The patient’s task is to vol-
untarily reduce or eliminate the tone, thus signifying a
reduction of muscular tension and a corresponding
reduction in the headache.

Biofeedback has been shown to be efficacious
(better than placebo treatment) for a number of dif-
ferent problems (Brannon & Feist, 2010). For exam-
ple, biofeedback has been used successfully in clinical
studies to reduce migraine and tension headache
pain, hypertension, and low back pain. However,
several caveats must be acknowledged. First, in
some cases, the effects of biofeedback are not super-
ior to the effects obtained from relaxation. This is
important because biofeedback requires expensive
equipment and trained personnel. Thus, the cost of
this treatment is much higher than some alternatives,
like relaxation. Second, because biofeedback and
relaxation are often included in the same treatment
package, it is sometimes hard to separate the effects
of one from the other. However, some studies have
done so and reported that biofeedback may provide
unique positive effects, especially for those who do
not respond to relaxation techniques (Lehrer, Carr,
Sargunaraj, & Woolfolk, 1994).

Still, many critics remain uncomfortable about
the scientific status of biofeedback. Some are suspi-
cious because of the cultish, faddish, or evangelistic
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F I G U R E 17-3 Example of a self-monitoring record for situations associated with tension headache

Time Situation Physical Sensations Thoughts Feeling (0–100) Behavior

8:00 A.M. Breakfast, husband says
I look “scattered”

Worry about getting to
work on time (e.g., If I’m
late Mr. ___ will notice)

Anxiety (25)
Hurt (20)

Rush through breakfast,
leave dishes in sink.

10:00 A.M. Given too many tech-
nical letters to type

Upset stomach from
coffee, tense muscles

Everybody assumes I’m
superwoman. No one
takes account of other
demands on my time

Anxiety (30)
Annoyance (20)

Rushed typing, curt on
telephone, take extra long
break to calm down

12:00 noon Jerry (fellow employee
and supervisor) asks me
to lunch. Talks sugges-
tively about recent
divorce

Lightheaded, tingling
sensations in head and
face, nausea

Jerry is on the make.
I don’t like fending him
off—so why am I here?
Am I seductive?

Anxiety (50)
Awkwardness (40)
Is that a feeling?

Try to offer sympathy but
resent ulterior motive.
Probably curt

2:00 P.M. Spencer gives me a long
report with 5 tables to
be done by 5 P.M.

Headache—back of neck F___ him—he didn’t even
ask what else I had to do.
Fantasize Spencer stuck
in elevator. No time to
relax.

Anger (60)
Anxiety (60)

Typing report—
distractedly

4:00 P.M. Report completed Headache worsening,
nausea

If I could quit ruminating
andwas more organized I
would get more work
done

Anger (40)
Anxiety (50)

Give report for correction.
Complain to Susan. Type
letters

Reprinted from Holroyd, K. A., & Andrasik, F., “A cognitive-behavioral approach to recurrent tension and migraine headache,” in P. E. Kendell (Ed.), Advances in cognitive-behavioral research and
therapy (Vol. 1). Copyright © 1982 by Elsevier. Reprinted with permission.

498
C
H
A
P
T
E
R

17



pronouncements of some of its practitioners. In some
cases, biofeedback seems to operate largely as a pla-
cebo. Biofeedback may not, by itself, lead to optimal
therapeutic gains. When it is effective, it is usually part
of a larger package that also includes relaxation or cog-
nitive strategies; if removed from such a package, bio-
feedback may lose its effectiveness. However, it may
serve as an example to the patient that self-regulation in
life is possible. It may be that biofeedback works better
in the clinic than in the research laboratory because the
clinic places the biofeedback machine in a larger
context of an understanding clinical relationship and
additional therapeutic techniques. At the very least,
biofeedback appears to be a useful technique to teach
patients to become more aware of their bodily signals
and what they may mean.

PREVENT ION OF HEALTH

PROBLE MS

Nearly everyone agrees that a few simple behaviors,
if widely practiced, would dramatically reduce the
toll of human misery and the torrent of dollars pour-
ing into the health care system. These include reduc-
ing our consumption of salt and fatty foods, driving
carefully and using seat belts, exercising regularly,
avoiding cigarettes, and decreasing stress. But giving
advice and having people take it are two very differ-
ent things. Therefore, psychologists, other behavioral
specialists, and medical professionals have mounted
research programs to learn how to treat and prevent
a variety of potentially harmful human behaviors. In
this section, we discuss prevention efforts in several
important areas related to health: cigarette smoking,
alcohol abuse, and weight control.

Cigarette Smoking

Increased awareness of the dangers of cigarette smok-
ing has led to a steady decline since the mid-1960s in
the percentage of Americans who are habitual smo-
kers. However, rates of smoking differ according to
gender, level of education, and income. According
to the Centers for Disease Control (CDC), it is esti-
mated that 20% of high-school-aged adolescents

smoke at least one cigarette a day within a 30-day
period; data on adults suggest that 23% of males and
18% of females over 18 years of age smoke (Pleis et al.,
2010). Current adult smokers were over-represented
among younger adults (age 18–44; 23%), among those
with a high school degree or less (29%), among those
with a family income of $35,000.00 or less (28%), and
among White males (25%).

Cigarette smoking has been linked to an
increased risk of cardiovascular disease and cancer,
the two leading causes of death in the United States.
Even though smoking increases one’s chances of pre-
mature death from diseases such as coronary heart
disease, cancers of the respiratory tract, emphysema,
and bronchitis, people still smoke. Why? Possible
reasons include tension control, social pressure,
weight control, rebelliousness, the addictive nature
of nicotine, and genetically influenced personality
traits such as extraversion (Brannon & Feist, 2010).
Tension control, weight control, genetics, and social
pressure are thought to be reasons for initiation of
smoking, whereas rebelliousness, addiction, and per-
sonality are seen primarily as maintaining factors.

A variety of techniques have been used to induce
people to stop smoking, including educational
programs, aversion therapy (e.g., rapid smoking),
behavioral contracts, acupuncture, pharmacologic
interventions, cognitive therapy, and group support
(Brannon & Feist, 2010). Relapse rates are high
(70–80%), however, and research findings about
which cessation approach is best are conflicting.
Most smokers who quit do so on their own.

The best approach seems to be to prevent the
habit from starting in the first place. Unfortunately,
education alone (e.g., warning messages on
packages) does not appear to deter young people
from smoking (Brannon & Feist, 2010). What
appears more effective is focusing on immediate
rather than delayed negative consequences, provid-
ing information on social/peer influences, teaching
refusal skills, and increasing feelings of self-efficacy
(La Torre, Chiaradia, & Ricciardi, 2005).

One of the early encouraging multiple-
component prevention programs aimed at children
and teenagers was based on social learning princi-
ples and used peer role models (Evans, 1976).
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Videotaped presentations, peer modeling, discussion
groups, role-playing, monitoring smoking, and
checking repeatedly on attitudes and knowledge
about smoking were all used with elementary
schoolchildren. Such an approach seems superior to
those used with adolescents that focus on long-term
negative effects from smoking. The trick seems to be
to focus on immediate negative consequences (e.g.,
from peers) rather than delayed ones (e.g., emphy-
sema). More recent programs have supplemented
these components with modules aimed at analyzing
what leads children and adolescents to start smoking
as well as training in refusal skills for dealing with
pressure to smoke (La Torre et al., 2005).

Alcohol Abuse and Dependence

It is estimated that about 70–74% of adolescents
have tried alcohol before high school graduation;

over 40% of high-school-aged adolescents drink
alcohol within a 1-month period, and 61% of
adult men and 43% of adult women in the United
States consume alcoholic beverages regularly (Pleis
et al., 2010). Highest rates of regular alcohol con-
sumption among adults are among those with a
bachelor’s degree or higher (64%), those with a
family income of $100,000.00 or more (67%), and
White males (66%). Although some studies have
suggested positive health benefits from alcohol for
light or moderate drinkers, consumption of alcohol
has also been associated with a number of negative
outcomes. Heavy alcohol use has been associated
with increased risk for liver or neurological damage,
certain forms of cancer, cardiovascular problems,
fetal alcohol syndrome, physical aggression, suicide,
motor vehicle accidents, and violence (Brannon &
Feist, 2010). This extensive list of alcohol-related
problems has made the treatment and prevention

BOX 17-3 Focus on Professional Issues: Ethnicity and Cancer Outcomes

An examination of the incidence and mortality rates
of common forms of cancer among different ethnic
groups reveals a number of striking differences
(Meyerowitz, Richardson, Hudson, & Leedham, 1998).
In general, African Americans have the highest inci-
dence rates and mortality rates overall, whereas
Latinos, Chinese Americans, and Native Americans
have the lowest rates. However, incidence and mor-
tality rates also vary according to gender and to
anatomical site of the cancer. Thus, it is difficult to
reach any general conclusions that focus on broad
ethnic labels.

One particular form of cancer in women, breast
cancer, provides an interesting paradox. On the one
hand, African American women have a lower breast
cancer incidence rate than do White American women.
However, African American women have a significantly
higher breast cancer mortality rate than do White
American women. There are many potential explana-
tions, including a higher overall mortality rate for
African American women, the influence of relative
socioeconomic disadvantage for this group, barriers to
treatment, and biological susceptibility to breast cancer
at earlier ages versus later ages.

In order to address whether socioeconomic disad-
vantage and inadequate health care access might
explain this disparity in breast cancer mortality for
African American women, Newman et al. (2006) con-
ducted a meta-analysis of studies that provided breast
cancer mortality data and data on socioeconomic fac-
tors for over 14,000 African American women as well
as over 76,000 White American women. In this way,
mortality rates could be compared between the two
groups while controlling for differences in socioeco-
nomic factors. There were several major findings of
note. First, similar to previous studies, Newman et al.
found that African American women were significantly
more likely to die from breast cancer than were White
American women. Second, this overall effect remained
significant even after controlling for socioeconomic
factors. These results are intriguing in that they sug-
gest that socioeconomic disparities alone are not likely
responsible for the increased mortality risk for African
American women with breast cancer. Although more
research is clearly needed to investigate environmental
and cultural influences on mortality rates, these results
also highlight the need for more research into breast
tumor biology as a risk factor.
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of alcohol abuse and alcohol dependence (alcohol-
ism) high priorities.

Over the years, many treatment approaches
have been applied to problem drinkers; most of
these treatments preach total abstinence. These
have ranged from medical treatments and medica-
tions such as disulfiram (Antabuse) and naltrexone
to traditional psychotherapy and group supportive
strategies such as Alcoholics Anonymous. However,
alcoholism is a problem that has been extremely
resistant to virtually all intervention, and the relapse
rate is high.

Another, more controversial, approach to the
treatment of alcohol problems is controlled drinking
(Sobell & Sobell, 1978). As the name implies, this
approach has as its goal light to moderate (but con-
trolled) drinking. Clients are taught to develop alter-
native coping responses (other than drinking) and to
closely monitor alcohol intake. The field is divided as
to the merits of this approach, but research does sug-
gest that controlled drinking is a viable treatment
option for some alcoholics (U.S. Department of
Health and Human Services, 2000). Many alcohol
treatment programs also incorporate relapse prevention
training (Marlatt & Gordon, 1985). The majority of
clients treated for alcohol problems have a relapse
episode soon after treatment is terminated. Rather
than see this as a failure (a sign that total relapse is
imminent), clients are taught coping skills and beha-
viors they can use in “high-risk” situations to make
total relapse less likely.

Alcohol abuse and dependence are complex
problems that will probably require multimodal
treatment strategies. Because of the difficulties
with secondary and tertiary approaches to treat-
ment or prevention, more and more professionals
have turned to primary prevention to forestall
the development of problem drinking. For both
drinking and drug abuse, programs similar to
those designed to prevent adolescents from smok-
ing exist. Often, these programs are implemented
through health education courses in high school
or media campaigns. School-based prevention
programs typically involve one or more of the fol-
lowing components: affective education (build

self-esteem, increase decision-making skills); life
skills (communication skills, assertiveness training);
resistance training (learn to resist pressures to drink
alcohol); and correction of erroneous perceptions
about peer norms (Foxcroft & Tsertsvadze, 2011).
Overall, the effectiveness of these programs varies
greatly, and at the most only about half of the
major studies of these programs show significant
effects beyond what is seen from a standard school
curriculum on alcohol and its effects (Foxcroft &
Tsertsvadze, 2011).

Obesity

Behavioral treatments for obesity have been more
common than for any other condition. One rea-
son for this emphasis is that obesity is associated
with such medical disorders as diabetes, hyperten-
sion, cardiovascular disease, and certain cancers
(Brannon & Feist, 2010). It is also a socially stig-
matizing condition that impairs the self-concept
and inhibits functioning in a wide array of social
settings. It is estimated that over 62% of adults in
the United States are overweight (and 27% meet
criteria for obesity—a body mass index of 30 or
greater; Pleis et al., 2010). Often, problems of
weight can be traced to childhood: 20% of all
children are obese (National Center for Health
Statistics, 2011), and 80% of these individuals
become obese adults.

Although it is clear that obesity has a genetic
component (Wadden, Brownell, & Foster, 2002),
causes of obesity undoubtedly represent complex
interactions among biological, social, and behav-
ioral factors, and exact mechanisms are difficult to
pin down. The increased prevalence of obesity
appears to be more a function of changes in our
eating habits and activity levels than in our gene
pool (Wadden et al., 2002). Traditional medical
and dietary methods of treatment have not been
very effective; obese individuals lose weight but
then quickly regain it. Furthermore, the dropout
rate may be high in traditional weight-control pro-
grams. Most behavior modification programs
include components aimed at restricting certain
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types of foods, teaching when and under what con-
ditions to eat, encouraging regular exercise, and
maintaining modified eating patterns after the pro-
gram has ended. Finally, pharmacologic and surgical
treatments for obesity are on the increase (Wadden
et al., 2002).

Again, however, early prevention may be the
best and safest road to weight control. An excellent,
classic example of such an approach is the Stanford
Adolescent Obesity Project (Coates & Thoresen,
1981). A variety of strategies were used with ado-
lescents in the hope that weight control at this age
would lead to the prevention of obesity in adult-
hood. The strategies used were self-observation,
cue elimination, and social and family support.
These interventions were noticeably more effective
when parents were involved. Many investigators are
also exploring the possibility of using peer group
discussion. A 10-year outcome study of a family-
based behavioral treatment for childhood obesity
suggests that early intervention in childhood can
effect important and lasting changes in weight con-
trol (Epstein, Valoski, Wing, & McCurley, 1994).

Two recent meta-analyses of school-based
obesity prevention programs suggested that the fol-
lowing components appear most likely to benefit
children and youth: (a) modifying the home envi-
ronment to limit food access, to increase access to
physical activity, and to provide good behavior
models for appropriate eating; (b) reducing televi-
sion viewing; (c) modifying school policies and the
school physical environment to support improved
dietary practices (e.g., outlawing soft drinks) and
encourage physical activity; and (d) providing class-
room instruction on good dietary practices (Katz,
O’Connell, Njike, Yeh, & Nawaz, 2008; Kropski,
Keckley, & Jensen, 2008).

OTHER APPL ICA T ION S

Treatment and preventive initiatives must be sup-
plemented with techniques that encourage patients
to cope with medical procedures and follow medi-
cal advice.

Coping with Medical Procedures

The prospect of facing surgery, a visit to the dentist,
or a variety of medical examinations can be enough
to strike fear into the heart of even the strongest.
Faced with such procedures, many patients delay
their visits or even forgo them entirely. Health
and pediatric psychologists specializing in behav-
ioral medicine have developed interventions to
help patients deal with the stress surrounding such
procedures.

Medical Examinations and Procedures. Some
medical examinations or procedures are especially
stressful. Without them, however, the patient may
not be properly diagnosed and may miss out on a
health-saving intervention. A good example is sig-
moidoscopy, a fairly common procedure designed
to examine the mucous lining of the bowel to
discover the presence of any pathological growths
in the last 10 inches of the colon. This in turn can
aid in the early detection and prevention of colon
cancer. For many patients, however, the procedure
is very stressful. It involves inserting a scope into
the colon, with some stretching of the bowel.
Although all of this is not very painful or dangerous,
it does unnerve many people, and they perceive it
as a humiliating procedure. Interventions have been
developed that help patients cope with the stress of
this and other procedures. For example, brief
instructions might be given to prepare the patient
for what to expect.

What kind of information is most likely to help
patients cope with stressful medical procedures?
Often, a distinction is made between procedural infor-
mation (descriptions of what will occur) and sensory
information (descriptions of the sensations that will be
felt). Reviews of relevant studies indicate that
although procedural preparation was superior to sen-
sory preparation in reducing negative affect, pain
reports, and other distress, combined procedural-
sensory preparation was the most effective method
(e.g., Jaaniste, Hayes, & von Baeyer, 2007; Suls &
Wan, 1989).

In addition to informational interventions, evi-
dence supports the use of behavioral interventions

502 C H A P T E R 17



in certain situations as well. For example, venipunc-
tures are common in the course of cancer treat-
ment, and this procedure can be quite distressing
to children undergoing cancer treatment, their par-
ents, and nurses who perform the procedure
(Manne et al., 1990). Manne and colleagues devel-
oped a behavioral intervention to reduce the level
of distress associated with the procedure. Its com-
ponents include attentional distraction (using a
party blower during the procedure), pacing of
breathing, positive reinforcement (e.g., receiving
stickers if the child cooperates), and parent coach-
ing. The researchers found that this intervention
package markedly reduced children’s behavioral
distress, parents’ anxiety, and parents’ ratings of
child pain. Interestingly, however, this treatment
did not significantly reduce children’s self-reported
pain.

Preparation for Surgery. A sizable amount of
research has been done on ways to improve psy-
chological preparation for surgery. Similar to those
used to prepare patients for medical examinations
and procedures, interventions include (a) relaxation
strategies, (b) basic information about the proce-
dures to be used, (c) information concerning the
bodily sensations experienced during the proce-
dures, and (d) cognitive coping skills (Brannon &
Feist, 2010). For example, Wilson (1981) carried
out a well-controlled study in which intensive
training in relaxation was provided. In a sample of
700 patients undergoing either cholecystectomy
(removal of the gall bladder) or abdominal hyster-
ectomy, this relaxation intervention not only
reduced hospital stays but improved both self-
reports and physiological data.

Another technique was used with children
about to undergo surgery. It was found that a film
showing a coping model significantly reduced the
children’s emotional reactions during their time in
the hospital (Melamed & Siegel, 1975). The model
on the film was shown coping successfully with the
procedure. Those who saw the film prior to surgery
were less anxious before their operation and
showed fewer behavior problems afterward. In

general, the most effective modeling interventions
involve models who (a) are undergoing the same
procedure as the target, (b) appear initially anxious
about the procedure, and (c) successfully cope with
the anxiety and the procedure (Brannon & Feist,
2010).

Compliance with Regimens

Despite the availability of intervention strategies,
the fact remains that many individuals do not com-
ply with program interventions or else do not
maintain their new behavior over any significant
period of time. It is estimated that the rate of non-
compliance with medical or health advice may be as
high as 50% (Brannon & Feist, 2010), although
there are some indications that the nonadherence
rate has improved recently. Truly successful pro-
gram strategies must generate compliance and
long-term maintenance. Both behavioral and psy-
chosocial factors must be considered.

In general, purported predictors of patient
compliance can be broken down into four catego-
ries: disease characteristics, personal characteristics
of the patient, environmental factors, and practi-
tioner–patient interaction (Brannon & Feist, 2010).
Table 17-2 summarizes research findings concerning
the relationship between a variety of factors and
patient compliance.

Educational and instructional methods have
not been particularly helpful in improving compli-
ance, but behavioral interventions have proved
more successful (Brannon & Feist, 2010). For
example, DiMatteo and DiNicola (1982) recom-
mend several general strategies to improve patient
compliance:

1. The use of prompts as reminders (e.g., taking
medicine before each meal, telephone calls
from providers).

2. Tailoring the treatment regimen to the
patient’s schedule and lifestyle.

3. Using written contracts that promise a reward
to the patient for complying with treatment
guidelines.
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T A B L E 17-2 Summary of Findings Relating Disease Characteristics, Personal Characteristics
of the Patient, Environmental Factors, and Practitioner–Patient Interaction
Factors to Adherence

Findings

I. Disease Characteristics

A. Severity of illness

Illness interferes with appearance Increases compliance

Review of many disorders No relationship

Patients’ perception of severity Strongly related to compliance

Pain with the illness Increases compliance

B. Side effects of medication

Unpleasant side effects with HIV drugs Decreases compliance

C. Complex treatment procedures

Increasing number of doses Decreases compliance

II. Personal Factors

A. Increasing age

Adults

Aging Curvilinear relationship

Older ages Decreases compliance

Adolescents

Growing older Decreases compliance

B. Gender

Keeping medical appointments Men and women equal

Taking medication Men and women equal

Eating a healthy diet Women more compliant

C. Personality patterns

Noncompliant personality Situation, not personality,
influences adherence

D. Emotional factors

Stressful life events Decrease compliance

Conscientiousness Increases compliance

Depression Decreases compliance

Optimism Increases compliance

E. Personal beliefs

Self-efficacy Increases compliance

Belief in treatment effectiveness Increases compliance

No confidence in treatment Decreases compliance

Feelings of control Increases compliance
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T A B L E 17-2 (Continued )

Findings

No confidence in treatment Decreases compliance

Feelings of control Increases compliance

III. Environmental Factors

A. Economic factors

Low income Decreases compliance

Insurance fails to cover all prescription costs Decreases prescription filling
and refilling

B. Social support

Low social support among adolescents Decreases compliance

Living alone Decreases compliance

Support for specific health behaviors Increases compliance

C. Cultural norms

Belief in traditional healers Decreases compliance

Acculturation to Western culture Increases compliance

Culture places trust in physicians Increases compliance

Physician’s stereotype of African Americans and low-income patients Decreases compliance

Physician disrespect of African Americans, Hispanic Americans, and Asian
Americans

Decreases compliance

IV. Practitioner/Patient Interaction

A. Verbal communication

Poor verbal communication Decreases compliance

Interrupting patients Decreases compliance

Agreement about treatment Increases compliance

Failing to receive expected information Decreases compliance

Problems with language or terminology Decreases compliance

B. Practitioner’s personal qualities

Patient’s confidence in physician’s competence Increases compliance

Friendliness Increases compliance

Practitioner disrespect Decreases compliance

Gender Female doctors provide more
information

SOURCE: Brannon, L., & Feist, J. (2010). Health psychology: An introduction to behavior and health (7th ed.), pp. 84–86. Pacific Grove, CA: Brooks/Cole.
Reprinted with permission.
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FUTURE DIRECT IONS

Health psychology, behavioral medicine, and pedi-
atric psychology are growing fields, and more psy-
chologists are entering them every year. In this last
section, we discuss several health care trends, train-
ing issues for future psychologists, and important
issues for these fields to address in the future.

Health Care Trends

Today, approximately 90% of Americans belong to
some kind of managed health care plan. In managed
care systems, containing costs is a high priority. In
previous chapters, we have noted the great impact
managed care has had and will have on clinical psy-
chologists. The impact on health psychologists will be
even greater because these specialists often work in
medical centers or primary care settings. Health psy-
chologists, by virtue of their training, are well suited to
provide interventions that will serve to cut the costs of
medical care (Brannon & Feist, 2010). As business
and industry realize the costs they must absorb from
employees whose habits and lifestyles create absentee-
ism, inefficiency, and turnover, it is expected they will
use the skills of health psychologists more often.

One way to assess future health trends is to
consult the United States government’s current set
of goals and objectives to improve health over the
next 10 years. The most recent set of priorities,
Healthy People 2020 (USDHHS, 2010), presents
four overarching goals: (a) improve general health
status; (b) eliminate health disparities and inequities;
(c) create social and physical environments that pro-
mote good health; and (d) promote good health
and quality of life across all developmental stages.
Of these, (b) and (c) represent newer emphases,
reflecting the increasing diversity in the United
States as well as increasing recognition that health
is influenced by a number of factors (e.g., biology/
genetics, individual behavior and choices, health
services costs and availability, social factors, and pol-
icies that influence health).

How might these priorities and related health
trends influence the field of health psychology?
Here we mention several likely impacts.

■ Today, a larger percentage of U.S. residents are
65 years or older, and life expectancy is at an
all-time high (>77 years old). This suggests that
health psychologists will be increasingly called
upon to target this population both in research
and in services.

■ As mentioned many times throughout this
textbook, the costs of health care continue to
rise. This is one major reason, perhaps, for the
disparities we see in accessing health care.
Health psychologists are likely to be intimately
involved in improving access to health care
and to promoting healthy behavior in a cost-
efficient manner.

■ As demands for health care increase, there is
also likely to be an increased emphasis on pre-
vention efforts (see Chapter 16). Pediatric and
health psychologists will be asked to develop,
to refine, and to implement prevention, espe-
cially in the general population (primary pre-
vention) as well as among those at risk for
health problems (secondary prevention).

■ Finally, it seems likely that health and pediatric
psychologists will increasingly be part of gen-
eral medical teams in hospitals and clinics,
given their expertise in psychological and
behavioral influences on health and in health
promotion in general.

Training Issues

A major source of health psychologists continues to
be clinical psychology programs (Larkin, 2009).
The scientist-practitioner and clinical scientist mod-
els adopted by most clinical psychology programs
enable them to train clinicians well suited for health
and pediatric psychology. Until recently, no other
psychology specialty offered the combination of
academic, scientific, professional, and hospital
experiences required for work in medical settings.
However, other psychology subspecialties are also
well represented in health psychology. Many of the
people cited in this chapter are social, experimental,
or physiological psychologists—not just clinical
psychologists.

506 C H A P T E R 17



For the most part, health psychology is still a
kind of ad hoc appendage to doctoral programs in
psychology (Larkin, 2009). The student enters a
clinical, social, or experimental program and then,
in addition to the core experience, does some spe-
cialized research or takes a practicum or two in a
health-related topic. Perhaps this is augmented by
an internship at a health care site. But essentially,
the health experiences are grafted onto an already
existing program in clinical psychology or some
other related discipline. However, what is notewor-
thy is that the number of clinical doctoral programs
that offer a clinical health psychology track is
increasing, with recent estimates suggesting that
about one-third of programs offer some training
in this concentration (Larkin, 2009). At least six
offer a formalized track in pediatric psychology. In
addition, there at least seven doctoral training
programs in clinical health psychology exclusively
(Larkin, 2009).

Other Challenges

Any newly emerging field has problems in defining
the roles of its members; health and pediatric psy-
chology are no exception. Years ago, Taylor (1984)
identified several of these problems. One is simply
role ambiguity. No one is totally prepared to say
just what a health or pediatric psychologist should
do—especially in a practical work setting. Health
and pediatric psychologists may actually find them-
selves without psychology colleagues or role models
in the health setting, which only adds to their con-
fusion. Second, issues of status also arise. In health
settings, the physician is clearly at the top of the
heap. Sometimes the psychologist enjoys much
less status in a medical center setting than, for
example, in an academic setting. Furthermore, the
psychologist and the health care professional may
have competing goals. The latter may be interested
only in identifying immediate ways of helping the
patient. The psychologist may be more tentative
and contemplative while thinking about research,
theoretical models, and interventions.

As one way of establishing their identity and pres-
ence in settings traditionally dominated by physicians,

health psychologists need to document the cost-
effectiveness of their interventions (Brannon & Feist,
2010). In this era of health care reform, insurance com-
panies and government agencies are scrupulously
examining ways to drive down the cost of health
care. Given the many successful and cost-efficient
interventions performed by those specializing in health
psychology and behavioral medicine, Friedman et al.
(1995) ask:Why haven’t these interventions been inte-
grated to a greater extent into our health care system?
They suggest several possible reasons:

1. Many of the data supporting the role of health
psychology are unknown to physicians.

2. Biological origins of diseases and illnesses have
been emphasized, causing many to overlook
the possible benefits of psychosocial explana-
tions and behavioral interventions.

3. Patients may be resistant to psychological
interventions (and explanations).

4. Clinical health psychology and behavioral
medicine are still confused with traditional,
long-term psychotherapy.

Clearly, physicians, insurance companies, the
federal government, and the general public need
to be educated regarding the role of health psychol-
ogists as well as the potential financial and clinical
benefits of their interventions.

Another challenge for the field concerns eth-
nicity and health, as mentioned above. The health
profiles (e.g., life expectancy and health status) of
various ethnic minority populations in the United
States appear to differ greatly from one another, and
more research is needed on health-promoting and
health-damaging behaviors among members of
these groups. But as Brannon and Feist (2010)
note, in the United States one cannot consider eth-
nicity separately from social, economic, and educa-
tional factors that impact health and health care.
Economic disadvantage and lower educational
level are also associated with poorer health outcome
and with poorer access to appropriate health care.
Therefore, it is important to consider a number of
factors in addition to ethnicity when evaluating
health and health needs.
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It is easy to become carried away with the enthu-
siasm generated by an exciting new field. This has
been true in virtually every area of clinical psychology

so far. However, there is still a gap between the field’s
promise and its accomplishments. As any experienced
clinician will tell you, it is very hard to change human

BOX 17-4 Clinical Psychologist Perspective: Beth E. Meyerowitz, Ph.D.

Dr. Beth Meyerowitz is a Professor of Psychology in the
Department of Psychology at the University of Southern
California and Professor of Preventive Medicine at the
University of Southern California School of Medicine.
She also serves as Vice Provost for Faculty and Pro-
grammatic Development. Dr. Meyerowitz is an expert
on quality-of-life issues and coping among cancer
patients and their family members and has served as a
member of the Executive Committee of APA’s Division
38 (Health Psychology). She is a reviewer for a number
of prominent journals in clinical psychology, and she has
received several awards for her undergraduate teach-
ing. Dr. Meyerowitz has published numerous articles
and book chapters in her field and has obtained several
federal grants to fund her research.

Dr. Meyerowitz responded to several questions
we posed concerning her background and interests,
and she offered her views on the future of clinical
psychology and health psychology.

What originally got you interested in the field of
clinical psychology?
Looking back, I realize that I became interested in clini-
cal psychology when I was 14 years old. During that
summer, I was a volunteer counselor at a day camp for
children with cerebral palsy. I greatly enjoyed playing
with and teaching the children, but mostly I found that I
was fascinated by trying to understand the experience
of these severely disabled children and their families. I
was especially intrigued by the fact that some families
seemed to cope so well, even in the face of what
seemed to me to be overwhelming difficulties. How
was it that some individuals, when faced with chronic
problems over which they had little control, could
appear to be happy and well adjusted? Throughout
high school and college, I volunteered to work in dif-
ferent clinical settings. In each of these settings, I found
myself wondering how some people managed to fare
so well, whereas others faced ongoing distress and dis-
ruption in their lives. By the time I applied to graduate
school, I knew that I wanted to focus on research about
how psychologically “normal” individuals react to and
cope with chronically stressful situations.

Describe what activities you are involved in as a
clinical psychologist.
As a clinical psychologist in a university psychology
department, my primary activities are teaching,
research, and administration. My classroom teaching
includes undergraduate courses in traumatic stress and
graduate seminars in introduction to clinical inter-
viewing, psychological interventions, and health psy-
chology. I also spend a lot of time with graduate
students supervising research projects.

My research activities involve planning and
designing studies, developing collaborations with phy-
sicians and patient groups, writing grant proposals,
overseeing data collection, analyzing research results,
giving talks, and writing journal articles. As a vice pro-
vost, I work closely with faculty members throughout
the university on a range of issues related to faculty
and program development and review.

In addition to administration, research and teach-
ing, I am involved with a number of organizations and
committees both at the university level and nationally. I
review grants for NIH and several foreign governments,
and I review articles for psychological and medical jour-
nals. One of the things that I like best about being an
academic clinical psychologist is that I am able to
engage in a wide variety of interesting activities.

What are your particular areas of expertise or interest?
My research focuses primarily on quality of life and
coping among patients and family members following
the diagnosis of chronic illness, particularly cancer. I am
interested in understanding the common reactions to
diagnosis and treatment across quality-of-life domains,
including emotional, cognitive, social, physical, and
functional changes. What can patients, their families,
and their health care providers expect at different
stages of the disease? What personality, social, con-
textual, or medical factors predict who will adjust
quickly and who will have ongoing problems? What
are the psychological mechanisms through which these
factors play a role in adjustment? My colleagues and I
have developed and tested brief psychosocial inter-
ventions designed to improve quality of life and to
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behavior over the long haul. Nevertheless, health psy-
chology most assuredly deserves our enthusiasm as
well as our caution (Keefe, Buffington, Studts, &

Rumble, 2002). Many people are optimistic about
the future of health psychology, given the pressing
demands of improved health care.

enhance coping skills in patients with early-stage can-
cer and their partners. I also have been interested in
issues of culture and ethnicity, which I investigate
through research with diverse populations in the
United States. In addition, I recently have begun to
conduct research in Rwanda with survivors of the 1994
Rwandan Tutsi genocide.

What are the future trends you see for clinical
psychology?
I believe that the most exciting possibilities for the
future of clinical psychology lie in our expertise as
clinical researchers. Clinical psychologists are involved
in broadening the traditional boundaries of research
and expanding methodologies to address a wide range
of clinically relevant questions. We will be called upon
to design research that is responsive to societal needs,
as well as being firmly based on sound theory and
methodology. Because research is a transportable skill,
research activities can be housed in community settings
through establishing scientist-community links both
locally and internationally. I also expect that clinical
psychologists will need to defend their role as service
providers, in light of increasing demands to document
those areas in which Ph.D.-level training is essential to
optimal performance. Psychologists with doctoral
degrees might be called on to develop effective treat-
ments and psychometrically sound assessment tools to
determine which treatments are best suited for which
individuals. Cost-effectiveness will need to be taken
into account in a variety of clinical domains.

What are some future trends you see in health
psychology?
Health psychology and behavioral medicine are rela-
tively new fields of study. As such, the field is wide open
for development in numerous exciting directions. For
example, we are learning a lot about the importance of
psychological factors in causing illness, through the
impact of stress and isolation on immunologic and hor-
monal functioning. In addition, health psychologists
should continue to develop theories and interventions
designed to increase healthy behaviors and decrease

risky behaviors. After all, much of the premature death
in industrial countries is related to individual failure to
adopt guidelines for healthy living. Research in both of
these areas needs to be extended to underserved
populations, with a focus on identifying the role of cul-
ture in influencing health and quality-of-life outcomes.

Research on culture also should include investiga-
tion of the culture of the health care system and of ways
to make health care more “user-friendly” for patients
and their families. A comprehensive understanding will
require considering health-related behaviors and quality
of life within the context of the individual’s ongoing life,
rather than as separate and isolated domains. With this
information, psychologists can continue to develop
novel approaches to primary, secondary, and tertiary
prevention. I anticipate that as researchers develop
behavioral and psychosocial interventions that are
effective and easily integrated into ongoing health care
delivery, these interventions will gradually become
components of standard care. To the extent that psy-
chologists can demonstrate the money-saving benefits
of health psychology and behavioral medicine, insurers
will be more likely to reimburse for such services.

Beth E. Meyerowitz
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CHAPTER SUMMARY

Health psychology and pediatric psychology (also
known as child health psychology) are increasingly
popular specialties that include psychology’s contri-
butions to health promotion, to prevention and
treatment of health problems, and to the health
care system. Most health psychologists adhere to a
biopsychosocial model of health and illness, a
model that integrates the more traditional biomed-
ical model and the psychosocial model. The links
among stress, lifestyle and behavior, personality,
social support, and health form the basis of the
health psychology field. The stress process has phys-
iological, emotional, behavioral, and cognitive
effects that may make one more vulnerable to ill-
ness. Behaviors and lifestyle choices can also have a
major impact on health. Further, personality and
coping styles have also been associated with illness.

Finally, social support can influence one’s vulnera-
bility to adverse health outcomes.

Health and pediatric psychologists address a
wide range of problems through assessment, inter-
vention, and prevention initiatives. Most interven-
tions are behavioral or cognitive-behavioral in
nature and include techniques such as systematic
desensitization, operant conditioning, stress inocu-
lation training, and biofeedback. Specific interven-
tions for chronic headache, cigarette smoking,
alcohol abuse, obesity, coping with medical proce-
dures, and treatment compliance were discussed.

The prospects for health and pediatric psychol-
ogy look bright. There is an increasing need for
better and more efficient interventions to cut health
care costs. Further, data support the role of health
psychologists in health care.

KEY TERMS

behavioral medicine A broad, interdisciplinary
field of research, education, and practice that
integrates the behavioral sciences with the dis-
cipline of medicine.

biofeedback A wide array of procedures through
which a patient learns to modify or control certain
physiological processes. Usually, the physiological
process of interest is monitored by an apparatus,
and the information is fed back to the patient in
the form of an auditory, tactile, or visual signal.
The patient then attempts to modify the signal
(and thus change the physiological response) using
a variety of techniques.

biopsychosocial model A theoretical model that
holds that health and illness are a function of
biological (e.g., genetic predispositions, nutritional
deficiencies), psychological (e.g., the individual’s
cognitions and emotions), and social (e.g., friends
and family, life events) influences.

cognitive-behavioral methods Techniques that
emphasize the role of thinking in the etiology and

maintenance of problems and attempt to modify
the patterns of thinking that are believed to
contribute to a patient’s problem. Several
cognitive-behavioral treatments for stress or other
health problems appear on the current list of
empirically validated psychological treatments.

controlled drinking A controversial approach to
the treatment of alcohol problems that has as its goal
light to moderate drinking. Clients are taught to
monitor their alcohol intake closely and to develop
coping responses that do not involve drinking.

coping appraisal In protection motivation the-
ory, the evaluation of one’s ability to successfully
avoid or cope with negative outcomes. If one
concludes that one is unlikely to cope effectively
(by refraining from an undesired behavior), one
will be more likely to engage in the behavior.

coping model An individual who demonstrates
effective coping in a stressful situation (e.g.,
preparing for a medical procedure or surgery).
Observing or playing a tape of such a model may
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be useful for individuals who are about to
experience similar procedures.

coronary heart disease A disease that involves
damage to the heart muscle and is due to deficient
blood supply.

extinction The elimination of an undesired
conditioned response by creating a situation in
which the conditioned stimulus is no longer
associated with the environmental stimulus that
initially generated the response.

health behavior model A theoretical model
proposing that the relationship between a hostile
predisposition and health is mediated by the
performance (or lack of performance) of health
behaviors rather than by the physiological aspects
of stress.

health psychology A specialty area within
psychology that applies the tools of the discipline
to the prevention of illness, the enhancement and
maintenance of health, the identification of the
correlates of illness and health, the treatment of
individuals in the health care system, and the
formulation of health care policy.

operant conditioning The principle whereby
behaviors that are reinforced tend to recur,
whereas behaviors that are not reinforced or are
punished tend to decrease in frequency.

prevention In health psychology, the idea that by
performing a few simple behaviors consistently
(e.g., exercising, avoiding smoking, using seat
belts), people may dramatically reduce their risk
for health problems and may significantly reduce
health care costs.

procedural information Descriptions of what
will actually occur when one undergoes a stressful
medical procedure.

protection motivation theory A model of
health behavior that posits that behavior is a
function of both threat appraisal and coping
appraisal.

psychosomatic medicine A field (popular in the
1940s and 1950s but currently out of vogue) that is
based on the assumption that certain illnesses and

disease states are caused by psychological factors.
Some adherents believed that each “psychoso-
matic” illness corresponded to a specific uncon-
scious conflict that predisposed the patient to that
illness.

relapse prevention A range of strategies for
preventing relapse, usually in the context of
treating the addictive behaviors. Patients are
directed to anticipate problem situations and are
taught coping skills to navigate their way through
these situations without engaging in the undesired
behavior. Or in the event of a lapse, patients are
taught how to respond so as to prevent a total
relapse.

relaxation A state of lowered anxiety, stress, and
physiological arousal. Relaxation may be induced
in a number of ways, and it appears to be effective
in the treatment of a number of health concerns.

self-efficacy People’s beliefs about their capacity
to control or gain mastery over the events that
affect them. This construct plays a prominent role
in most social-cognitive models of health
behavior.

self-monitoring record A record often
employed in cognitive-behavioral treatments on
which individuals monitor the occurrence of a
certain emotional response, including the situation
that triggered it, the strength of the emotions, any
physical or behavioral reactions, and their thinking
processes at the time. By examining the data
collected, the therapist may draw connections
between certain situations and the patient’s
thoughts, emotions, and behaviors and may
ultimately tailor specific treatment interventions.

sensory information Descriptions of the sensa-
tions that will be encountered when one under-
goes a stressful medical procedure.

social support The number and quality of one’s
social relationships. Several studies have shown
that social support is positively associated with
better health outcomes.

sympathetic nervous system The portion of the
nervous system that is responsible for mobilizing
body resources in urgent situations. Prolonged
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sympathetic activation can have adverse effects on
body organs, mental functions, and the immune
system.

systematic desensitization A respondent
method for reducing anxiety in which patients
practice relaxation while visualizing anxiety-
provoking situations of increasing intensity. This
technique is based on the principle that one cannot
be relaxed and anxious simultaneously.

threat appraisal In protection motivation theory,
the evaluation of negative factors (e.g., the
potential for harm) that affect the likelihood of
engaging in a particular behavior. If one concludes
that there is little immediate threat to oneself, one
will be more likely to engage in the behavior.

transactional model of stress A model that
views stress as a process that involves an environ-
mental event, its appraisal (as threatening or
benign) by the individual, the individual’s phy-
siological, emotional, cognitive, and behavioral
responses to the event, and the reappraisal of the
event that occurs secondary to the person’s
responses as well as to changes in the stressor.

Type A behavior pattern A personality pattern
that has been associated with increased risk for
coronary heart disease. Among other things, Type
A individuals exhibit a great sense of time urgency,
work near maximum capacity even when there is
no time deadline, become aggressive and hostile
when frustrated, and are motivated to master their
environments and to maintain control.

WEB SITES OF INTEREST

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

17-1 Division 38 of the American Psychological
Association (Health Psychology)
http://www.health-psych.org/

17-2 Division 54 of the American Psychological
Association (Pediatric Psychology)
www.societyofpediatricpsychology.org/

17-3 Guide to Becoming a Health Psychologist
http://www.health-psych.org/AboutHowto-
Become.cfm

17-4 Centers for Disease Control and Prevention
http://www.cdc.gov/

17-5 Society of Behavioral Medicine
http://www.sbm.org/

17-6 Health Psychology and Rehabilitation
http://www.healthpsych.com/

17-7 National Institute of Alcohol Abuse and
Alcoholism
www.niaaa.nih.gov

17-8 American Obesity Association
www.obesity.org

17-9 National Cancer Institute
www.nci.nih.gov
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Neuropsychology

FOCUS QUESTIONS

1. What features distinguish the field of neuro-
psychology and neuropsychological assessment?

2. Compare and contrast the localization-
of-function, equipotentiality, and functional
models of brain function.

3. What are the basic structures of the brain and
the functions associated with each structure?

4. What variables may affect neuropsychological
test performance? How are neuropsychological
test results interpreted?

5. What forms of neuropsychological assessment
and intervention are likely to be emphasized in
the future? Why?

CHAPTER OUTLINE

Perspectives and History
Definitions
Roles of Neuropsychologists
History of Neuropsychology
BOX 18-1: Clinical Psychologist Perspective: Brick

Johnstone, Ph.D.

The Brain: Structure, Function, and Impairment
Structure and Function
Antecedents or Causes of Brain Damage
Consequences and Symptoms of Neurological
Damage
Brain–Behavior Relationships
BOX 18-2: Focus on Clinical Applications:

Personality Changes Following Brain Injury:
A Case Example

Methods of Neuropsychological Assessment
Major Approaches

Interpretation of Neuropsychological Test
Results
Neurodiagnostic Procedures
Testing Areas of Cognitive Functioning
Test Batteries
BOX 18-3: Focus on Clinical Applications: A Brief

Neuropsychological Report Based on
Halstead-Reitan and Other Information

Variables That Affect Performance on
Neuropsychological Tests

Intervention and Rehabilitation
BOX 18-4: Graduate Student Perspective:

Andrew Wegrzyn
BOX 18-5: Focus on Professional Issues:

Cross-cultural Neuropsychology

Concluding Remarks
Training
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The Future
BOX 18-6: Clinical Psychologist Perspective:

Paula Zuffante, Ph.D.

CHAPTER SUMMARY

KEY TERMS

WEB SITES OF INTEREST

A very important growth area in clinical psy-
chology over the past several decades has

been the field of neuropsychology. This growth
has been reflected in (a) increases in membership in
professional neuropsychological associations; (b) the
number of training programs that offer neuropsy-
chology courses; and (c) the many papers, books,
and journals now published on neuropsychological
topics. Let us begin to examine this growing area of
clinical psychology by taking a step back to get a
better sense of how this field developed as well as
the roles of neuropsychologists.

PERSPECT IVES A ND HISTORY

As the term would suggest, neuropsychologists have
a foot in both the psychological and neurological
domains. Although some have received their basic
training in clinical psychology, others have been
trained by neurologists.

Definitions

What is neuropsychology? It can be defined as the study
of the relation between brain function and behavior
or as Zillmer, Spiers, and Culbertson (2008) put it,
“The study of how complex properties of the brain
allow behavior to occur” (p. 4). It deals with the
understanding, assessment, and treatment of beha-
viors directly related to the functioning of the brain
(Golden, 1984). Neuropsychological assessment is a non-
invasive method of describing brain functioning
based on a patient’s performance on standardized
tests that have been shown to be accurate and sensi-
tive indicators of brain–behavior relationships
(Golden et al., 1992). The neuropsychologist

may address issues of cerebral [brain] lesion
lateralizations, localization, and cerebral
lesion progress. Neuropsychological eval-
uations have also provided useful infor-
mation about the impact of a patient’s
limitations on educational, social, or
vocational adjustment. Since many patients
with neurological disorders, such as
degenerative diseases, cerebrovascular
accident, or multiple sclerosis, vary widely
in the rate at which the illness progresses or
improves, the most meaningful way to
assess patients for the severity of their
condition is to assess their behavior objec-
tively via neuropsychological assessment
procedures. (Golden et al., 1992, p. 19)

Roles of Neuropsychologists

Neuropsychologists function in a number of differ-
ent roles (Golden et al., 1992; Howieson & Lezak,
2010; Zillmer et al., 2008). First, neuropsycholo-
gists are often called on by neurologists or other
physicians to help establish or rule out particular
diagnoses. For example, a patient may present
with a number of symptoms that may have either
a neurological or an emotional basis. Neuropsycho-
logical test results can help clarify the diagnosis in
this situation. Second, because of an emphasis on
functional systems of the brain (see below), neuro-
psychologists can often make predictions regarding
the prognosis for recovery. A third major role
involves intervention and rehabilitation. Informa-
tion provided by neuropsychologists often has
important implications for treatment; test results
provide guidance as to which domains of function-
ing may support rehabilitative efforts. Finally, neu-
ropsychologists may be asked to evaluate patients
with mental disorders to help predict the course
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of illness (based on, e.g., the degree of cognitive
impairment present) as well as to help tailor treat-
ment strategies to patients’ strengths and weaknesses
(Howieson & Lezak, 2010).

With these definitions and descriptions of the
roles of neuropsychologists in mind, we now turn
to a brief history of the field.

History of Neuropsychology

Theories of Brain Functioning. As in most areas
of psychology, the historical roots of neuropsychol-
ogy extend about as far back in time as we are
inclined to look. Some authors point to the
Edwin Smith Surgical Papyrus, a document
thought to date between 3000 and 1700 B.C.,
which discusses localization of function in the
brain (Walsh & Darby, 1999). Others suggest that
it all began when Pythagoras said that human rea-
soning occurs in the brain. Others are partial to the
second century A.D. when Galen, a Roman physi-
cian, argued that the mind was located in the brain,
not in the heart as Aristotle had claimed.

However, the most significant early base for
neuropsychology seems to have been laid in the
19th century (Zillmer et al., 2008). Researchers
then were beginning to understand that damage
to specific cortical areas was related to impaired
function of certain adaptive behaviors. The earliest
signs of this understanding came with Franz Gall
and his now discredited phrenology. Gall believed
that certain individual differences in intelligence
and personality (e.g., reading skills) could be mea-
sured by noting the bumps and indentations of the
skull. Thus, the size of a given area of the brain
determines the person’s corresponding psychologi-
cal capacity. This was the first popularization of the
notion of localization of function. Localization
achieved much greater credibility with Paul Broca’s
surgical work in 1861. Observations from two
autopsies of patients who had lost their powers of
expressive speech convinced Broca that he had
found the location of motor speech. Within the
next 30 to 40 years, many books presented maps
of the brain that located each major function
(Golden, 1984).

Others, such as Pierre Flourens, would surgi-
cally destroy certain areas of the brains of animals
and then note any consequent behavioral losses.
Such work led Flourens and later, in the early
20th century, Karl Lashley to argue for the concept
of equipotentiality. That is, although there certainly is
localization of brain function, the cortex really
functions as a whole rather than as isolated units.
In particular, higher intellectual functioning is
mediated by the brain as a whole, and any brain
injury will impair these higher functions. Yet
there is the ability of one area of the cortex to
substitute for the damaged area.

Both the localization and equipotentiality theo-
ries presented some problems, however. Localiza-
tionalists could not explain why lesions in very
different parts of the brain produced the same deficit
or impairment, whereas those adhering to the equi-
potentiality theory could not account for the obser-
vation that some patients with very small lesions
manifested marked, specific behavioral deficits.

An alternative theory that integrates these two
perspectives is the functional model. First proposed by
the neurologist Jackson and later adapted by the
Soviet neuropsychologist Luria, the functional
model holds that areas of the brain interact with
each other to produce behavior. Behavior “is con-
ceived of as being the result of several functions or
systems of the brain areas, rather than the result of
unitary or discrete brain areas. A disruption at any
stage is sufficient to immobilize a given functional
system” (Golden et al., 1992). The importance of
this formulation is that it can account for many of
the clinical findings that are inconsistent with previ-
ous theories. According to the functional model, the
nature of the behavioral deficit will depend onwhich
functional system (e.g., arousal, perception, or plan-
ning behavior) has been affected as well as the locali-
zation of the damage within that functional system.
Finally, through a process called reorganization,
recovery from brain damage is sometimes possible.

Neuropsychological Assessment. With regard
to specific psychological assessment instruments,
neurology was for a long time bewitched by notions
of mass action of brain functioning. These ideas
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tended to make localization of function a secondary
goal of diagnosis, and brain damage was often viewed
as a unitary phenomenon. The psychological tests
used (e.g., the Benton Visual Retention Test and the
Graham-Kendall Memory-for-Designs Test) were
oriented toward the simple assessment of the

presence or absence of brain damage. Information
about specific test correlates of specific brain lesions
was not collected very efficiently.

Neuropsychology as a field began to grow
immediately after World War II because of (a) the
large numbers of head injuries in the war and

BOX 18-1 Clinical Psychologist Perspective: Brick Johnstone, Ph.D.

Dr. Brick Johnstone is a professor in the Department of
Health Psychology in the School of Health Professions
at the University of Missouri-Columbia. He is board
certified by the American Board of Clinical Neuropsy-
chology, a former Fulbright Scholar at the National
University of Ireland, Galway, and a fellow in both the
National Academy of Neuropsychology and the Reha-
bilitation Psychology Division of the American Psycho-
logical Association. Dr. Johnstone’s research focuses on
vocational rehabilitation of persons with disabilities,
training in rehabilitation and neuropsychology, and
the neuropsychology of spiritual experience.

We asked Dr. Johnstone about his background
and interests, as well as his take on the future of clini-
cal psychology and neuropsychology.

What originally got you interested in the
field of clinical psychology?
I became interested in clinical psychology as an under-
graduate at Duke University, through both academic
coursework and clinical practica. I developed a strong
interest in psychopathology based on an abnormal
psychology course I took, as well as volunteer activities
I engaged in at Butner State Hospital. Coursework in
cognitive and perceptual psychology led to my long-
term interest in brain functioning, and eventually in
neuropsychology. Finally, as an undergraduate, I was
able to participate as a research assistant on a study
determining psychometric correlates of popularity in
children, which led to my interest in psychological
research.

Describe what activities you are involved
in as a clinical psychologist.
I currently serve as a professor in the University of
Missouri–Columbia Department of Health Psychology.
My current duties are split between clinical practice,
research activities, and teaching/supervising students.
I am board certified as a neuropsychologist, but view
myself as a clinical psychologist who specializes in the

rehabilitation of persons with brain dysfunction and
physical disability. Although I work with a special needs
population, the skills I employ are those I was taught in
graduate school. My assessment of patients is based
primarily on a detailed clinical interview and behav-
ioral observations and secondarily on objective test
data. My treatment of patients with brain dysfunction
is based on all the behavioral treatment methods I
learned in my clinical psychology graduate program at
the University of Georgia.

I have also been involved in the regulation of the
practice of psychology, as I served on the Missouri State
Committee of Psychologists for 10 years. This commit-
tee ensures that only competent psychologists are
allowed to practice and administers discipline for those
psychologists who act unethically. My initial research
focus was on improving the vocational successes of
persons with disabilities, as I was a primary investigator
(PI) for one of 17 national Traumatic Brain Injury Model
Systems Centers from 1998 to 2002. It is important to
note that 12 of the 17 PIs for these grants were psy-
chologists. At the current time, my research focuses on
the relationships among religion, spirituality, and
health, as well as the neuropsychology of spiritual
experience. Opportunities for clinical psychologists to
expand in numerous areas of health care and health
policy are extraordinary.

What are your particular areas of expertise or interest?
My main area of clinical expertise is rehabilitation psy-
chology. In graduate school, I completed a summer
externship at the Kansas City VA Hospital in neuropsy-
chology, even though I had never even administered a
WAIS before that. That experience solidified my inter-
est in working with individuals with brain dysfunction.
My current research interests relate to the manner in
which religious activities and spiritual beliefs impact
health, as well as the specific neuropsychological
processes that are related to different spiritual traits.
Specifically, our research has identified increased self-
lessness, related to decreased right parietal lobe
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(b) the development of the field of clinical psy-
chology itself (Hartlage, 1987). An important
development of the postwar period was the work
of Ward Halstead. By observing people with brain
damage in natural settings, Halstead was able to
identify certain specific characteristics of their

behavior. Next, he tried to assess these characteris-
tics by administering a variety of psychological tests
to these patients. Through factor analysis, he settled
on ten measures that ultimately comprised his test
battery. Later, Ralph Reitan, a graduate student of
Halstead’s, refined the battery by eliminating two

functioning, as being related to increased spiritual
transcendence.

What are the future trends you see for clinical
psychology?
It is always entertaining to project the future of psy-
chology, particularly given the potential growth
opportunities as well as stressors related to managed
care. On the positive side, clinical psychologists con-
tinue to expand their expertise into areas outside of
traditional mental health. At my current setting, clini-
cal psychologists have been primary investigators on
Robert Wood Johnson Foundation grants focusing on
(1) developing Medicaid managed care programs for
individuals with disabilities and (2) investigating the
impact of managed care on children with disabilities in
rural settings. Other psychologists in our department
have been primary investigators on grants investigat-
ing the use of telemedicine applications for individuals
with traumatic brain injury in rural settings, as well as
the PI for one of 17 national Spinal Cord Injury Model
Systems. In addition, many medical school psycholo-
gists are identifying numerous medical populations
that can benefit from psychological services (including
those with systemic illnesses, infectious diseases,
chronic pain, and cardiovascular diseases).

Managed care trends and current economic diffi-
culties have had positive effects in that they have
forced all health care professionals to better demon-
strate the effectiveness of our services. However,
because we have not demonstrated that psychologists
can provide superior and less expensive services than
social workers and licensed professional counselors,
there is a good chance that clinical positions for psy-
chologists will decrease in the future. As past president
of the Missouri Psychological Association, I have
learned that the future of clinical psychology rests on
our ability to advocate for our profession and demon-
strate our value to others. If we do not do it for our-
selves, no one else will.

What are some future trends you see in
neuropsychology?
I see the specialty of neuropsychology diverging in two
directions. The first will be toward an experimental
focus, with more research identifying specific brain–
behavior relationships such as the neuropsychological
processes associated with specific spiritual experiences.
Sophisticated neuroradiological techniques will allow
us to gain a much better understanding of how the
brain works. On the other hand, I foresee clinical
neuropsychology focusing on the development of
rehabilitation-based assessment and treatment. In the
future, most individuals who are referred for neuro-
psychology evaluations will have known etiologies for
their difficulties. Therefore, clinical neuropsychologists
will need to develop specific treatment recommenda-
tions to assist individuals in their daily functions, at
home, work, or school.

Brick Johnstone
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tests and adding several others. Subsequently, Reitan
and his colleagues could relate test responses to such
discrete aspects of brain lesions as lateralized motor
deficits. This work culminated in the Halstead-
Reitan Neuropsychological Test Battery. By 1980,
the Luria-Nebraska Neuropsychological Battery had
been developed, and it is now frequently used as an
alternative to the Halstead-Reitan Battery. We’ll
have more to say about these and other neuropsy-
chological tests in a later section.

An additional historical development deserves
mention here. Contemporary clinical neuropsychol-
ogists have increasingly adopted a flexible battery
approach to assessment. Flexible batteries allow
each assessment to be tailored to the individual
based on the clinical presentation and on the hypoth-
eses of the neuropsychologist. Standard batteries,
such as the Halstead-Reitan and the Luria-
Nebraska, may be too time-consuming and are not
easily modified to accommodate specific clinical
situations. We will compare the standard battery
and flexible battery approaches later in this chapter.

TH E BRAIN : STRUCTURE ,

FUNCT I ON, A ND IMPAI RME NT

Before proceeding, it will be helpful to review some
important aspects of the brain. This will, of necessity,

be a brief excursion. More extensive accounts can be
found elsewhere (e.g., Yudofsky & Hales, 2010;
Zillmer et al., 2008).

Structure and Function

The brain consists of two hemispheres. The left
hemisphere controls the right side of the body and
is thought to be more involved in language func-
tions, logical inference, and detail analysis in almost
all right-handed individuals and a good many left-
handers as well. The right hemisphere controls the left
side of the body. It is more involved in visual-spatial
skills, creativity, musical activities, and the percep-
tion of direction. But again, note that some left-
handers may reverse this hemispheric pattern. The
two hemispheres communicate with one another
via the corpus callosum, which helps to coordinate
and integrate our complex behavior.

Each cerebral hemisphere has four lobes: the
frontal, temporal, parietal, and occipital lobes (see
Figure 18-1). The frontal lobes are the most recently
developed parts of the brain, from both an evolution-
ary and developmental perspective. They enable us to
observe and compare our behavior and the reactions of
others to it in order to obtain the feedback necessary to
alter our behavior to achieve valued goals. Also associ-
ated with the frontal lobes are executive functions—
formulating, planning, and carrying out goal-directed
initiatives. Finally, emotional modulation—the ability

Lateral fissure
(fissure of Sylvius)

Frontal lobe

Temporal lobe

Parietal lobe

Occipital lobe

Central fissure
(fissure of Rolando)

Cerebellum

MedullaPons

F I G U R E 18-1 The cerebral cortex
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to monitor and control one’s emotional state—is also
associated with frontal lobe functioning. Substantial
frontal lobe development occurs in adolescence.

The temporal lobes mediate linguistic expression,
reception, and analysis. They are also involved in
auditory processing of tones, sounds, rhythms, and
meanings that are nonlanguage in nature. The
parietal lobes are related to tactile and kinesthetic per-
ception, understanding, spatial perception, and some
language understanding and processing. They are
also involved in body awareness. The occipital lobes
are mainly oriented toward visual processing and
some aspects of visually mediated memory. Motor
coordination, as well as the control of equilibrium
and muscle tone, is associated with the cerebellum.

Antecedents or Causes

of Brain Damage

What causes brain damage? There are a number of
possibilities.

Trauma. It is estimated that brain injury occurs in
more than 500,000 Americans every year (Zillmer
et al., 2008). Incidents producing these injuries
range from automobile accidents, to sports injuries,
to falls off a stepladder. The outcomes are wide-
ranging, and the nature of the head injury (e.g.,
closed vs. open/penetrating) may have implications
as well. Although most head injuries are considered
mild, a substantial percentage of cases require hospi-
talization. Head trauma is a leading cause of death and
disability in young Americans (Zillmer et al., 2008).

The major effects of head trauma can be cate-
gorized as concussions, contusions, and lacerations.
Concussions (jarring of the brain) usually result in
momentary disruptions of brain function, although
permanent damage is uncommon (unless there are
repeated concussions, as might be the case in foot-
ball, soccer, or boxing, for example). Contusions refer
to cases in which the brain has been shifted from its
normal position and pressed against the skull. As a
result, brain tissue is bruised. Outcomes can often be
severe and may be followed by comas and deliriums.
Lacerations involve actual ruptures and destruction of
brain tissue. They can be caused by bullets or flying

objects, for example. These lacerations are, of course,
exceedingly serious forms of damage.

Cerebrovascular Accidents. The blockage or
rupture of cerebral blood vessels is often termed a
“stroke.” This is a very common cause of brain dam-
age in adults, and stroke is one of the leading causes
of death in the United States (and other countries).
Although primarily occurring in the elderly, stroke is
also one of the most common causes of death in
middle-aged adults. In occlusions, a blood clot blocks
the vessel that feeds a particular area of the brain.
This can result in aphasia (language impairment),
apraxia (inability to perform certain voluntary move-
ments), or agnosia (disturbed sensory perception). In
the case of a cerebral hemorrhage, the blood vessel rup-
tures and the blood escapes onto brain tissue and
either damages or destroys it. The exact symptoms
that ensue depend on the site of the accident and its
severity. In very severe cases, death is the outcome.
Those who survive often show paralysis, speech prob-
lems, memory and judgment difficulties, and so on.

It is very important to get stroke patients to the
hospital immediately. Medications that essentially dis-
solve occlusions (“clot-busting” medications) can
limit the permanent damage from occlusive strokes.
In addition, new medications are being developed
that prevent the cascade of chemical reactions respon-
sible for neuronal damage or even death (e.g., tissue
plasminogen activator, tPA). Therefore, in many
cases, prompt action can be of major benefit.

Tumors. Brain tumors may grow outside the
brain, within the brain, or result from metastatic
cells spread by body fluids from some other organ
of the body, such as the lung or the breast. Initial
signs of brain tumors are often quite subtle and can
include headaches, vision problems, gradually
developing problems in judgment, and so on. As
the tumor grows, so does the variety of other symp-
toms (e.g., poor memory, affect problems, or motor
coordination). Tumors can be removed surgically,
but the surgery itself can result in more brain dam-
age. Some tumors are inoperable or located in areas
too dangerous to operate on. In such cases, radia-
tion treatments are often used.
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Degenerative Disease. This group of disorders is
characterized by a degeneration of neurons in the
central nervous system. Common degenerative diseases
include Huntington’s chorea, Parkinson’s disease,
and Alzheimer’s disease and other dementia.
Alzheimer’s disease is the most common degenera-
tive disease (age of onset is typically 65 years old or
older), followed by Parkinson’s disease (age of onset
50 to 60 years old), and finally, Huntington’s chorea
(age of onset 30 to 50 years old). In all three cases,
there is progressive cerebral degeneration along with
other symptoms in the motor areas. Eventually,
patients in these categories show severe disturbances
in many behavioral areas, including motor, speech,
language, memory, and judgment difficulties. More
and more, neuropsychologists are attempting to
identify and diagnose early stages of diseases like
Alzheimer’s in order to provide treatment that may
have maximal impact on future functioning (Bondi,
Jak, Delano-Wood, Jacobson, Delis, & Salmon,
2008).

Nutritional Deficiencies. Malnutrition can ulti-
mately produce neurological and psychological dis-
orders. They are most often observed in cases of
Korsakoff’s psychosis (resulting from nutritional
problems brought about by poor eating habits com-
mon in longtime alcoholics), pellagra (niacin/vita-
min B3 deficiency), and beriberi (thiamin/vitamin
B1 deficiency).

Toxic Disorders. A variety of metals, toxins,
gases, and even plants can be absorbed through
the skin. In some instances, the result is a toxic or
poisonous effect that produces brain damage. A
very common symptom associated with these dis-
orders is delirium (disruption of consciousness).

Chronic Alcohol Abuse. Chronic exposure to
alcohol often results in tolerance for and depen-
dence on the substance. Tolerance and dependence
appear to have neurological correlates, including,
for example, changes in neurotransmitter sensitivity
and shrinkage in brain tissue.

Several regions of the brain seem especially
vulnerable to damage from chronic exposure to

alcohol (Oscar-Berman & Marinkovic, 2003, 2007;
U.S. Department of Health and Human Services,
2000). We highlight only a few of the most consis-
tent findings here. The limbic system is a network
of structures within the brain associated with mem-
ory formation, emotional regulation, and sensory
integration. Studies of alcoholics have indicated
deficits in these areas of functioning. The dienceph-
alon is a region near the center of the brain that
includes the mammillary bodies of the hypothala-
mus. Studies suggest shrinkage or lesions in these
areas as a result of chronic alcohol exposure, and
memory deficits in alcoholics are consistent with
these findings. Several studies have also reported
findings that suggest alcoholics evidence atrophy
of the cerebral cortex. Finally, damage to the cere-
bellum, responsible for motor coordination, is also
well documented. A history of accidental falls or
automobile accidents may suggest neurological
damage resulting from alcohol abuse/dependence.
Figure 18-2 depicts these brain regions that have
been implicated in studies of the effects of alcohol-
ism on the brain.

Consequences and Symptoms

of Neurological Damage

Brain injury or trauma can produce a variety of cog-
nitive and behavioral symptoms. Unfortunately for
the diagnostician, many of these symptoms may also
occur in connection with traditional mental disor-
ders. Moreover, patients’ responses to neurological
impairment may give rise to psychological and emo-
tional reactions. For example, an individual with
neurological damage may become depressed over
the inability to manage certain daily tasks. This in
turn can easily obscure the process of differential
diagnosis. These difficulties aside, several common
symptoms associated with neurological damage are
in the list that follows. However, each of these may
occur in every disorder, and there is considerable
variation among patients with the same disorder.

1. Impaired orientation: inability, for example, to say
who one is, name the day of the week, or
know about one’s surroundings.
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2. Impaired memory: patient forgets events, espe-
cially recent ones, sometimes confabulates or
invents memories to fill the gaps, and may
show impaired ability to learn and retain new
information.

3. Impaired intellectual functions: comprehension,
speech production, calculation, and general
knowledge may be affected (e.g., cannot define
simple words, name the U.S. president, or add
figures).

4. Impaired judgment: patient has trouble with
decisions (e.g., cannot decide about lunch,
when to go to bed, etc.).

5. Shallow and labile affect: person laughs or weeps
too easily and often inappropriately; shifts from
joy to tears to anger, for example, very rapidly.

6. Loss of emotional and mental resilience: patient may
function reasonably well under normal cir-
cumstances, but stress (e.g., fatigue, mental
demands, emotional upset) may result in dete-
rioration of judgment, emotional reactions, and
similar problems.

7. Frontal lobe syndrome: a group of personality
characteristics often follow the destruction of
frontal lobe tissue through surgery, tumor, or
injury. Typical symptoms are impaired impulse

control, poor social judgment and planning
ability, lack of concern over the consequences
of one’s actions, apathy and indifference, some
suspiciousness, and temper tantrums.

Box 18-2 illustrates the personality changes that
can follow such injuries.

Brain–Behavior Relationships

Before describing specific assessment techniques, we
should review at least briefly some basic ways of
looking at brain–behavior relationships.

We observed earlier that in the second half of
the 19th century, localization of function became a
popular view. The idea that specific areas of the
brain control specific behaviors is still an important
operating principle among neuropsychologists.
Such a principle means that in assessing brain dam-
age, a chief concern is where the injury is located in
the brain. Extent of an injury is important only to
the degree that larger injuries tend to involve more
areas of the brain (Golden, 1984). Indeed, some
tumors may produce intracranial pressure that
impairs areas located far from the tumor itself.
The basic idea, however, is that same-sized lesions
in different regions of the brain will produce differ-
ent behavior deficits (Krech, 1962).

F I G U R E 18-2 Brain structures affected by chronic alcohol abuse

SOURCE: Courtesy of the U.S. Department of Health and Human Services. (1997). The Ninth Special Report to the U.S. Congress on Alcohol and Health, p. 150.
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But according to equipotential theory, all areas
of the brain contribute equally to overall intellec-
tual functioning (Krech, 1962). Location of injury is
secondary to the amount of brain injury. Thus, all
injuries are alike except in degree. Equipotentialists
tend to emphasize deficits in abstract, symbolic abil-
ities, which are thought to accompany all forms of
brain damage and to produce rigid, concrete atti-
tudes toward problem solving (see K. Goldstein &
Scheerer, 1941). Such views have led to the devel-
opment of tests that attempt to identify the basic
deficit common to all cases of brain damage. Unfor-
tunately, such tests have not worked well enough
for everyday clinical use (Golden, 1981).

Many investigators have been unable to accept
either localization or equipotentiality completely.
Thus, alternatives such as the one proposed by
Hughlings Jackson (Luria, 1973) have become
prominent. Although, according to Jackson, very
basic skills can be localized, the observable behavior
is really a complex amalgamation of numerous basic
skills, so the brain as an integrated whole is
involved. This functional model of the brain sub-
sumes both localization and equipotential theory.
Further, according to Luria (1973), very complex
behaviors involve complex functional systems in
the brain that override any simple area locations.
Because our ability to abstract is a complex

intellectual skill, for example, it involves many sys-
tems of the brain.

Brain damage can have many effects, involving
visual perception, auditory perception, kinesthetic
perception, voluntary motor coordination and
functioning, memory, language, conceptual behav-
ior, attention, or emotional reactions. Often, clin-
icians are called upon to determine the presence of
intellectual deterioration. This goes beyond the
measurement of present functioning because it
involves an implicit or explicit comparison to a
prior level. Generally speaking, intellectual deterio-
ration may be of two broad types: (a) a decline
resulting from psychological factors (psychosis,
lack of motivation, emotional problems, the wish
to defraud an insurance company, etc.) and (b) a
decline stemming from brain injury. Of course,
assessment would be a good deal easier if the clini-
cian had available a series of tests taken by the
patient prior to injury or illness. Such premorbid
data would provide a kind of baseline against
which to compare present performance. Unfortu-
nately, clinical psychologists seldom have such data
on the patients they most need to diagnose. They
are left to infer patients’ previous level of function-
ing from case history information on education,
occupation, and other variables. Over the years,
clinicians have used such signs of premorbid

BOX 18-2 Focus on Clinical Applications
Personality Changes Following Brain Injury: A Case Example

A young Vietnam veteran lost the entire right frontal
portion of his brain in a land mine explosion. His
mother and wife described him as having been a qui-
etly pleasant, conscientious, and diligent sawmill
worker before entering the service. When he returned
home, all of his speech functions and most of his
thinking abilities were intact. He was completely free
of anxiety and thus without a worry in the world. He
had become very easygoing, self-indulgent, and lack-
ing in general drive and sensitivity to others. His wife
was unable to get him to share her concerns when the
baby had a fever or the rent was due. Not only did she
have to handle all the finances, carry all the family and

home responsibilities, and do all the planning but she
also had to see that her husband went to work on time
and that he didn’t drink up his paycheck or spend it in
a foolish spending spree before getting home on Fri-
day night. For several years, it was touch and go as to
whether the wife could stand the strain of a truly
carefree husband much longer. She finally left him
after he stopped working altogether and began a
pattern of monthly drinking binges that left little of his
rather considerable compensation checks.

SOURCE: From Neuropsychological Assessment, 4th ed., by Lezak, M. D.,
Howieson, D., & Loring, D., p. 38. Copyright © 2004 by Oxford University
Press, Inc. Reprinted by permission.
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functioning in a rather intuitive fashion, without
much empirical evidence for their validity. How-
ever, all these methods are fallible.

METH ODS OF

NE UROPSY CHOLOG ICA L

ASSESSMENT

Assessment is a complex affair that involves many
issues in addition to those already discussed. Let us
consider a few of the more important ones (Zillmer
et al., 2008).

Major Approaches

Should a standard test or test battery be adminis-
tered to all patients referred for a neuropsychologi-
cal workup, or should the test(s) be chosen on the
basis of clinical judgment, the nature of the referral,
or the clinician’s special skills and proclivities? The
first approach is sometimes termed the standard bat-
tery approach or fixed battery approach. It has the
advantages of evaluating patients for all basic neuro-
psychological abilities, accumulating a standard
database for all patients over time, and allowing
for the identification of important patterns of scores.
Major disadvantages include the time and expense
involved, the potential for patient fatigue, and the
inflexibility of this approach (in that assessments are
not tailored to individual patients).

The second approach is called the process/flexible
approach or the hypothesis-testing approach. Here, each
assessment is tailored to the individual patient, with
the neuropsychologist choosing tests based on her
or his hypotheses about the case. In some cases, a
test may be altered in the way it is administered to
the patient so that additional hypotheses can be
tested. Some argue that the individualized approach
is a sensitive one that capitalizes on the clinician’s
best impressions. Others suggest that if a clinician
picks the wrong test(s), it may result in a poor
assessment. Also, the individualized approach ham-
pers the systematic collection of data from specific
tests on specific kinds of patients. Of course, some
clinicians combine these two strategies by using one

or more standard screening devices and then going
to other specific tests depending on the outcome of
the initial screening.

Interpretation of Neuropsychological

Test Results

Zillmer and colleagues (2008) note a number of
ways in which neuropsychologists interpret test
data. First, a patient’s level of performance may be
interpreted in the context of normative data. For
example, does a patient’s score fall significantly
below the mean score for the appropriate reference
group, suggesting some impairment in this area of
functioning? Second, some calculate difference scores
between two tests for a patient; certain levels of
difference suggest impairment. Third, pathognomonic
signs of brain damage (e.g., failing to draw the left
half of a picture) may be noted and interpreted.
Fourth, a pattern analysis of scores may be under-
taken; certain patterns of scores on tests have been
reliably associated with specific neurological injuries
or impairments. Finally, a number of statistical for-
mulas that weight test scores differentially may be
available for certain diagnostic decisions.

In a test of the diagnostic validity of four dif-
ferent approaches to interpreting test data, Ivnik
et al. (2000) compared the absolute score/patho-
gnomonic sign, difference score, and pattern of
scores/profile variability approaches. Interestingly,
the authors found that the absolute score approach
resulted in the best diagnostic accuracy (predicting
cognitive impairment in older adults). This suggests
that cutoff scores on measures can be used instead of
more complex indices like difference scores or score
patterns.

A final point about interpretation has to do
with the desirability of making qualitative evalua-
tions of patients’ responses. Should neuropsycholo-
gists depend on qualitative testing or quantitative
methods that reduce the results to numerical values?
Is the way a patient responds the important datum,
or is it the scored responses that are critical? Many
neuropsychologists probably combine the two
approaches, which need not be mutually exclusive.
Whether a patient scores zero points for barely
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missing the proper reconstruction of a block design
task or for pushing the blocks off the examiner’s
table in anger is likely to be significant for the
patient’s ultimate diagnosis. Although the point
value obtained (zero) is the same in both cases, con-
sideration and analysis of the quality or nature of
the patient’s response help the neuropsychologist
in her or his case conceptualization.

Neurodiagnostic Procedures

By now, it may have occurred to the reader that the
medical field already has a variety of neurodiagnostic
procedures. They include the traditional neurological
examination performed by the neurologist, spinal
taps, X-rays, electroencephalograms (EEGs), com-
puterized axial tomography (CAT) scans, positron
emission tomography (PET) scans, and the more
recent nuclear magnetic resonance imaging (NMR
or MRI) technique. These are indeed valuable
means for locating the presence of damage and dis-
ease. But not all of these procedures work equally
well in diagnosing impairment. Likewise, these tech-
niques sometimes produce evidence of abnormalities
in the absence of actual brain damage. Finally, some
of these procedures pose risks for the patient. Spinal
taps can be painful and sometimes harmful; we all
know about the dangers of too many X-rays.

Still, the neurologist’s diagnostic procedures
search directly for evidence of brain damage. In addi-
tion to these standard forms of neurodiagnostic pro-
cedure, several other imaging methods are available
that provide a better sense of the “working” brain
(Zillmer et al., 2008). Single photon emission com-
puted tomography (SPECT) imaging is based on
cerebral blood flow, and this provides a “picture”
of how the brain is working. As another example,
functional MR imaging (fMRI) also assesses blood
flow changes in the brain. Both of these newer alter-
native neurodiagnostic procedures hold some prom-
ise in clinical neuropsychology because they are
perhaps more likely to provide information on
how different areas of the brain are working.

Many of these neurodiagnostic procedures are
quite expensive, and some are invasive. Therefore,
it may be helpful to use neuropsychological tests as

screening measures, the results of which may indicate
whether more expensive neurodiagnostic tests are
indicated. Next, we consider some specific neuro-
psychological assessment devices and batteries.

Testing Areas of Cognitive

Functioning

Many tests are available for assessing a wide range of
cognitive and behavioral functioning. In this sec-
tion, we discuss only a handful of the areas of func-
tioning assessed by neuropsychologists. Further,
because of space constraints (entire books on neuro-
psychological assessment are available), we only
give a few tests as examples.

Intellectual Functioning. A number of tech-
niques have been used over the years to assess levels
of intellectual functioning. To estimate level of
intellectual ability, many neuropsychologists use the
WAIS-IV (see Chapter 7) and subtests from a mod-
ified version of the WAIS-R, called the WAIS-
R-NI (Kaplan, Fine, Morris, & Delis, 1991). The
modifications include, for example, changes in
administration (e.g., allowing the patient to con-
tinue on a subtest despite consecutive incorrect
answers) and additional subtest items. Because of
these modifications, it is believed that the WAIS-
R-NI provides more information regarding the
patient’s cognitive strategies (Anderson, 1994).

If it is not possible to administer the entire
WAIS-IV, certain individual subtests may be used—
most commonly, the Information subtest, Compre-
hension subtest, and Vocabulary subtest. These
subtests are believed to be least affected by brain
trauma or injury and thus can also provide estimates
of premorbid intelligence. This is important
because often no preinjury test data are available to
serve as a baseline against which to compare present
functioning.

Abstract Reasoning. For many years, clinicians
observed that patients diagnosed with schizophrenia
or those deemed cognitively impaired seemed to
find it difficult to think in an abstract or conceptual
fashion. Such patients seemed to approach tasks in a
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highly concrete manner. Some of the more com-
monly used tests to assess abstract reasoning abilities
include the Similarities subtest of the WAIS-IV (see
Chapter 7) and the Wisconsin Card Sorting Test, or
WCST (Heaton, 1981). The Similarities subtest
requires the patient to produce a description of
how two objects are alike. The WCST consists of
decks of cards that differ according to the shapes
imprinted, the colors of the shapes, and the number
of shapes on each card (see Figure 18-3). The patient
is asked to place each card under the appropriate
stimulus card according to a principle (same color,
same shapes, same number of shapes) deduced from
the examiner’s feedback (“that’s right” or “that’s
wrong”). At various points during the test, the
examiner changes principles; this can only be
detected from the examiner’s feedback regarding
the correctness of the sorting of the next card.

Memory. Brain damage is often marked by mem-
ory loss. To test for such loss, Wechsler (1945) devel-
oped the Wechsler Memory Scale, or WMS. The
Wechsler Memory Scale-III, or WMS-IV (Wechsler,
2009), is the most recent revision of the WMS. The
WMS-IV was developed in conjunction with the
WAIS-IV because clinicians often measure intellectual
ability and memory concurrently. The WMS-IV is

comprised of seven subtests, and performance on the
WMS-IV is summarized using five index scores: Audi-
tory Memory, Visual Memory, Visual Working
Memory, ImmediateMemory, andDelayedMemory.
In addition to interpretations based on single subscale
and single index scores, patterns of discrepancy
between index scores are also informative. These are
called contrast scores. For example, problems with
retention of previously learned material might be indi-
cated by relatively higher Immediate versus Delayed
Memory index scores. Another example that incorpo-
rates intelligence test scores is a pattern of scores in
which relatively lower Visual Working Memory and
Immediate Memory index scores occur in the context
of relatively higher intelligence scores. This pattern
suggests that some impairment in attention is affecting
the patient’s ability to initially learn the material.

Two additional tests also assess memory loss. On
these tests, the patient must demonstrate spatial
perception and perceptual-motor coordination as
well as recall. The Benton Visual Retention Test
(Benton, 1963) is basically a test of memory for
designs. Ten cards are presented for 10 seconds each.
After a card is withdrawn, the patient must draw the
design frommemory. There are several variants of this
procedure. Scoring instructions and some normative
data are available (e.g., Benton, 1974).

Red

Green

Yellow

Blue

F I G U R E 18-3 The Wisconsin Card Sorting Test

SOURCE: From Neuropsychological Assessment, 3rd edition, by Muriel Deutsch Lezak, p. 621. Copyright © 1995 by Oxford University Press, Inc.
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The Rey-Osterrieth Complex Figure Test
(Lezak, Howieson, & Loring, 2004) is used by
many neuropsychologists to assess visual-spatial mem-
ory. Patients first copy a complex figure, then draw it
from memory immediately, and then draw it again
after a specified period of time. Thus, this test can assess
how the figure was initially processed (immediate
copy), and comparisons can be made between subse-
quent copies under different recall conditions (Kra-
mer & Delis, 1997). Further, because the figure is
characterized by both larger configural features (e.g.,
a large triangle) and smaller internal details (dots, small
hash marks), differentiations can be made between

those with right- versus left-hemisphere damage
(Lezak et al., 2004). Different scoring systems and
normative data across a broad range of ages are avail-
able (Kramer & Delis, 1997). Figure 18-4 presents
the Rey-Osterrieth Complex Figure.

Visual-Perceptual Processing. Visual-spatial
skills are necessary for a broad range of activities,
including reading a map, parallel parking a car,
and throwing a baseball from the outfield to a
base. In addition to the Rey-Osterrieth Complex
Figure Test, many neuropsychologists seeking to
assess visual-spatial skills examine performance on

F I G U R E 18-4 Rey-Osterrieth complex figure

SOURCE: From Neuropsychological Assessment, 3rd edition, by Muriel Deutsch Lezak, p. 570. Copyright © 1995 by Oxford University Press, Inc. Reprinted by
permission.
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certain WAIS-IV subtests, such as the Block Design
subtest. Several specialized tests of these skills are
also available. For example, the Judgment of Line
Orientation Test (Benton, Hamsher, Varney, &
Spreen, 1983) requires examinees to indicate the
pair of lines on a response card that “match” (lie
in the same orientation as) the two lines on the
stimulus card. Figure 18-5 provides examples of
items from this test.

Language Functioning. Various forms of brain
injury or trauma can affect either the production
or comprehension of language. Tests that require
patients to repeat words, phrases, and sentences
can assess articulation difficulties and paraphasias
(word substitutions); naming tests can help diagnose
anomias (impaired naming). Language comprehen-
sion can be assessed using the Receptive Speech
Scale of the Luria-Nebraska (described in the

following section). This subtest requires patients to
respond to verbal commands (as by pointing to
named body parts or objects or responding to sim-
ple commands). Speech and language pathologists
do an excellent job of comprehensively assessing
language dysfunction, and the neuropsychologist
may choose to refer patients to these health profes-
sionals if a screening test indicates suspected prob-
lems in language production or comprehension.

Test Batteries

Let us now examine two commonly used neuro-
psychological test batteries: the Halstead-Reitan
and the Luria-Nebraska.

The Halstead-Reitan Battery. To counter the
criticism that single tests for brain dysfunction
were too limited in their scope to provide definitive

a.

b. 1 11

2 10

3 9

4 8

5 7
6

F I G U R E 18-5 Sample items from the Judgment of Line Orientation Test

SOURCE: From Neuropsychological Assessment, 3rd edition, by Muriel Deutsch Lezak, p. 400. Copyright © 1995 by Oxford University Press, Inc.
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answers, the Halstead-Reitan Neuropsychological
Battery was developed (Halstead, 1947; Reitan &
Davison, 1974). This is now undoubtedly the
most widely used test battery. The battery, as
generally used, consists of several measures: the
Category Test, the Seashore Rhythm Test, the Fin-
ger Oscillation Test, the Speech-Sounds Perception
Test, the Tactile Performance Test, the Trail-
Making Test, the Strength of Grip Test, the
Sensory-Perceptual Examination, the Finger Local-
ization Test, the Fingertip Number Writing
Perception Test, the Tactile Form Recognition
Test, and the Aphasia Screening Test. These tests
may be supplemented by the MMPI-2 and the
WAIS-IV. The scale can be used with people
aged 15 years and older; other versions can be
used with children ages 9 to 14 and 5 to 8.

The Halstead-Reitan battery is used to provide
information about the probable localization of lesions
and whether they appear to be of gradual or sudden

onset. It also suggests something about specific psycho-
logical deficits that a therapist should note. The battery
can takemore than 6 hours to administer.Many clinics
have trained technicians to do this work so that clin-
icians are not bogged down in lengthy procedures of
administration and can concentrate instead on the
complexities of interpretation.

Both the validity and the reliability of the
Halstead-Reitan are supported by a number of
studies across a wide range of age groups (e.g.,
Goldstein, 1997). The major weaknesses of the
test battery are its length, cumbersomeness, and rel-
ative neglect of certain areas of functioning, such as
memory (Goldstein, 1997; Lezak et al., 2004). A
brief case report summary based on the Halstead-
Reitan and other tests is shown in Box 18-3.

The Luria-Nebraska Battery. As an alternative
to the Halstead-Reitan, the Luria-Nebraska battery
consists of 269 separate tasks comprising 11 subtests:

BOX 18-3 Focus on Clinical Applications: A Brief Neuropsychological Report Based on
Halstead-Reitan and Other Information

Name: Mr. Y.
Date of Birth: 8-29-26
Occupation: Retired Air Force Pilot–USAF
Education: 18 Years (Master’s Degree)

Referral Information
Mr. Y. is a 57-year-old white male who is retired from
the United States Air Force. For the past several years
he has noticed a decline in his perception, mechanical
abilities, reaction time, driving abilities, and ability to
read and produce cursive handwriting. He reports that
the symptoms have been especially pronounced over
the past two to three years. Dr. ——— requested a
neuropsychological evaluation in order to evaluate the
presence and/or extent of organic impairment.

Summary and Recommendations

1. Neuropsychological assessment reveals severe
impairment in several areas of functioning, such
as severe constructional difficulties and problems
on all tasks requiring nonverbal and visual-spatial
abilities, including memory for visual information.
These areas of deficit point to a pathological

process in the right parietal-occipital area of the
brain. The possibility of major structural damage
in this area should be investigated thoroughly.

2. Mr. Y.’s verbal abilities as well as verbal memory
have been preserved and are, in general, in the
superior range.

3. Personality assessment reveals that Mr. Y. is suf-
fering from a moderate depression accompanied
by worry and rumination. This appears to be of a
rather long-standing nature rather than being an
acute emotional reaction.

4. The patient’s neuropsychological deficits cannot
be attributed to his depression.

5. In light of our findings, a careful review of the
patient’s capabilities both at work and at home
should be made with him and his wife.

6. As this information is worked through, supportive
psychotherapy would be helpful.

7. A current neurological reevaluation is
recommended.

SOURCE: From “Overview of the Halstead-Reitan Battery,” by O. A.
Parsons, pp. 179–180. In T. Incagndi, G. Goldstein, and C. J. Golden (Eds.),
Clinical Application of Neuropsychological Test Batteries. Copyright
© 1986 by Plenum Publishing Corporation. Reprinted by permission.
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motor functions, rhythm functions, tactile func-
tions, visual functions, receptive speech, expressive
speech, writing functions, reading skills, arithmetic
skills, memory, and intellectual processes. Studies
assessing the battery’s reliability and diagnostic
validity have been supportive (e.g., Golden,
Hammeke, & Purisch, 1978; Golden, Purisch, &
Hammeke, 1985). The Luria-Nebraska shows
substantial agreement with results obtained from
the Halstead-Reitan method (Goldstein & Shelly,
1984; Kane, Parsons, Goldstein, & Moses, 1987;
Sears, Hirt, & Hall, 1984). A children’s version per-
formed as well as the WISC-R in discriminating
psychiatric and neurological cases (Carr, Sweet, &
Rossini, 1986) and was also able to reliably diagnose
attention deficit disorders in children (Lahey, Hynd,
Stone, Piacentini, & Frick, 1989).

The main advantage of the Luria-Nebraska is
that it takes only about 2.5 hours to complete,
compared with the 6 hours sometimes required to
complete the Halstead-Reitan battery. However,
some clinical neuropsychologists believe that the
Luria-Nebraska is limited because of its standardiza-
tion and rationale (Goldstein, 1997). Specifically,
many of the reliability and validity studies are
based on small numbers of patients, and some critics
feel that the Luria-Nebraska does not adequately
translate A. R. Luria’s theories and methods into a
neuropsychological assessment instrument (Lezak
et al., 2004).

Variables That Affect Performance

on Neuropsychological Tests

A number of patient variables may influence neuro-
psychological test scores (Howieson & Lezak,
2010). Because test scores differ according to the
biological sex, age, and educational level of the
patient, appropriate norms should be used in inter-
pretation. In addition, test scores will be influenced
by handedness, by premorbid ability (before brain
trauma or injury), by the chronicity of the neuro-
logical condition, and by the presence of other
(nonneurological) physical conditions (e.g., a
peripheral arm injury might affect performance on
the Strength of Grip test of the Halstead-Reitan

battery). Finally, motivational variables (arousal,
level of cooperation) will also affect scores. For
example, a patient who is taking medication that
has a sedative effect will probably not be able to
perform optimally.

A motivational variable that deserves additional
comment is malingering. Detecting faking or malin-
gering on psychological tests can be difficult for
even the most astute clinician. There is controversy
about how often malingering occurs in neuropsy-
chological assessment. Recognizing that it may
occur and improving clinicians’ abilities to detect
it are both very important, especially given the clin-
ician’s growing presence as an expert witness in
court cases of various kinds (see Chapter 19). Sev-
eral approaches have been suggested to address
malingering on neuropsychological tests, ranging
from the development and use of an objective
malingering index (Reitan & Wolfson, 1996) to
the use of strategies to evaluate test scores (Rogers,
Harrell, & Liff, 1993). For example, Rogers et al.
(1993) suggest that failure of very easy test items,
differential performance on difficult versus easy test
items, and below-chance performance on
alternative-choice test items should raise suspicions
of malingering.

INTERVENT ION AND

REHABIL I TAT I ON

Issues of neurological impairment usually revolve
around two principal questions. First, what is the
nature of the deterioration or damage? For exam-
ple, is it a perceptual loss or a cognitive loss? Sec-
ond, is there any real brain damage that can account
in some way for the patient’s behavior? More spe-
cifically, is the damage permanent, or can recovery
be expected after an acute phase? Is the damage
focal or diffused throughout the brain? In general,
focal damage results in more specific, limited effects
on behavior, whereas diffuse damage can cause
wide effects. Referral sources often need to know
whether the damage will be progressive (as in dif-
fuse brain involvement or in damage caused by
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disease) or nonprogressive (as is often true in the
case of strokes or head traumas). Answers provided
by clinical neuropsychologists significantly affect the
kinds of rehabilitation programs designed for vari-
ous patients.

Rehabilitation is becoming one of the major func-
tions of neuropsychologists (Boake, 2008; Zillmer
et al., 2008). The neuropsychologist is often thrust
into the role of coordinating the cognitive and

behavioral treatment of patients who have shown
cognitive and behavioral impairment as a result of
brain dysfunction or injury. First, a thorough
assessment of the patient’s strengths and deficits is
conducted; this may include not only neuropsycho-
logical test results but also observations from other
staff members, such as nurses, physicians, and physical
therapists. A program of rehabilitation is then devel-
oped that will be maximally beneficial to the patient,

BOX 18-4 Graduate Student Perspective: Andrew Wegrzyn

Andrew Wegrzyn earned his B.S. from the University of
Illinois at Champaign-Urbana in 2007, where he com-
pleted his honors thesis with Professor Ed Diener on
declining marginal utility and the nature of satisfaction.
More recently, Andrew has worked as a research coor-
dinator in the Department of Neurology at the
Washington University School of Medicine. Andrew
joined the Clinical Neuropsychology Lab at the Univer-
sity of Missouri in the fall of 2010. His graduate research
focuses on neurodevelopment and neuroanatomy in
autism spectrum disorders through behavioral techni-
ques as well as functional and structural imaging.

Andrew provided his thoughts about his graduate
school experience.

What has graduate school in clinical psychology been
like for you?
Graduate school thus far has been an opportunity to
refine my research skills, contribute to the field, and
discern my future role as a psychologist. The main
thing graduate school has been for me is an opportu-
nity to explore the field and find where I will ulti-
mately fit within it.

What things have you least expected about graduate
school?
I don’t think I anticipated or planned adequately for
the sheer number of hours that are required to be
successful in graduate school. I was told by various
individuals that the time commitment was about 55–60
hours per week. However, I’ve found the real number
of hours to be closer to 70–75 hours per week. Differ-
ent advisors have different policies and strategies
when it comes to hours in class and in the lab. But, in
order to be successful, especially in research, the time
commitment required is substantial.

Has graduate school changed you? If yes, how so?
Yes, graduate school has given me a much clearer view
of what I want to do with my life. There are ways to
view what life as a clinical psychologist might be like as
an undergraduate: internships, shadowing a profes-
sional, talking with a professor, etc. But, there are cer-
tain things you won’t be able to learn until graduate
school. Personally, graduate school has forced me, so
to speak, to be more efficient and considerate with my
time as well as more disciplined.

Are your professional or research interests
similar or different now than they were
when you started graduate school?
Essentially, my research interests are the same. How-
ever, it is crucial for those hoping to enter graduate
school and those just starting graduate school to real-
ize that their research interests operate within a frame
of reality. Your actual research practices in graduate
school, and perhaps beyond, will be mitigated by many
factors: what can and cannot be funded, your advisor’s
interests, your need to publish, the time you have, and
even the realm of what is possible. My interests are in
neuroimaging with persons with autism spectrum dis-
orders. And, while thus far I have been fortunate
enough to engage in research in these areas, for the
most part, I also have had to adapt to the forces
around me.

Tell us about the work you have conducted
in neuropsychology and neuroscience while
in graduate school.
Thus far, I have worked on an imaging project with
traumatic brain injury (TBI) patients and MRI in which
we were trying to discern which areas of the brain
influence spirituality and altruism. My own research
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given her or his deficits, as well as one that will be
efficient in the sense of requiring a minimum amount
of staff time and supervision (Zillmer et al., 2008).

As noted by Golden et al. (1992), rehabilitation
can take place through spontaneous recovery of
functioning. However, the neuropsychologist and
the rehabilitation team are more likely to be
involved when rehabilitation is to be accomplished
by having the patient “relearn” via developmentally

older and intact functional systems, the develop-
ment of new functional systems, or changing the
environment to ensure the best quality of life pos-
sible. In this last case, the judgment may be that it
will not be possible to develop alternative or new
functional systems that will significantly reduce the
level of cognitive or behavioral impairment.

In the case of developing alternative or new
functional systems, rehabilitation tasks are formulated

deals in autism spectrum disorders and movement
deficiencies, specifically motor learning deficits. We are
hoping to pair behavioral motor data with diffusion
tensor imaging (DTI) to investigate the motor path-
ways in the brain and learn more about how persons
with autism spectrum disorders may differ from
neurotypicals.

Looking back, what activities or experiences
were the most important in preparing you
for your graduate school program?
Research experience is crucial. I worked for three
professors as an undergrad; one of which, Dr. Ed
Diener, I worked with for three-and-a-half years.
After graduation, I worked for a year as a research
assistant at the Washington University School of
Medicine in St. Louis—a stellar location for exciting
research. The application process for graduate school
is becoming increasingly competitive in psychology.
Advisors are looking for applicants who are versed in
the nuts and bolts of research and publication. How-
ever, I apply to the theory that other nonacademic
experiences are incredibly valuable as well. I volun-
teered for a year in the Appalachian Mountains after
graduation and also worked at a winery. While some
advisors place more value on nonresearch activities
than others, it’s beneficial to not be entirely one-
dimensional.

Any additional hints for those trying to make it
through graduate school in clinical psychology?
Regarding long-term goals, keep your focus on how
your training is preparing you for the career you want.
Regarding the short term, be efficient with the use of

your time (you might want to think about quitting
Facebook, for example …). It’s important to look for-
ward into the future on a fairly regular basis, but when
it comes to the day to day, try to keep your attention
focused on the present. In many ways, graduate school
is like a marathon. If you find yourself looking to mile
26 when you have just crossed the starting line, you’re
sure to be overwhelmed and see graduate school as an
insurmountable task reserved only for geniuses. But, if
you focus on putting your best foot forward, in any
way you are able, for all of your daily tasks, you will
gradually build skills and confidence.

Andrew Wegrzyn
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to “treat” the patient’s deficits. Golden et al. (1992,
pp. 214–215) offer the following general guidelines
for formulating this type of rehabilitation task:

1. It should include the impaired skill that one is
trying to reformulate. All other skill require-
ments in the task should be in areas with which
the subject has little or no trouble.

2. The therapist should be able to vary the task in
difficulty from a level that would be simple for
the patient to a level representing normal
performance.

3. The task should be quantifiable, so that prog-
ress can be objectively stated.

4. The task should provide immediate feedback to
the patient.

5. The number of errors made by the patient
should be controlled.

Golden and colleagues (1992) give examples of
rehabilitation programs for various cognitive and
behavioral deficits. For example, verbal memory
impairment might be treated by administering sim-
ple memory problems (those involving one unit of
information) to the patient and then, later, more
complex tasks (e.g., a problem requiring the mem-
orization of six or seven units of information). The
complexity of the task can be varied further by, for

example, using unrelated words or decreasing the
time of exposure to the stimulus words.

More recently, Wilson (2008) has argued that
rehabilitation programs should incorporate several
components to increase the likelihood of success.
First, in collaboration with the patient goal setting
at the beginning and periodic evaluation of goals
throughout the rehabilitation program should be
conducted. Second, the link between cognitive,
emotional, and physical deficits due to brain injury
must be explored and incorporated into more
“holistic” approaches to rehabilitation. Finally,
rehabilitation psychologists should take advantage
of recent advances in technology, including the
use of electronic diaries and pagers that can prompt
individuals to use cognitive skills as well as the use
of virtual reality to simulate real-life experience for
both assessment and treatment.

CONCLUDING REMARKS

Training

Without doubt, neuropsychology as a specialty area
within clinical psychology is dynamic and exciting.
At the same time, however, the procedures in this
subfield have become so sophisticated that specialty
training is necessary (Boake, 2008).

BOX 18-5 Focus on Professional Issues: Cross-cultural Neuropsychology

Neuropsychologists are becoming increasingly sensitive
to the possibility that normative data for traditional
neuropsychological tests may not apply to individuals
from different ethnic or cultural backgrounds. The field
of cross-cultural neuropsychology seeks to identify dif-
ferences in neuropsychological performance that may be
at least partially due to differences in ethnic or cultural
backgrounds. Neuropsychological tests may have tasks or
items that are at least partially influenced by culturally
learned abilities, and these tests have typically been
standardized using individuals who are native English
speakers and Caucasian, for example. Given the increas-
ing diversity in the United States and other countries,
the field of neuropsychology is being faced with the
challenge of demonstrating that the interpretation of
neuropsychological test scores is appropriate for indi-
viduals from diverse language and cultural backgrounds.

But how do we know if test results are “biased”
against certain cultural groups? Pedrazza and Mungus
(2008) remind us that simply showing mean differences
in scores on tests is not, in and of itself, sufficient to
demonstrate bias. Rather, evidence for bias is obtained
if a test score has a significantly different meaning for
one cultural group versus another. This can be assessed
in different ways including making sure the similar
cognitive abilities are being assessed in different cul-
tural groups using the same tests, as well as ensuring
that test scores predict relevant outcomes (e.g., diag-
nosis of brain injury) with equal strength regardless of
an individual’s cultural background. In the absence of
such evidence, it is necessary to adapt or modify tests
to accommodate cultural and language diversity so
that persons from all backgrounds can profit from
clinical neuropsychological services (Boake, 2008).
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Some clinical psychologists do not feel very
comfortable doing neuropsychological assessment,
nor are they qualified. Their training in such assess-
ment is often limited, as is their knowledge of brain–
behavior relationships. As Lezak and colleagues
(2004) point out, the success of any neuropsycholog-
ical assessment will depend on how well examiners
understand not only normal brain–behavior relation-
ships but also the psychological effects of brain
dysfunction. Therefore, experts are needed. Reitan
and Davison (1974) some time ago remarked on
the necessity for developing a new field of clinical
neuropsychology. Clinical neuropsychology is now
a specialty that is formally recognized by both the
American Psychological Association and the Cana-
dian Psychological Association (Boake, 2008).

The September 1997 Houston Conference con-
vened leaders involved in the training of future clin-
ical neuropsychologists. Guidelines for the graduate
(doctoral) internship and postdoctoral training of
future clinical neuropsychologists were offered.
Briefly, these guidelines recommend a Ph.D. from
a graduate program with a specialty track in clinical
neuropsychology. As a required knowledge base,
the Houston Conference recommended (a) a ge-
neric psychology core (statistics, learning, social psy-
chology, physiological psychology, developmental
psychology, history); (b) a generic clinical core (psy-
chopathology, psychometrics, assessment, interven-
tion, ethics); (c) neurosciences and basic human and
animal neuropsychology (functional neuroanatomy,
neurodiagnostic techniques, neurochemistry, neuro-
psychology of behavior); and (d) specific clinical
neuropsychological training (research design in neu-
ropsychology, specialized neuropsychological assess-
ment techniques, specialized neuropsychological
intervention techniques). Further, the conference
recommended that skills be acquired in assessment,
treatment and interventions, consultation, research,
and teaching and supervision. Knowledge and skills
in these areas can be acquired and mastered through
coursework, supervised experience, internship expe-
rience, and a required 2-year residency/postdoctoral
training. Those completing such a rigorous training
experience in clinical neuropsychology should, at the
end of their training, be able to demonstrate
advanced skill in neuropsychological assessment,

treatment, and consultation and should be eligible
for board certification in clinical neuropsychology
by the American Board of Professional Psychology.

The Future

In the future, neuropsychology may hope for the
development of increasingly more sophisticated indi-
vidual tests and batteries. Better assessment devices
and procedures, including enhanced provisions for
planning, therapy, and rehabilitation for patients
with brain dysfunction, are highly desirable. Assess-
ment obviously means more than pinning labels on
people; it is meant to enable clinicians to help the
patient adjust to the future. In particular, then, the
field must concern itself more with predicting and
facilitating recovery from brain injury. Fortunately,
this is exactly what is beginning to happen. Training
procedures that help foster rehabilitation, tests that
predict the extent and rate of recovery, and general
information on the course of debilitating injury can
offer hope and structure to patients and their fami-
lies. Even bad news, offered sensitively and construc-
tively, can facilitate adjustment.

Almost two decades ago, Johnstone and Frank
(1995) urged more neuropsychologists to shift their
focus to rehabilitation. Although the need for reha-
bilitation services has increased over the years, rela-
tively few neuropsychologists have received specific
training in rehabilitation. Moreover, traditional
neuropsychological tests have not generally been
used (or adapted) to provide information that is clin-
ically useful to rehabilitation specialists. Johnstone and
Frank argue, for example, that many important cog-
nitive abilities (e.g., attention, executive functions,
and memory) are poorly understood and poorly mea-
sured. In their view, neuropsychological test results
need to be clearly tied (via empirical research) to
real-world functions so that rehabilitation can address
deficits or impairments that, if improved, will lead to
positive outcomes. If heeded, these suggestions will
likely affect research, training, and clinical applications
in the field of neuropsychology.

Changes in the way that health care is delivered
and reimbursed will also have a great impact on the
field of neuropsychology. Neuropsychological assess-
ment may no longer be routinely conducted when
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brain–behavior issues are raised, nor is it likely that it
will be routinely reimbursed. Rather, neuropsycho-
logical assessment is likely to be seen by managed
care companies as a luxury—to be conducted only
when absolutely necessary. This may be why fewer

and fewer neuropsychologists report administering
neuropsychological batteries (e.g., the Halstead-
Reitan) routinely, instead using a more efficient
and focused flexible approach to testing (Boarke,
2008). Finally, neuropsychologists are now more

BOX 18-6 Clinical Psychologist Perspective: Paula Zuffante, Ph.D.

Dr. Paula Zuffante is a pediatric neuropsychologist. She
completed her graduate training in clinical psychology
with a specialty in neuropsychology at the University of
Florida in Gainesville. She completed a 1-year clinical
internship in neuropsychology at Brown University and a
2-year postdoctoral fellowship in clinical neuroimaging
and neuroscience at Long Island Jewish Medical Center.
Her doctoral research focused on structural magnetic
resonance imaging and cognitive functioning in schizo-
phrenia and functional magnetic resonance imaging of
auditory processing and working memory. Dr. Zuffante’s
first postgraduate job was at Schneider Children’s Hos-
pital at Long Island Jewish Medical Center, where she
helped to establish the pediatric neuropsychology pro-
gram. While there, she continued her work as a
researcher, clinician, and educator. In 2002, she moved
to the Albany, New York area, where she started a pri-
vate practice, Children’s Neuropsychological Services.

We asked Dr. Zuffante about her background and
interests, as well as her take on the future of clinical
psychology and neuropsychology.

What originally got you interested in the field of
clinical psychology?
I became interested in psychology in college when I took
classes on physiological psychology and sensation and
perception. I was fascinated by optical illusions, brain
development, and cognition. I decided to complete an
independent study in physiological psychology. I had the
good fortune to work as a research assistant to a physio-
logical psychologist, Dr. Michael Numan, who was study-
ing the neurological mechanisms of maternal behavior in
rats. I learned about stereotactic surgery and functional
neuroanatomy. I also worked as research assistant to
another psychologist, Dr. Randolph Easton, who was
studying how mental practice facilitates athletic perfor-
mance. Through these experiences, I generated an
enthusiasm for studying the brain, which ledme to seek a
position in the Memory Disorders Research Center at the
Boston VAMedical Center after graduating from college.
I was there for 2 years working as a research assistant to
Drs. Laird Cermak and Mieke Verfaellie, who were study-
ing memory disorders in neurologic conditions such as

alcoholic Korsakoff syndrome and encephalitis. I was able
to see firsthand how these patients forgot their experi-
ences from moment to moment while maintaining intact
attention/workingmemory and intellectual abilities. I also
learnedabout agnosia,workingwith amanwhowas able
to copy a picture of an object but, despite having intact
intellectual abilities, could not tell me anything about
what he drew; he was not able to access the name of it or
any semantic knowledge about it. I was in awe of theway
the brain works and of the researchers who so elegantly
demonstrated what was happening in the brains of their
patients. It was the combination of these experiences that
led me to pursue a Ph.D. in clinical neuropsychology.

Describe what activities you are involved in as a
clinical psychologist.
Currently, I share a private practice, Children’s Neuropsy-
chological Services, with my husband, Dr. Andrew
Labarge, who is also a neuropsychologist. I conduct
neuropsychological evaluations of childrenwith knownor
suspected brain injuries, learning disabilities, develop-
mental conditions, and psychiatric conditions. I also con-
duct diagnostic autism spectrum evaluations. Most of the
children I evaluate have difficulty with learning or behav-
ioral regulation resulting from or related to their condi-
tion. My neuropsychological evaluations often extend to
the classroom, which I visit to observe how the child func-
tions in the world and to see howmy evaluation findings
play out in real life. I consult with physicians regarding
treatment planning and with educational teams regard-
ing academic planning. I also consult with schools on
remediating executive dysfunction in the classroom.

What are your particular areas of expertise or interest?
I have strong interests and experience in working with
individuals with autism spectrum disorders and disor-
ders involving frontal-striatal circuits such as attention
deficit hyperactivity disorder, Tourette’s syndrome, and
obsessive-compulsive disorder. I have always been
interested in executive functions, which are impacted
in all of the above conditions. I am interested in help-
ing families and schools apply effective interventions
to remediate executive deficits.
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likely to specialize in the fields of forensic neuro-
psychology (e.g., assessing for brain injury in
civil or criminal cases), sports neuropsychology
(e.g., evaluating the effects of sports-related concus-
sions), and military neuropsychology (e.g., assessing

for traumatic brain injury), to name a few of the
emerging areas of application (Zillmer et al., 2010).
Trends such as these suggest that the demand for the
services of neuropsychologists will continue to be in
high in the future.

What are the future trends you see for clinical
psychology?
Our understanding of the brain is still young, but it is
expanding rapidly. As we develop more precise tools
for examining brain–behavior relationships and as new
treatments are developed, neuropsychology will play
an even greater role in the diagnosis and treatment of
neurological, developmental, and psychiatric
conditions.

The tools that we have to study functional neu-
roanatomy and brain disorders are becoming more
sophisticated over time. Neuropsychologists have been
working closely with other neuroscientists to develop
cognitive-behavioral tests and structural and functional
neuroimaging techniques that target specific cognitive
skills and behaviors. These methods are increasingly
being used to help diagnose various brain conditions
and to assess response to treatment. I anticipate that in
the near future, they will play even greater roles in
diagnosis and treatment for a variety of neurologic,
developmental, and psychiatric conditions.

More and more neuropsychologists are starting to
provide direct treatment of cognitive dysfunction, and
they are extending their treatments into classrooms
and homes. Unfortunately, there are few well-
controlled studies that demonstrate the efficacy of
available treatment options. It will be important for
our field to continue to conduct well-designed studies
to increase the pool of effective research-based treat-
ment options. I anticipate that clinical researchers and
educators will develop more effective behavioral
interventions for cognitive deficits and executive dys-
function in particular.

What do you enjoy most about a career in
neuropsychology?
I enjoy the field of neuropsychology because it is
evolving so quickly. I started graduate school at the
start of the Decade of the Brain in 1990, and I have
been amazed by the huge scientific leaps that our
field has made since then. I have enjoyed watching
our field evolve from one that used to make distinc-
tions between neurologic or so-called organic

conditions and those that are considered “psycho-
logical” to one that recognizes common underlying
neurological mechanisms between different condi-
tions, whether they are acquired or developmental.
Nonetheless, there is still much more to learn about
the brain and I am excited to be part of the genera-
tion that will be unlocking so many of the brain’s
mysteries.

Another reason I enjoy my career in neuropsy-
chology is that I greatly enjoy working with children,
not only because they are fun but because there is such
a huge range of skills, behaviors, and personalities in
the children I see every day. I am continually learning
new things about brain development just by interact-
ing with children and watching how they interact with
the world and test materials. I often feel like I am back
at the Boston VA as an investigator, analyzing cogni-
tive functions and deficits, trying to understand how
it all fits with functional neuroanatomy and brain
development. It really never gets old for me. I am still
in awe.

Paula Zuffante
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CHAPTER SUMMARY

The field of neuropsychology has witnessed tre-
mendous growth over the past several decades.
Neuropsychology is the study of the relations
between brain function and behavior. Neuropsy-
chologists are called on to consult with neurologists
or other physicians to assess functioning, to make
predictions regarding prognosis and course, and to
plan interventions and rehabilitation. Models of
brain functioning have evolved from localization
of function to equipotentiality and, finally, to the
functional model. The functional model holds that
different areas of the brain interact to produce
behavior and that behavior is a result of several dif-
ferent functional systems of brain areas.

We have briefly reviewed the major structures
of the brain, a number of antecedents or causes of
brain damage, and various consequences of neuro-
logical damage. Neuropsychological assessment
involves the use of noninvasive standardized testing
methods that are sensitive to various forms of brain
functioning. A critical distinction is that between the
standard (or fixed) battery approach, in which a stan-
dard set of tests is given to all patients regardless of
the clinical picture, and the flexible (or hypothesis-
testing) approach, in which only selected tests are

administered. Major areas of functioning that are tar-
geted by neuropsychologists include intellectual
functioning, abstract reasoning, memory, visual-
perceptual processing, and language functioning.
Neurodiagnostic tests may also be used to diagnose
problems. A clinical neuropsychologist’s evaluation
can then be used to formulate and implement a
plan of intervention or rehabilitation tailored to the
individual patient. The program of rehabilitation
should be maximally beneficial to the patient and
efficient in terms of staff time and supervision.

Specialty training in clinical neuropsychology is
necessary because of the complexity and sophistica-
tion of the procedures involved. Most graduate
programs are not able to devote sufficient time,
coursework, and practicum experience to the
study of brain–behavior relationships. Therefore,
an integrated model for the training of clinical neu-
ropsychologists has been adopted that includes pre-
doctoral, internship, and postdoctoral experiences.
Many challenges lie ahead for the field, including
the need for more sophisticated and more econom-
ical assessment and rehabilitative techniques, as well
as a tightening in the job market as a result of man-
aged care.

KEY TERMS

agnosia Impairment in sensory perception.

aphasia Impairment in language ability.

apraxia Impairment in the ability to perform
certain voluntary movements.

cerebellum A subcortical structure associated
with motor coordination and the control of
muscle tone, posture, and equilibrium.

cerebral hemorrhage A situation in which a
blood vessel ruptures and the blood escapes onto
brain tissue, either damaging or destroying it. The
symptoms of a hemorrhage are determined by its
site and severity.

concussion Jarring of the brain sufficient to result
in a momentary disruption of brain function.

A single concussion usually does not cause
permanent damage, but repeated ones may.

contusions Bruises. In the brain, contusions result
when the brain has been shifted from its normal
position and pressed against the skull. Brain
contusions may be severe and may result in
delirious or comatose states.

degenerative disease A group of disorders—such
as Alzheimer’s disease, Parkinson’s disease, and
Huntington’s chorea—that result from the
degeneration of neurons in the central nervous
system. These disorders are characterized by
progressive cerebral degeneration and disturbance
in several behaviors or functions.
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delirium A disruption of consciousness often
caused by exposure to toxins.

difference scores A method for interpreting
neuropsychological test data that focuses on the
difference between a patient’s scores on two
separate tests. Difference scores above a certain
level are suggestive of impairment.

equipotentiality The notion that the cortex
functions as a whole and that all areas of the brain
contribute equally to overall intellectual func-
tioning. On the basis of this perspective, when one
area of cortex is damaged, the functions of that
area may be assumed by another area of cortex.

frontal lobes The most recently developed part of
the human brain. The frontal lobes are associated
with executive functions such as formulating,
planning, and carrying out goal-directed behavior,
monitoring and controlling behavior, and mod-
ulating emotions.

functional model A theory that integrates the
localization-of-function and equipotentiality per-
spectives. This theory holds that any behavior is due
to the interaction of several brain systems and that
the nature of a behavioral deficit will depend on
which functional system is affected as well as the
localization of damage within that functional system.

Halstead-Reitan battery The most widely used
neuropsychological test battery. The Halstead-
Reitan consists of several measures and is used to
provide data about specific deficits, the probable
localization of lesions, and whether lesions appear
to be of gradual or sudden onset. Although the
reliability and validity of this battery have been
supported, a significant disadvantage is the time
required for administration.

Houston Conference A conference on clinical
neuropsychology training that convened in Sep-
tember 1997. As a result of this conference, specific
guidelines were offered for the graduate training,
predoctoral internship, and postdoctoral training
of future clinical neuropsychologists.

lacerations Cuts, tears, or ruptures. Lacerations of
brain tissue may occur when the skull has been
breached by a bullet or other object.

left hemisphere The hemisphere of the brain that
controls the right side of the body and for most
people is more involved in the language functions,
logical inference, and detail analysis.

localization of function The idea that certain
portions of the brain are responsible for specific
functions or behaviors.

Luria-Nebraska battery A neuropsychological
test battery that assesses abilities over 11 subtest
groupings. Studies have supported the reliability
and diagnostic validity of the battery, which takes
less time to administer than the Halstead-Reitan.

neurodiagnostic procedures Procedures (e.g.,
spinal taps, CAT scans, and functional MRIs) for
detecting the presence and location of brain
damage. These procedures vary in their expense,
their sensitivity, their invasiveness, and the risk
they pose to the patient.

neuropsychological assessment The assessment
of brain functioning based on a person’s perfor-
mance on noninvasive, standardized tests that are
believed to be accurate and sensitive indicators of
brain–behavior relationships.

neuropsychology The study of the relation-
ship between brain function and behavior.
Neuropsychologists study, assess, and/or treat
behaviors directly related to the functioning of
the brain.

occipital lobes The portion of the cortex
involved with visual processing and some aspects
of visually mediated memory.

occlusions Blockages in blood vessels caused by
clots. The vessels serving particular areas of the
brain may become occluded, resulting in one type
of “stroke.”

parietal lobes The portion of the cortex related
to tactile and kinesthetic perception and under-
standing, spatial perception, and some language
comprehension and processing.

pathognomonic Indicative of a specific disease or
condition. One method for interpreting neuro-
psychological test data notes and draws inferences
about pathognomonic signs.
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pattern analysis A method of neuropsychological
test interpretation in which the basic pattern of
scores on tests is examined to see whether it
matches a pattern that has been reliably associated
with a specific neurological injury or impairment.

process/flexible approach or hypothesis-
testing approach In this approach, the neuro-
psychologist selects the tests to be administered to
each patient based on his or her hypotheses about
the case and may even alter the administration of
one or more tests.

rehabilitation In the context of neuropsychol-
ogy, the treatment of patients with cognitive and
behavioral impairment due to brain dysfunction or
injury. Rehabilitation may involve helping the
patient “relearn” skills and/or changing the
patient’s environment to best compensate for the
impairment. Rehabilitation planning/coordination
is a major function of neuropsychologists.

right hemisphere The hemisphere of the brain
that controls the left side of the body and for most
people is more involved in visual-spatial skills, the
perception of direction, creativity, and musical
activities.

standard battery or fixed battery approach. In
this approach, all referred patients are administered
the same set of neuropsychological tests.

temporal lobes The portion of the cortex that
mediates linguistic expression, reception, and
analysis and is involved in processing tones,
sounds, rhythms, and meanings that are nonlan-
guage in nature.

tumors Abnormal tissue growths that may grow
inside or outside the brain or spread to the brain
from other areas of the body. Symptoms are
usually subtle at first and become more noticeable
as the tumor grows and exerts pressure on
surrounding areas of the brain.

WEB SITES OF INTEREST

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

18-1 Division 40 of APA—Clinical Neuropsy-
chology
http://www.div40.org/

18-2 Training Programs in Clinical Neuropsy-
chology (doctoral, internship, postdoctoral)
http://www.div40.org/training/index.html

18-3 Neuropsychology Central
http://www.neuropsychologycentral.com/

18-4 The Whole Brain Atlas
http://www.med.harvard.edu/aanlib/home.
html
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Forensic Psychology

FOCUS QUESTIONS

1. What historical events influenced the develop-
ment of the forensic psychology specialty?

2. What are the major roles engaged in by
forensic psychologists?

3. What are the similarities and differences
among the three major legal standards of
insanity?

4. What role might a clinical psychologist play in a
child custody decision?

5. How might a forensic psychologist contribute
to the following processes: jury selection, pre-
paring a witness, aiding an attorney who will
cross-examine an eyewitness?
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B ecause clinical psychologists are said to be
“experts” in human behavior, it is not surprising

that some of them would begin to specialize in the
application of psychological knowledge to the prob-
lems that face judges, attorneys, police officials, and
indeed, anyone who must face or deal with issues
related to civil, criminal, or administrative justice—
victims and violators alike. This domain of clinical
psychology, now called forensic psychology, underwent
a highly visible growth spurt in the 1970s, and it
continues to thrive (DeMatteo, Marczyk, Krauss,
& Burl, 2009). It has gained all the trappings of a
significant subspecialty: graduate training programs,
professional organizations and boards, an APA divi-
sion (Division 41—The American Psychology-Law
Society), and journals and textbooks. Many of these
entities are distinctly interdisciplinary and span the
fields of both law and psychology.

PERSPECT IVES A ND HISTORY

Let us begin our description of the field by defining
it, briefly tracing its history, and then discussing a
few professional matters.

Definitions

Forensic psychology involves the application of the
science and profession of psychology to issues relat-
ing to law and the legal profession (ABFP, 2006).
Just how broad these applications are is illustrated in
Table 19-1, which lists several examples. A variety
of settings and clients may be involved, including
children and adolescents as well as adults. All man-
ner of institutions, including corporations, govern-
ment agencies, universities, hospitals and clinics,
and correctional facilities, may be involved as clients
or objects of testimony.

History

In 1908, Hugo von Munsterberg published his book
On the Witness Stand (see Box 19-1). Despite this nota-
ble event, psychology had relatively little direct

influence on the law until 1954—the year the
Supreme Court finally paid attention to the social
sciences in the Brown v. Board of Education desegrega-
tion case. Then, in 1962, Judge Bazelon, writing for
the majority on the U.S. Court of Appeals for the
District of Columbia Circuit, held for the first time
that psychologists who were appropriately qualified
could testify in court as experts on mental disorder
(Jenkins v. United States, 1962). Finally, the forensic
psychologist was about to appear on the scene, even
though psychiatrists had enjoyed the privilege of pro-
viding expert testimony for many years. Today, psy-
chologists regularly testify as experts in virtually every

T A B L E 19-1 Areas of Testimony and
Expertise of Forensic
Psychologists

Commitment to mental hospitals

Child custody issues

Psychological damages suffered as the result of another’s
negligence

Release from involuntary confinement

Determination of the need for a conservator due to
incapacity

Predicting dangerousness

Rights of a person with a mental disability in an
institution

Competency to stand trial

Criminal responsibility (insanity defense)

Determination of disability for Social Security claims

Workers’ compensation claims

Conditions affecting accuracy of eyewitness testimony

Advice to attorneys regarding factors that will affect
jurors’ behavior

Extent to which advertising claims are misleading

Battered woman syndrome

Rape trauma syndrome

Accuracy of eyewitness identification

Sexual harassment

Police psychology

Jury selection

Offender treatment programs

Criminal profiling
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area of criminal, civil, family, and administrative law.
In addition, they serve as consultants to agencies and
individuals throughout the legal system.

Of course, the foregoing thumbnail sketch of
forensic history from Munsterberg to Bazelon leaves
out many details and controversies. Even before
Munsterberg, William Stern reported in 1901 that he
was studying the “correctness” of recollection—an
early precursor of today’s research on eyewitness testi-
mony. And even Freud, in a 1906 speech to some
Austrian judges, claimed that psychology has real appli-
cations to the law. Later, JohnWatson also asserted that
the law and psychology have common interests.

Lest the reader think that forensic psychology
marched inexorably toward professional respect-
ability, it is important to note that not everyone
thought psychology had much to offer the legal
system. Even Munsterberg was hardly without
critics. Because he tended to promote the role of
psychology before he had much empirical data to
back his claims, many dismissed his book out of
hand. In a 1931 address, Lewis Terman noted
“that Munsterberg’s error was in exaggerating the
importance of psychology’s contributions based on

research then at hand. He went on to suggest that
in light of significant scientific advances the ultimate
significance of psychology for the legal profession
could not be overestimated” (Blau, 1998, p. 3). Box
19-1 illustrates just how harsh some members of the
legal community could be regarding Munsterberg’s
thesis. Certainly into the 1950s, before Judge Baze-
lon’s ruling took hold, judges as often as not failed
to qualify psychologists as experts in the courtroom.

The standoff between psychology and law has
been characterized by Loh (1984) as a phase during
which psychologists wanted to contribute to the legal
system but attorneys were having none of it. In the
1930s, psychology was primarily applied to a critique
of legal doctrine and decisions. In the 1950s, psychol-
ogists weremainly occupied in trying to serve as expert
witnesses and, in the 1970s and 1980s, as consultants on
matters pertaining to juror behavior (Loh, 1984).

Now, as noted at the outset, forensic psychol-
ogy has arrived at a point where there are specialists
in psycholegal research, interdisciplinary training
programs are commonplace, and numerous spe-
cialty books are published. The many journals in
this area include Law and Human Behavior, Criminal

BOX 19-1 Focus on Professional Issues: Munsterberg on Trial

Munsterberg (1908) complained that no one (teacher,
artist, businessperson, physician, minister, politician, or
soldier) could be as resistant as an attorney to the idea
that psychologists might be of help. He charged that
lawyers, judges, and even members of juries seemed to
think that all they needed to function correctly was
common sense.

Professor John Wigmore (1909), an eminent pro-
fessor of law at Northwestern University, considered
Munsterberg’s claims the height of arrogance. Reflecting
the feelings of many attorneys, Wigmore wrote a clever
yet scathing parody in response. He sketched a fictional
libel suit filed against Munsterberg, accusing him of
overstating what psychology had to offer, ignoring the
many disagreements among psychologists themselves,
and failing to understand the difference between labo-
ratory results and the realities of legal requirements.

The “suit” was filed in “Windyville” in “Wundt
County.” Munsterberg’s attorneys were named “R. E.

Search, Si Kist, and X. Perry Ment.” “Judge Wiseman”
heard the case against Munsterberg and his claim that
“lawyers are obdurate.”

Of course, the proceedings went against
Munsterberg. After only a few minutes of whispered
consultation, the jury agreed on the verdict and found
for the plaintiffs. Munsterberg was fined $1 in damages.
All in all, Wigmore’s attack was so clever and devastat-
ing that it took 25 years for psychologists to once again
be considered fit as expert witnesses. In fact, however,
shortly before his death some 30 years later, Wigmore
softened his critique. He asserted that courts should be
ready to use any methods that psychologists themselves
agree are sound, accurate, and practical. Now, of
course, Wigmore’s change of heart is reflected in
everyday court procedures. But it may be true that had
Munsterberg been a little more restrained in his original
claims, the entireMunsterberg-Wigmore episodewould
never have occurred.
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Justice Journal, Law and Psychology Review, Criminal
Justice and Behavior, Behavioral Sciences and the Law,
American Journal of Forensic Psychology, and Psychol-
ogy, Public Policy, and Law.

Professional Issues

For some years, many were concerned that forensic
psychologists lacked status and recognition in the
eyes of their peers in other specialties (e.g., Kurke,
1980). The establishment of the American Board of
Forensic Psychology (ABFP) in 1978, to help the
public identify qualified practitioners and to pro-
mote the discipline, has served to allay some of
these concerns. Nevertheless, professional matters
such as certification and licensing have long been
issues of importance to forensic psychologists.

Training. Training in forensic psychology primarily
occurs at the doctorate and postdoctoral level. De-
Matteo and colleagues (2009) recommend that clinical
psychology graduate students interested in forensic
psychology obtain training and experience in the
foundations of clinical psychology, in research meth-
odology and statistics, in legal knowledge, in integra-
tive law-psychology, in ethics and professional issues,
and in clinical forensics. Increasingly, academic psy-
chology departments are offering forensic courses.
Currently, the Web site of Division 41 of the Ameri-
can Psychological Association (American Psychology-
Law Society) identifies 16 clinical Ph.D./Psy.D.
programs with a psychology and law emphasis as
well as 9 nonclinical programs with this emphasis.
There are currently 6 joint programs awarding both
psychology doctorates and the J.D. degree. In addition,
17 master’s programs with a focus on forensic

psychology are available, as are postdoctoral training
opportunities. Each year, the number and kinds of
programs continue to grow. Web site 19-2 at the
end of this chapter presents the most up-to-date infor-
mation on training opportunities.

Ethics and Standards. All of the ethical principles
and guidelines explored in previous chapters are rel-
evant here as well. In addition, it is recommended
that the forensic scientist follow the code of the
American Academy of Forensic Sciences. This code
stresses (a) completeness and accuracy in stating one’s
professional qualifications, (b) technical and scientific
accuracy and honesty in reports and testimony, and
(c) impartiality. As a further resource, Division 41
(American Psychology-Law Society) of APA has
developed a set of Specialty Guidelines for Forensic Psy-
chologists (Committee on Ethical Guidelines for
Forensic Psychologists, in press) that elaborate on
APA’s Ethical Principles of Psychologists as they
apply to the practice of forensic psychology (see
Web site 19-4). These include guidelines in the
areas of responsibilities, competence, relationships,
fees, informed consent/notification and assent, con-
flicts in practice, privacy and confidentiality, and
privilege, assessment, and communications.

Still, as we will discuss later in this chapter, the
ethical issues encountered by forensic psychologists in
the adversarial legal system can be formidable
(Wrightsman et al., 1998). Finally, Blau (1998) has
proposed several very explicit guidelines for the expert
witness activities of psychologists. They involve mat-
ters of work quality, competence and decorum, and
financial arrangements. Blau’s standards for financial
arrangements are presented in Table 19-2.

T A B L E 19-2 Standards for Financial Arrangements Applicable to the Expert Witness

1. The psychologist should never accept a fee contingent upon the outcome of a case.

2. The fee structure and details of reimbursement should be established between the psychologist and the retaining
attorney during the initial consultation. The understanding should be in writing between the two parties.

3. All outstanding fees should be paid before the psychologist testifies.

4. Misunderstandings or disagreements about fees should be resolved before proceeding in the case.

5. Psychologists who testify regularly as expert witnesses should devote some portion of their professional time to
pro bono publico* cases.

*Cases without compensation for the purpose of advancing a social cause or representing someone who cannot otherwise afford it.

SOURCE: Blau (1998), p. 402.
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Issues of ethics and standards will weigh heavily
in any professional arena that allows for so many
role conflicts, biases, distortions, and subjectivity.
Forensic psychology is just such an arena.

SO ME MA JOR A CT IV IT IES

OF FORENS IC PSYCHOLOG ISTS

The growth of forensic psychology has thrust the
psychologist into many different roles. We focus on
eight such roles, beginning with the forensic psy-
chologist as expert witness.

The Expert Witness

Consider the following scenario:

Ms. Ferris, an employee of the Diego Pan
Company, was working at her desk on
April 28, 1999. Her supervisor, a Mr.
Smith, stopped by her desk. He had a
history of telling dirty jokes in her pres-
ence, commenting on her physical attri-
butes, and asking about her dating
activities. This day, however, he explicitly
propositioned her and made it clear that if
she wanted to advance in the company,
and indeed even remain employed, she
had better agree to have sexual relations
with him. She refused. Two weeks later,
she was fired. Subsequently, she filed sex-
ual harassment charges against Mr. Smith
and also sought damages for emotional
suffering.

Dr. Miller, a clinical psychologist, was
retained by Ms. Ferris’s attorney. He con-
ducted extensive interviews with Ms.
Ferris and several of her coworkers. He
also administered several tests. Mr. Wright,
a coworker, had inadvertently overheard
the April 28 conversation between Ms.
Ferris and her supervisor and had also
previously observed some of the alleged
sexual harassment.

During the trial, Mr. Wright served as a wit-
ness, testifying to the facts with reference to his
own observations. Dr. Miller testified as to his opi-
nions and inferences about emotional damage that
were within the scope of his training and experi-
ence. This illustrates the basic difference between a
lay witness and an expert witness. The former may
testify only to events witnessed. The latter may
offer opinions and inferences. This goes beyond
merely stating a conclusion. The expert witness
must help the court understand and evaluate evi-
dence or determine a fact at issue (Gutheil, 1998).

Qualifications. An expert witness can be anyone
who can provide information that, by its unique-
ness in relation to some science, profession, train-
ing, or experience, is unlikely to be known to the
average juror and that requires expertise to under-
stand (Greene & Heilbrun, 2011). Initially, the
court will decide whether the expert witness may
in fact claim expert status. Often, in the case of
physicians, psychologists, or psychiatrists, a license
is taken as evidence of competence. But if opposing
counsel objects to the witness’s claim to be an
expert, further evidence will typically be presented
regarding competence. Ultimately, it is up to the
judge to decide (Greene & Heilbrun, 2011).

A 1993 decision by the U.S. Supreme Court,
Daubert v. Merrell Dow, established what many
thought would be a more liberal standard for the
admissibility of an expert’s evidence. Briefly, the
standard was changed from “general acceptance”
in the relevant scientific community (the Frye v.
United States, 1923, standard) to one of “relevance
and validity” as determined by the trial judge. In
other words, the burden now falls on the judge
to determine what expert evidence is admissible
(Faigman & Monahan, 2005; Faust, Grimm,
Ahern, & Sokolik, 2010). Although this new stan-
dard was intended to be more liberal and flexible, in
many cases Daubert has resulted in more restrictive
criteria for the admissibility of expert testimony.
Trial judges have used the Daubert decision to
exclude various kinds of social science evidence as
“not scientific enough,” even though it would have
been admissible under Frye. Indeed, the field of
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forensic psychology continues to debate whether
Daubert promotes science in expert testimony, con-
fuses judges and juries, or opens the door for dubi-
ous theories and findings (Faigman & Monahan,
2005; Faust, Grimm, Ahern, & Sokolik, 2010).

In general, the bases of clinical psychological
expertise may include (a) education, formal training,
and subsequent learning; (b) relevant experience,
including positions held; (c) research and publica-
tions; (d) knowledge and application of scientific
principles; and (e) use of special tests and measure-
ments. What is accepted as evidence will vary from
jurisdiction to jurisdiction. Finally, many trial judges
use the following admissibility criteria to decide the
admissibility of expert testimony (Faust et al., 2010):

■ Relevance: The testimony will help prove or
disprove an important issue in the case.

■ Reliability: The testimony must be trustworthy
and valid.

■ Helpfulness: The testimony will aid the jury in
understanding the evidence and in deciding
issues of fact.

■ Fit: The testimony must “fit” the case at hand
and assist the jury in doing its job.

Topics for Expert Testimony. We have already
seen from Table 19-1 how wide the range of topics
suitable for expert testimony really is. This list is by
no means exhaustive, and additional areas for expert
psychological opinion exist. However, experts are
not allowed to state opinions that are the legal pre-
rogative of the jury. For example, the Federal Rule
of Evidence 704(b), while allowing experts to give
their opinions regarding defendants’ mental states
and the possible influences on behavior and cogni-
tion, does not allow experts to give conclusions as to
the defendants’ sanity or insanity. Therefore, expert
witnesses are prevented from providing “ultimate
opinion” testimony (Green & Helibrun, 2011).

Testifying. Regardless of the topic, testifying in
court can be a harrowing experience for the expert
witness. Anxiety and self-doubt are common as the
expert is tugged by attorneys on both sides of
the issue. Just as the neuropsychologist rarely gets

the easy cases to diagnose, the behavioral expert in
court rarely testifies about simple matters. Publicity,
sensationalism, and the adversarial legal process are
companions not calculated to make the life of the
expert witness an easy one.

An important prelude to testifying is pretrial
preparation. This can sometimes involve many
hours of study, interviewing, testing, and confer-
ences, depending on the case. The expert may be
asked to testify by the court or by counsel for either
a defendant or a plaintiff.

Cross-Examination. Consider the following two
gems that illustrate what cross-examination can be
like (Schwitzgebel & Schwitzgebel, 1980, p. 243):

“Good morning, doctor. I see you are here on
behalf of an accused killer (or ‘your fellow
psychologists’) again. How are you today?”

“Doctor, were you paid to perform your
examination? [Yes] How much? [$200 an
hour.] How many hours did you spend in
all? [20 hours.] That’s $4,000, isn’t it,
doctor? [Yes] And in your opinion the
patient was insane on the night of January
26, 1975? [Yes] That’s all, doctor.”

Other equally provocative questions that have
been asked of psychologists serving as expert wit-
nesses include the following:

“Isn’t it true that most of your experiments are
done with rats?”

“You are not a real doctor, are you?”

“You can’t tell what’s going on up here, can
you?” (Opposing attorney points to his
head.)

Several authors (e.g., Blau, 1998; Gutheil, 2004)
provide numerous hints about how the expert witness
should behave in the courtroom, even to the point of
appropriate dress. Schwitzgebel and Schwitzgebel
(1980) summarize their recommended strategies for
coping with cross-examination as follows:

■ Be prepared.
■ Be honest.
■ Admit weaknesses.
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■ Talk in personally meaningful terms.
■ Listen carefully to the wording of questions.
■ Take time to think.

Criminal Cases

For generations, society has grappled with questions
of how best to deal with people who have commit-
ted criminal acts but who were so disturbed at the
time that it is debatable whether they were person-
ally responsible. Also difficult are decisions as to
whether an accused person is really competent to
understand the trial proceedings and thus to coop-
erate in his or her own defense.

The Insanity Plea. If the accused is judged to
have been sane at the time of the alleged crime,
then conviction will bring with it imprisonment,
fines, or probation. But the individual adjudged
insane at the time of the alleged crime will, if con-
victed, be regarded as not responsible and thereby
held for treatment rather than punishment. How-
ever, despite popular conceptions to the contrary,
the insanity plea is seldom successful (Greene &
Heilbrun, 2011). The defendant is typically
assumed to be responsible. Thus, an insanity plea
places the burden of its proof on the accused. In
most states and in the District of Columbia, the
burden of proof is on the defense; the defendant
must prove that she or he was insane at the time
of the criminal offense. It should be noted that
“insanity” is a legal term, not a medical, psychiatric,
or psychological term. The legal system assumes
that people make premeditated and rational
choices. Therefore, to behave irrationally is evi-
dence of insanity. But most psychologists would
not agree that all normal behavior is rationally
chosen. The deterministic view of science creates
problems for such a simple notion.

So, then, how is it decided that the accused was
insane? Although standards vary from state to state,
one of three standards typically prevails. The oldest
standard is the M’Naghten rule, promulgated in
England in 1843. It states that a successful insanity
defense must prove that the person committed the

unlawful act while “labouring under such a defect
of reason, from disease of the mind, as not to know
the nature and quality of the act he was doing; or, if
he did know it, that he did not know he was doing
what was wrong.”

A second standard is the Durham standard (Dur-
ham v. United States, 1954). This standard was devel-
oped by Judge David Brazelton of the U.S. Court
of Appeals because of the perception that the
M’Naghten rule was outdated and in need of revi-
sion. The Durham standard states that “an accused is
not criminally responsible if his unlawful act was the
product of mental disease or mental defect.” How-
ever, many judges and lawyers expressed dissatisfac-
tion with this new standard because, in their view,
the expert testimony of mental health professionals
weighed too heavily in the decision (Constanzo,
2004).

The third standard is that the defendant is not
responsible for a criminal act if it was the result of a
mental disease or defect such that substantial capac-
ity to appreciate the criminality of the act or to
conform to the law was lacking. This is the so-
called ALI standard of the American Law Institute.
The ALI standard is viewed as the most liberal or
expansive in that criminal responsibility can be
excused if mental illness causes a lack of substantial
capacity to understand what one is doing (a cogni-
tive deficit) or an inability to control one’s behavior
(a volitional deficit).

The famous Hinckley case (the attempted assas-
sination of President Reagan) changed the judicial
scene in the United States (Greene & Heilbrun,
2011). The not guilty by reason of insanity (NGRI)
verdict angered many, and the fallout over this
case once again changed the legal standard for
insanity. Its first impact was to encourage a return
to the M’Naghten rule where cognitive factors
rather than volitional ones are paramount. Its sec-
ond impact is seen in the Supreme Court’s ruling
that it is constitutional to automatically and indefi-
nitely confine someone who is acquitted of a crime
as the result of an insanity plea. Third, the verdict
“guilty but mentally ill” was introduced into the
defense statutes of several states as well as the federal
government. Finally, more states began to place the
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burden of proving the defendant’s insanity on the
defense rather than requiring the prosecution to
prove the defendant’s sanity. In several states now,
a verdict of guilty but mentally ill (GBMI) is available
to jurors in addition to the guilty, not guilty, and

NGRI verdicts (Constanzo, 2004). Under the
GBMI verdict, the convicted is sent to a psychiatric
facility for treatment. If eventually judged to be
sane, the individual is sent to prison to serve what
is left of the sentence.

BOX 19-2 Clinical Psychologist Perspective: David DeMatteo, J.D., Ph.D.

Dr. DeMatteo is an Assistant Professor of Psychology
and Co-Director of the JD/PhD Program in Law and
Psychology at Drexel University. He also has a second-
ary faculty appointment at Drexel University’s Earle
Mack School of Law. Dr. DeMatteo’s primary research
interests include drug policy, interventions for criminal
offenders, and psychopathy, and his research has been
funded by several state and federal agencies. Dr.
DeMatteo has published more than 70 articles and
book chapters, co-authored 3 books, and given over
100 professional presentations. He serves on the Edi-
torial Boards of two journals and is an Associate Editor
for Law and Human Behavior. Dr. DeMatteo is cur-
rently Chair of APA’s Committee on Legal Issues, and
he is the representative for APA Division 41 (American
Psychology-Law Society) on the APA Council of
Representatives.

Dr. DeMatteo provided responses to several ques-
tions we posed concerning his background and assess-
ment of the field of forensic psychology.

What originally got you interested in the field of
forensic psychology?
During college, I developed an interest in how social
science research and psychological practice could be
used to influence the legal process. This stemmed from
longstanding interests in how mental health disorders
and criminal behavior may be related, and how mental
health professionals might be useful in addressing
some of the causes and correlates of criminal behavior.
So I was torn between pursuing a career in law or
psychology because my interests seemed to lie squarely
at the intersection of both of these professions. Fortu-
nately, I found out about a graduate program—one of
only three such programs in the U.S. at that time—that
enabled students to simultaneously pursue a JD and a
PhD in clinical psychology over a 7-year course of study.
Although my primary professional identity was firmly
on the psychology side, I wanted to attend law school
so I could develop the analytical and writing skills of a
lawyer. Plus, my research and clinical interests were
clearly forensic in nature, and although a law degree is

not necessary for forensic research or practice, I
believed that legal training would strengthen my skill
set, enhance my credibility among legal professionals,
and ultimately improve my marketability.

Describe what activities you are involved in as a
forensic psychologist.
As a faculty member at a large university, I maintain an
active schedule of teaching, research, writing, and ser-
vice activities. I teach courses to a variety of students at
Drexel, including undergraduates, MS students in psy-
chology, PhD students in clinical psychology, JD/PhD
students, and law students. My undergraduate course
focuses on substance abuse, while my graduate teach-
ing load includes courses on advanced statistics and
psychopharmacology. I also teach a course on mental
health law to law students and JD/PhD students.
Besides teaching, I maintain an active research agenda
supported by various sources of state and federal
funding, and I spend a good deal of time doing inter-
nal administrative and committee work (e.g., thesis/
dissertation committees, departmental committees, co-
directing the JD/PhD Program) and work in the field of
forensic psychology (e.g., editorial boards, Executive
Committee of APA Division 41, Chair of APA’s Com-
mittee on Legal Issues).

In terms of applied work, I conduct forensic men-
tal health assessments of both juveniles and adults
involved in the state and federal criminal justice sys-
tems. These evaluations address a variety of legal
issues, including state and federal sentencing, capital
sentencing, mental state at the time of the offense,
competence to stand trial, competence to waive
Miranda rights, risk for violence, and juvenile waiver
(i.e., whether a juvenile’s case should be heard in adult
court or juvenile court). After being hired by an attor-
ney or appointed by the court, I conduct a thorough
evaluation (the elements of which differ based on the
legal issue being addressed), and then typically com-
municate my findings to the attorney or court via a
written report and sometimes court testimony. I also
occasionally consult with attorneys by reviewing
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To conduct an evaluation for criminal insanity,
the psychologist must address whether the person
has a mental disorder or defect and what the per-
son’s mental status was at the time of the alleged
crime. In the process, the psychologist will assess

many factors, including the defendant’s history
and that of the defendant’s family, intellectual sta-
tus, neuropsychological factors, competency to
stand trial, reading skills, personality, and measures
of faking or malingering (Blau, 1998).

forensic reports or assisting them in preparing to cross-
examine a forensic mental health expert.

What are your particular areas of expertise or interest?
My research interests all fall under the law-psychology
umbrella, and the thread that runs throughout my
research interests is improving the quality of practice
by influencing policy. My current research interests
include (1) drug policy (i.e., developing and evaluating
judicially based treatments for drug-involved criminal
offenders); (2) interventions for criminal offenders (i.e.,
examining the clinical appropriateness and effective-
ness of interventions for offenders in the criminal jus-
tice system, and promoting diversion from the criminal
justice system for offenders with mental illness); and
(3) psychopathy (i.e., examining how psychopathy evi-
dence is used in forensic assessments and legal pro-
ceedings, studying psychopathy in under-studied
populations, and examining the relationship between
psychopathy and treatment outcome). These research
interests enable me to work in a variety of settings and
with a range of populations, including drug-involved
criminal offenders and individuals with mental health
disorders. An important aspect of my research agenda
is trying to influence practice and policy based on the
results of my research, so I try to disseminate my
research findings to a wide variety of audiences and in
a variety of ways (e.g., publications, presentations,
continuing education workshops, talks to planning/
steering committees).

What are some future trends you see in forensic
psychology?
On the clinical side, the development of specialized
forensically relevant instruments has had an extremely
positive impact on certain areas of forensic practice.
For example, although mental health professionals
have historically struggled to predict whether a crimi-
nal offender or psychiatric patient was likely to be
violent in the future, the development of new risk
assessment instruments (based on many years of
impressive research) has greatly improved our ability to

predict future violence. There are now conceptually
sound and empirically validated instruments that can
help forensic practitioners address a variety of legal
issues, and this will no doubt greatly improve forensic
practice. Over the next few years, I anticipate the
development of even more instruments that will assist
forensic practitioners in conducting a wide range of
forensic mental health assessments.

On the research side, researchers continue to
examine core issues that have the potential to assist
courts to make better informed decisions. For example,
research on the reliability of eyewitness testimony, jury
decision-making, and false confessions, to name just a
few areas, can be used to help legal decision-makers
(judges and juries) reach decisions that are based on
sound scientific evidence. Having a researcher educate
the court in a particular area is an obvious way to
influence the legal process, and I expect that attorneys
and courts will increasingly rely on forensic experts in
the coming years.

David DeMatteo
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Competency to Stand Trial. For this question,
the issue is the defendant’s state of mind at the time
of the trial, not when the offense was allegedly
committed. A defendant may have been insane
when the crime was committed but later be com-
petent to stand trial. The reverse is also possible. In
fact, issues of competency to stand trial are raised much
more often than the insanity defense. Competency
to stand trial was defined by the U.S. Supreme
Court in the case Dusky v. United States (1960) as
“… sufficient present ability to consult with his
attorney with a reasonable degree of rational under-
standing and whether he has a rational as well as
factual understanding of the proceedings against
him.” Thus, in contrast to the assessment of insan-
ity, the assessment of competency to stand trial
focuses on present mental state.

In answering questions of competency, several
basic issues commonly come to the fore (Greene &
Heilbrun, 2011): (a) Can the person appreciate the
nature of the charges? (b) Can the person cooperate
in a reasonable way with counsel? (c) Can the per-
son appreciate the proceedings of the court? In
most instances, the evaluation factors noted in the
previous paragraph will apply here as well.

Civil Cases

A very large number of civil issues engage the atten-
tion of forensic psychologists, running the gamut
from trademark litigation to class action suits. Two
areas that are especially important for clinical psy-
chologists are (a) commitment to and release from
mental institutions and (b) domestic issues such as
child custody disputes. Let us focus on these areas
as examples of activity in the civil arena.

Commitment to Mental Institutions. Picture
this scenario. Not too long ago, a disheveled man
in his late 30s entered a restaurant and began
haranguing customers as they approached the cashier
to pay their checks. He was incoherent, but it was
possible to pick out the obscenities and references to
God that peppered his remarks. He did this for about
5 minutes, whereupon the manager appeared and
unceremoniously escorted him to the door. Outside,

he continued his tirade while pacing back and forth
before the door. He repeatedly accosted customers
and tried to make them listen to him. The manager
finally called the police. After a brief interrogation,
they “helped” him into the patrol car and subse-
quently deposited him in the emergency ward of
the local psychiatric hospital.

This and related scenarios are repeated thou-
sands of times, day after day, across the nation.
After an examination (sometimes a rather cursory
one), the individual may be involuntarily detained
for hours or days depending on particular state laws.
But in a few states, even emergency detentions
require judicial consent.

Hospitalization that occurs against the will of the
individual is referred to as an involuntary commitment.
Some, such as Szasz (1970), have argued strenuously
that involuntary hospitalization is a dangerous and
oftenmisused power that has been repeatedly exercised
by psychiatrists and others to maintain control over
those who will not conform to certain social dictates.
The permissible length of involuntary commitment
typically varies from 1 day to 3 weeks or so depending
on the jurisdiction. After that, a hearing must be held
to decide whether detention should continue.

In a voluntary commitment, the individual agrees
to admission and may leave at any time. Some hos-
pitals require patients to sign a form stating that their
leaving is “against medical advice.” Others demand
that such patients indicate their intention to leave
several days in advance. This enables the hospital to
initiate commitment proceedings if the patient is
believed to be dangerous to self or others or so dis-
turbed as not to be responsible. It should be noted
that “voluntary” admission is often not as voluntary
as it might appear at first glance. Most often, there is
strong pressure from relatives, friends, police, court
authorities, or mental health personnel.

For the court to commit someone, a hearing
must be held to determine whether the person
involved meets the criteria laid out by law and
whether treatment will be helpful. Most often,
these criteria refer to a person who (a) is dangerous
to self or others, (b) is so disturbed or disabled as to
be incapable of making responsible decisions about
self-care and hospitalization, or (c) requires treatment
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or care in a hospital. An additional criterion is that no
less restrictive alternative (other than hospitalization)
is available or feasible. But above all, the person must
be determined to be mentally ill.

Literally anyone can petition the court for an
examination of someone he or she believes requires
commitment. Usually, it is family or friends, or
sometimes the police or welfare officials, who act
as petitioners. If the court agrees, an order is issued
and the person is required to submit to a profes-
sional examination (Greene & Heilbrun, 2011).
Such an examination should be based on personal
observations of the individual by professionals and
not just on what others have reported. Common
matters to note are general appearance, clarity of
thinking, presence of delusions or hallucinations,
how well the patient understands the complaints,
the person’s use of drugs or alcohol, employment
status, intelligence, prior history of mental and
criminal problems, and kindred factors.

Domestic Issues. Many domestic issues these
days require intervention by the courts. Child cus-
tody, parental fitness, visitation rights, child abuse,
juvenile misbehavior, and adoption are but a few of
these issues. As an example, we discuss the issue of
child custody.

Because divorce has become so prevalent in our
society in recent years, it is only natural that
problems of child custody have proliferated as well.
The fact that marital roles and norms have likewise
changed also complicates matters. Increasingly,
fathers have assumed child care responsibilities, and
mothers are now commonly employed outside the
home. These and other factors have made custodial
questions much more complex than before.

Today, the doctrine of the “best interests of the
child” always takes precedence in custody disputes. To
better articulate exactly what standards are involved
here, the Michigan Child Custody Act of 1970 estab-
lished the following factors that are typically relied on
by the courts in making custodial decisions:

1. The love, affection, and other emotional ties
existing between the competing parties and the
child.

2. The capacity and disposition of competing
parties to give the child love, affection, and
guidance, and continuation of educating and
raising the child in his religion or creed, if any.

3. The capacity and disposition of competing
parties to provide the child with food, clothing,
medical care, or other remedial care recognized
and permitted under the laws of this state in
lieu of medical care or other material needs.

4. The length of time the child has lived in a
stable satisfactory environment and desirability
of maintaining continuity.

5. The permanence, as a family unit, of the
existing or proposed custodial home.

6. The moral fitness of the competing parties.

7. The home, school, and community record of
the child.

8. The mental and physical health of the com-
peting parties.

9. The reasonable preference of the child, if the
court deems the child to be of sufficient age to
express preference.

10. Any other factor considered by the court to be
relevant to a particular child custody dispute.

Although 150 years ago children of divorce
were automatically awarded to the father and 50
years ago almost always awarded to the mother,
such reflexive decisions no longer hold today. The
present norm is joint custody, which rests on the
belief that children should maintain ties with both
parents. In fact, many divorces culminate in infor-
mal joint custody decisions by the divorced couple;
a formal ruling by the court never occurs. When
the court does issue an order for joint custody, this
probably means that a dispute of some sort has
arisen between competing parties. In the final anal-
ysis, however, the only way joint custody can really
work is when competing parents set aside their ani-
mosity and anger toward each other and act in con-
cert and with sensitivity to the best interests of the
child.

Joint custody, however, may not always be in
the best interests of the child. Specifically, joint
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custody may be contraindicated in situations where
parents have an emotionally charged, conflictual
relationship. In these instances, legal custody may
be granted to one parent, while the other parent
is granted visitation rights.

In making a child custody evaluation, the psy-
chologist must remember that the critical element is
a system of past, present, and future relationships
among parents, children, and sometimes other rela-
tives. Custody evaluations should consider informa-
tion from multiple sources so that three major issues
can be addressed (American Psychological Associa-
tion, 1994): (a) the child’s development and psy-
chological needs; (b) each parent’s strengths and
limitations; and (c) the way each member of the
family interacts with the others. The ultimate goal
is identifying a situation in which the best interests
of the child are served. Other specific issues, such as
changes in previously established custody arrange-
ments or visitation rights, follow the same overrid-
ing principle.

Rights of Patients

The rights of hospitalized mental patients have
come under increasing judicial scrutiny. Beginning
in the early 1970s, courts have held that patients
who are involuntarily hospitalized have a constitu-
tional right to individualized treatment that offers
them a realistic chance for “cure” or at least
improvement (Schwitzgebel & Schwitzgebel,
1980). The courts have been less attentive to the
rights of voluntary patients because it is assumed
they can leave the hospital if they so choose.

Additional rights and standards involve the
physical environment (dayrooms, lavatories, dining
rooms, etc.), personal clothing, and personal activi-
ties (opportunities for physical exercise, regular out-
door opportunities, or social activities). In addition,
involuntary labor is prohibited, and when labor is
undertaken voluntarily, appropriate wages must be
paid. Although many states recognize patients’
rights to correspondence and visitation, institutional
personnel often have wide discretion in controlling
visits (except by lawyers, physicians, or clergy).
Statutes have also generally asserted the patient’s

right to dignity and privacy. In practice, however,
these rights tend to be subject to wide interpreta-
tion and discretion. Indeed, as observed earlier, sta-
tutes and court orders are one thing; their actual
implementation in practice is another.

A controversial and complex issue is the right
to refuse treatment or medication. The question is
one of informed consent. Not every involuntarily
hospitalized patient is mentally incompetent, and
these individuals have the right to decide their
own fate. But what about patients who are incom-
petent? How does one protect the rights of the
competent while also ensuring that the incompe-
tent can experience the benefits of treatment?
These are truly complex problems, as indicated in
Box 19-3.

Predicting Dangerousness

As we saw in Chapter 3, the Tarasoff case resulted in
a California court decision that therapists have a
duty to protect potential victims from their patients’
violent behavior. Beyond this, many would agree
that, by law or moral imperative, we all have the
obligation to protect others from those who are
deemed dangerous. But how accurately can psy-
chologists or anyone else predict dangerous behav-
ior? Although a history of violence is more
common among those with mental disorder diag-
noses (especially substance use disorders), 90% of
those with mental illness have no history of vio-
lence (Monahan, 1992). The reality is that to truly
protect against those individuals who are dangerous,
we would have to fish with a very large net—a net
that would snare large numbers of individuals who
would never actually commit a violent act (Ogloff,
1998).

Violent acts are highly overpredicted—a large
percentage of those predicted to become violent do
not do so (Monahan, 1981). But many people seem
willing to sacrifice many to protect society from
one. There are undoubtedly many reasons people
tend to see danger when none exists (Monahan,
1976). But as much as anything, it is probably the
television program or news story that describes how
a mental patient was released only to kill someone,
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sexually abuse a child, or otherwise behave so as to
lead the lay public to question the competence (and
often the common sense) of the psychiatrist or psy-
chologist involved in the release decision. All this
leads to the conclusion that predicting dangerous-
ness is very, very difficult. Although it is perhaps
true that all of us have the potential to commit
dangerous acts, given the right conditions, the fact
remains that unless someone has previously behaved
in a dangerous fashion, the ability to accurately pre-
dict such behavior is extremely limited.

Difficult though such predictions are, psycho-
logical evaluation for this purpose may constitute
the largest single category of evaluation requested
of the clinician by the criminal justice system (Blau,
1998). Evaluations can range from predicting sexual
violence, child abuse, and workplace violence to

predicting suicidal or homicidal behavior. These
evaluations are used for many decisions, ranging
from holding a prisoner without bail, to granting
work-release status to hospitalized defendants, to
invoking special sentencing options for violent
offenders, just to name a few. As noted by Greene
and Heilbrun (2011), research suggests that the fol-
lowing types of predictions of violent behavior are
likely to be the most accurate:

1. Predictions for specific kinds of violent
behavior

2. Predictions for certain settings or circumstances
that the clinician already has historical data on

3. Predictions based on the clinician’s knowledge
of the individual’s past history of violent
behavior

BOX 19-3 Focus on Clinical Applications
Legal Controversies: Forcible Medication

Over 20 years ago, Perry v. Louisiana (1989) raised the
issue of whether state officials may forcibly administer
psychotropic medications to a death row inmate to
render him mentally competent for his own execution.
A macabre yet real-life question!

Who should decide whether prison inmates may be
administered antipsychotic drugs against their will? This
question has been argued before the U.S. Supreme
Court. In the case of Washington v. Harper (1990), the
Supreme Court ruled that a mentally ill prisoner could
not be medicated without his or her consent unless
there was a consensus of professional opinion that
safety would otherwise be compromised.More recently,
however, the Supreme Court has ruled that an individ-
ual could be forcibly medicated in an attempt to make
him competent to stand trial (Sell v. United States, 2003).

Charles Sell, a dentist, had a long history of men-
tal illness, including multiple psychotic episodes. In May
1997, he was charged with insurance fraud. At that
time, he was deemed “currently competent,” but the
federal judge noted that Sell might have a psychotic
episode in the future. Sell was released on bail. In early
1998, Sell was charged with trying to intimidate a wit-
ness, and a bail revocation hearing followed. At this
hearing, Sell’s behavior was irrational, bizarre, and
physically threatening. Further, a psychiatrist reported
that Sell was psychotic and that his condition had

worsened. Sell’s bail was revoked. In 1998, Sell was also
charged with attempting to murder an FBI agent who
had arrested him as well as for attempting to murder
an associate who might testify in Sell’s fraud trial. In
early 1999, Sell requested that the judge reconsider his
competency to stand trial. Based on a psychiatric eval-
uation at a federal prison, the magistrate found Sell
incompetent to stand trial. The medical staff recom-
mended that Sell take antipsychotic medication, but he
refused to do so. The medical staff then sought per-
mission to medicate Sell against his will.

The main issue addressed in the Sell v. United States
decision was whether involuntary medication violated
Sell’s constitutional rights. TheU.S. SupremeCourt upheld
the trial court’s ruling that Sell could be involuntarily
medicated for the purposes of attempting to restore his
competency to stand trial. In addition, the court set out
the following criteria for future decisions on this issue:

1. In such cases, the interest of the government must
outweigh the individual’s interest in remaining
medication-free.

2. There must be no less intrusive way of fulfilling
this interest.

3. The medication must be medically appropriate
(e.g., likely to render the defendant competent,
benefits outweigh the risks, and it is in the best
medical interests of the defendant).
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Finally, it is worth noting that the debate over
clinical versus statistical prediction discussed in
Chapter 10 also applies to the issue of how best
to predict dangerousness. Quinsey, Harris, Rice,
and Cormier (1999) argue strongly that the clinical
prediction of dangerousness (i.e., a prediction based
on clinical impression) should be replaced by actu-
arial methods. Litwack (2001), however, counters
that there is not enough empirical evidence to
date to suggest that actuarial prediction is clearly
superior to clinical prediction of dangerousness.
Further, he proposes that the prediction of danger-
ousness is sufficiently different from other predic-
tion tasks performed by psychologists such that
actuarial prediction may not offer much of an
advantage.

This is not to say that research efforts to
improve the actuarial prediction of dangerousness
are futile and should cease. Rather, because of the
tremendous implications for public policy, to say
nothing of human values, much more research is
needed in this broad area of forensic psychology.
A number of recent efforts are encouraging (e.g.,
Constanzo, 2004; Greene & Heilbrun, 2011).

Psychological Treatment

In the case of prisoners, legally established rights to
psychological treatment or rehabilitation are still
somewhat in a state of flux. Such persons have
the right to medical treatment, and juvenile prison-
ers generally have the right to both psychological
and medical treatment. When the right to psycho-
logical treatment for adult prisoners is recognized, it
is most often for individuals who are severely dis-
turbed mentally. Some experts are reluctant to pro-
mote treatment rights for prisoners because they
believe that sometimes punishment and deprivation
occur under the label of “treatment” or perhaps
“behavior modification.”

People have a right to refuse treatment. In such
instances, the state must show a compelling interest
that will override the prisoner’s refusal. Because of
the ambiguities and potential for violations of human
rights, many correctional institutions now have com-
mittees to protect the rights of prisoners. These

committees typically include a majority of members
who are not affiliated with the institution.

There are wider forensic treatment implications,
however. In criminal cases, therapy may focus on
restoring an incompetent person to a state of mental
competence. Or therapy may be undertaken to pro-
vide emotional support for one who faces imprison-
ment. For criminal offenders, the focus is often on
personality problems, sexual behavior, and aggres-
siveness. Sometimes therapy is conducted while the
person is incarcerated, but other times it is on an out-
patient basis as a condition of parole or probation. The
forms of therapy employed include both individual
and group methods that involve everything from
insight-oriented and supportive methods to be-
havioral techniques, biofeedback, and cognitive
approaches. One of the major problems for the foren-
sic clinician is the knowledge that testimony may be
required later in court. What the court wants, what
the client’s attorney will permit, what is best for the
client, and what the clinician sees as most desirable
may conflict and lead to many problems. In child cus-
tody issues, the treatment problems and conflicts
among parents and child may be especially difficult
and poignant. They can often lead to real professional
dilemmas. For example, to best help the child, the
parents should undergo therapy themselves, but
sometimes one or both will refuse to do so.

Consultation

Another common activity of forensic psychologists
is consultation. Of course, many of the activities
discussed previously also involve some manner of
consultation. In this section, we focus on several
additional aspects of consultation.

Jury Selection. A consulting psychologist may
work with attorneys in the process of jury selection
(Constanzo, 2004; Greene & Heilbrun, 2011).
The legal term voir dire refers to that part of a trial
in which a jury is impaneled. During this phase,
attorneys have the opportunity to discover biases in
potential jurors; to obtain information for peremptory
challenges (a set number of challenges allowed each
side in a trial to remove jurors thought to be biased
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against a given side); to ingratiate themselves with
jurors or get them to identify with a given side; or
to indoctrinate jurors so they will be receptive to an
attorney’s presentation of the case. All this is
designed to give an attorney an edge. The consulting
psychologist will work with attorneys to help them
in a variety of ways to achieve better jury selection or
deselection. Table 19-3 summarizes the goals and
techniques of jury consultation.

Jury Shadowing. Another form of consultation is
jury shadowing. Here, the jury consultant hires anal-
ogous jurors (i.e., individuals similar to those actu-
ally serving on the jury) and monitors their
reactions to the testimony as it is presented at the
trial. In this way, the consultant and attorneys can
anticipate the reactions and impressions of the
actual jurors and prepare a better-informed court-
room strategy.

Public Opinion Surveys. Public opinion surveys
have been used in many ways over the years. In a
trademark suit, for example, an attorney might hire a
psychological consultant to determine the public’s rec-
ognition of some company name or symbol. One way
to do this is through a survey. In other cases, an opinion
survey might be administered to a representative sam-
ple of people from the same geographical area inwhich
the trial will be held, asking for their opinions about a
certain case and about the trial tactics planned by the
attorney. In a sense, this survey allows the trial attorney
to pretest the significant trial issues and to hone the
proposed method of presenting evidence. Another
use of surveys is to determine whether a change in
venue (location) for the trial might be in order. Atti-
tudes in the community about the trial, and particu-
larly toward the defendant, can be elicited to help
convince the court to change the location and also to
help in the jury selection process.

T A B L E 19-3 Goals and Techniques of Jury Consultation

Stage of Consultation Goals Techniques

Stage I: Voir dire
preparation

Learn about the case. Hold planning sessions with attorneys.

Educate attorneys about contributions
that consultants can make.

Review media, interview client, observe
courtroom procedures.

Develop instruments. If necessary, develop juror questionnaires,
survey questionnaires, trial simulations, and
interviews with key informants.

Formulate initial theory of jury
selection.

Analyze data from above and propose theory
of jury selection that is integrated with
attorneys’ theory of case.

Stage II: Improving voir dire
conditions.

Structure voir dire in a manner that
improves chances to uncover juror bias
and to identify juror prejudice.

Provide affidavits, expert testimony on:
change of venue; individual, sequestered,
attorney-conducted voir dire; struck vs. “as
you go” system; and composition challenge.

Improve voir dire skills of attorney. Preparations of voir dire topics and training of
attorneys in interviewing techniques.

Stage III: Juror deselection. Develop final theory of jury selection. Coordinate pretrial data with in-court obser-
vation of venire persons.

Impanel a jury as favorably disposed
toward client and theory of case as
possible.

Develop rating system to identify jurors for
peremptory challenge by juror experience,
intelligence, sentiment, and social influence.

SOURCE: From Psychological Consultation in the Courtroom, by M. T. Nietzel and R. C. Dillehay, p. 24. Copyright © 1986 by Pergamon Press. Reprinted by
permission.
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BOX 19-4 Clinical Psychologist Perspective: Marina Tolou-Shams, Ph.D.

Dr. Tolou-Shams is an Assistant Professor (Research) at
The Warren Alpert Medical School of Brown University,
a staff psychologist at Rhode Island Hospital and the
Bradley Hasbro Children’s Research Center, and direc-
tor of the Rhode Island Family Court, Mental Health
Clinic. Dr. Tolou-Shams received her Ph.D. in clinical
psychology in 2004 from the University of Illinois at
Chicago. She completed her postdoctoral clinical and
research training through the Brown University Psy-
chology Training Consortium. She is trained as a pedi-
atric and forensic psychologist and has many years of
clinical experience with assessing and treating high-risk
adolescents and their families. Dr. Tolou-Shams is also
an active clinical researcher who focuses on developing
evidence-based mental health, substance abuse, and
HIV risk-reduction interventions for juvenile drug court
offenders. She is currently developing a family-based
program for substance-abusing offenders. This pro-
gram emphasizes teaching young offenders and their
parents how to regulate their emotions and improve
parenting skills to reduce adolescent substance abuse
and the co-occurrence of other high-risk behaviors,
such as unprotected sexual activity.

What originally got you interested in the field
of clinical psychology?
When I was in the eighth grade, I was required to do a
project called the “I-Search” for which you ask a ques-
tion about something you are really interested in and
you research the answer to it. My question was: “How
could anyone be an executioner?” I conducted inter-
views with death penalty advocates and those who felt
the death penalty should be abolished. I also inter-
viewed an individual who used to be on death row but
was released when the Supreme Court upheld the
death penalty as unconstitutional (in the 1970s). My
research study ultimately taught me a great deal about
the death penalty and how individuals do or don’t end
up on death row. This launched my interest in under-
standing human behaviors, particularly criminal human
behavior.

Describe what activities you are involved
in as a clinical psychologist.
As a clinical psychologist in an academic medical set-
ting, my activities include teaching and supervising,
administrative work, leading clinical research trials,

writing up research results for publication, clinical
work (assessment and therapy), and consultation. My
teaching activities include providing clinical and/or
research supervision and mentoring for psychology
residents and fellows as well as leading didactic semi-
nars. Research activities include managing clinical
research studies (in court or community-based set-
tings), delivering HIV prevention interventions to
high-risk youth and their families, data analysis/
management, submitting presentations and publica-
tions with colleagues, as well as writing up grant
applications to secure funding for my faculty position.
Administrative work includes directing a juvenile court
clinic and collaborating with court administrators to
ensure the clinic runs smoothly. My administrative role
involves managing multiple systems and facilitating
clear communication between psychology and legal
systems. Clinical and consultation activities include
providing assessment and therapy for juveniles and
their families. I also provide consultation to judges and
court administrators regarding various forensic clinical
issues (e.g., reviewing past records and psychiatric
evaluations to provide a second opinion for the judge
concerning clinical recommendations). Specific assess-
ment activities include conducting forensic assessments
of juveniles and adults (e.g., competency, criminal
responsibility, child custody/visitation) and providing
emergency mental health assessments for juveniles
who present at imminent risk for harm to self or harm
to others in front of the court. Given my training as a
pediatric psychologist, I also have a small caseload of
therapy outpatients for whom the chief complaint is
related to chronic health concerns.

What are your particular areas of expertise or interest?
My interest and expertise are generally in the areas of
pediatric and forensic psychology. More specifically, my
pediatric focus is on adolescent HIV prevention and my
forensic psychology focus is on the juvenile justice sys-
tem. I have recently merged these two interests to
develop a program of research to reduce HIV/STD risk
among substance abusing juvenile offenders. My area
of expertise is in primary prevention and I continue to
be very interested and invested in developing health
promotion interventions that can be delivered to
juvenile offenders at first contact with the juvenile
justice system (as part of a “diversion” approach).
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My goal is to capitalize on the opportunity (at first
contact with the juvenile courts) to deliver an
evidence-based intervention to a very high-risk popu-
lation, thereby reducing the development of juvenile
substance use disorders, HIV/STD infection, and recidi-
vism. Given my role as director of a juvenile court clinic,
I am also collaborating with colleagues to develop
some treatment interventions. We are currently testing
an integrated mental health, substance use, and HIV
prevention interventions for juvenile offenders with
identified mental health concerns.

What are the future trends you see for clinical
psychology?
I think the future trends for clinical psychology include
innovation and creativity when it comes to career
options and fundable research ideas. Clinical psycholo-
gists must be flexible and adaptive when it comes to
career options and realize that their clinical and/or
research skill set can be used in multiple different
domains. In the forensic realm, clinical psychologists
are being used more and more at the policy level,
which is something that is typically not “taught” at the
graduate level. However, the basic clinical consultation
skills that graduate students gain through their clinical
experiences can easily be applied here and provide an
interesting and novel career option. Additionally, as
the status of domestic and global economies wax and
wane, in order to gain federal funding, research ideas
must include significant populations, innovative
research questions, and novel approaches to testing
these research questions. Clinical psychologists will
likely need to submit grants to a myriad of funding
agencies, which requires learning about how those
grants are written perhaps differently from other
agencies. Grant funding will likely become more com-
petitive and thus clinical psychologists in academic
medical settings will likely see that they need to diver-
sify their career portfolio to include multiple different
ways of satisfying their intellectual interests and earn-
ing their salaries.

Why should students consider a career in forensic
psychology?
I think forensic psychology is a rapidly growing area for
clinical psychologists, particularly for those with a
strong clinical research background. Clinical

psychologists must get training in forensic psychology
(as forensic assessments differ greatly from standard
clinical assessments, for instance). But forensic training
combined with a strong clinical research background
can really help inform the development of forensic
assessment measures as well as the development of
evidence-based mental health and health promotion
interventions (e.g., substance use, HIV prevention) for
criminally involved individuals. Such forensic psycholo-
gists would be at the “cutting edge” of research and
would be contributing to a nascent area of literature.

In addition, a forensic psychologist has many dif-
ferent career options (none of which are mutually
exclusive). Options include providing forensic assess-
ment for court-referred individuals; providing consul-
tation services (e.g., to attorneys, judges, police
departments); teaching at the undergraduate, gradu-
ate, and/or postdoctoral levels; developing pre- and
postdoctoral forensic clinical training programs (espe-
cially with an emphasis on research); designing and
conducting research trials for assessment and inter-
vention; administrative work (e.g., role as clinical
director for a court clinic, directing a child advocacy
center); and/or doing policy work (e.g., related to
forensic mental health statutes or laws) at local,
national, and/or international levels.

Marina Tolou-Shams
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Witness Preparation. It would be unethical for
the consultant to work with a witness in any way
designed to encourage any alteration in the facts of
testimony. Although the line is a very thin one, the
idea of witness preparation is to help witnesses present
their testimony better without changing the facts to
which their testimony is directed. Because this is
such a delicate matter, some consultants will not
work with witnesses in criminal proceedings—
only in civil cases. Nietzel and Dillehay (1986)
have discussed many aspects of witness preparation,
including the manner in which facts are presented,
associated emotions on the part of the witness,
preparation for the sheer experience of being a wit-
ness in a courtroom, cross-examination, appear-
ance, and threats by the opposing attorney to the
credibility of the witness. However, there remains
a great deal of “gray area” between providing
proper assistance to potential witnesses and encour-
aging the potential witness to change testimony
(Wrightsman, 2001).

Convincing the Jury. Finally, consultants can
often help attorneys in the way they present their
cases and evidence (within the allowable constraints
of the judicial system) to jurors. Consultants can
assist attorneys in predicting how jurors will
respond to certain kinds of evidence or methods
of presentation, especially in opening and closing
arguments. In effect, the beliefs, feelings, and
behavior of jurors are the targets here. The consul-
tants then help attorneys find the very best way to
present their cases.

Research and Forensic Psychology

In a real sense, virtually all research in psychology is
relevant to some forensic issue. For example,
research on the genetic components of schizophre-
nia may be very important in a mental competency
hearing. The nature of prejudice or the basic ele-
ments of the persuasive process are as germane to
the attorney as they are to the social psychologist.
Consumer research may have direct application to
a product liability suit. And recently, research
on attributions and interpersonal relationships has

been applied to the law on searches and seizures.
However, several research areas have become par-
ticularly identified with forensic psychology, and
we have chosen to sample two of them here.

Eyewitness Testimony. Nothing can be so dra-
matic or damaging as an eyewitness who identifies
the person accused of a crime. Such eyewitness testi-
mony has been a powerful factor in the conviction
of countless individuals over the years. But such
testimony has all too often convicted the innocent
as well as the guilty (Brewer & Wells, 2011; Green
& Heilbrun, 2011; Wells & Olsen, 2003). The rea-
son, put simply, is that eyewitness testimony is often
unreliable and inaccurate. A case in point occurred
in 1979 in Wilmington, Delaware. A Catholic
priest was put on trial because a citizen told police
that the priest looked very much like an artist’s
sketch of a robber being circulated by the police.
Later, seven eyewitnesses to the robbery positively
identified the priest as the robber. The trial was
halted, however, when another man confessed to
the crime. What had happened with these eyewit-
nesses? Apparently, before showing pictures of sus-
pects to the witnesses, the police had quietly
revealed that the robber might be a priest. And
the priest’s picture was the only one with the sub-
ject wearing a clerical collar!

Over the years, Loftus and her colleagues have
conducted a number of experiments that together
show that eyewitnesses’ memory can easily be dis-
torted by subsequent information. For example,
Loftus, Miller, and Burns (1978) had subjects view
a series of color slides of an auto accident. Half the
subjects were shown a series in which there was a
stop sign present; the other half saw a yield sign.
Afterward, subjects answered questions about the
slides. The critical question asked whether a partic-
ular sign (either stop or yield) was present. For half
the subjects, the sign asked about was consistent
with what subjects had seen earlier; for the other
half, it was inconsistent. Still later, the subjects were
shown 15 slides and were asked to pick out the one
they had seen before. Interestingly, subjects whose
question was consistent with the sign they had actu-
ally seen chose the correct slide 75% of the time,
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whereas those in the inconsistent group made the
correct choice only 41% of the time.

It is clear that people often make inferences on
the basis of their expectations. Also, as Loftus (1979)
points out, an eyewitness to an accident or crime is
almost always questioned prior to the trial. In these
conversations, something may easily be said to alter
the witness’s recollection. It is the role of the foren-
sic psychologist to help identify the conditions in a
specific case that might produce distortions in
veridical testimony.

Experience has taught us that eyewitnesses to
events all too often cannot agree among themselves.
They differ in their descriptions of subjects’ height,
weight, hair color, clothing, and even race. A dra-
matic illustration of this axiom was provided by
Buckhout (1975), who staged a demonstration as
part of a television program. Viewers watched a
staged purse-snatching episode that lasted but
12 seconds. Following this, viewers saw a police
lineup of six men that, the viewers were told,
might include the assailant. Viewers could call in
and render their judgments. What happened?
More than 2,000 callers responded, and 1,800 of
them were mistaken! Of course, none of the fore-
going is meant to suggest that eyewitnesses are
never correct. But it does suggest that caution
should be exercised in accepting accounts uncriti-
cally. At the very least, our legal system can use
improvement in its procedures for identifying sus-
pects (Brewer & Wells, 2011; Greene & Heilbrun,
2011). Factors of stress levels, information storage,
identification procedures, personal biases and
stereotypes, whether a weapon was present, the
age of the eyewitness, and even unconscious inte-
grative processes all need further study (Brewer &
Wells, 2011; Greene & Heilbrun, 2011).

In response to the concerns over false eyewit-
ness identification, a subcommittee was appointed
by the American Psychology-Law Society (Division
41 of the American Psychological Association) to
review scientific evidence in this area and to formu-
late recommendations (Wells et al., 1998). Web site
19-5 at the end of this chapter provides a link to the
subcommittee’s report. Briefly, the subcommittee
made the following recommendations:

■ The person who conducts the lineup or photo-
spread in the case should not know the identity
of the suspect.

■ Eyewitnesses should be told that a suspect in
the case may or may not be in the lineup or
photo-spread and that the person conducting
the lineup or photo-spread does not know
which person (if any) is the suspect in the case.

■ The suspect in a lineup or a photo-spread
should not stand out (in appearance or dress) as
being different from the others.

■ The eyewitness’s confidence in the identifica-
tion should be assessed at the time of the
identification and prior to any feedback.

In this way, it is hoped that eyewitness identi-
fication errors will be reduced (Wells et al., 1998).

Jury Behavior. The better we understand the
conditions that affect how juries think and reach
decisions, the better our judicial system will be. A
great deal of research has been done on just how
jurors make sense out of evidence and process
information, how they respond to instructions
from the bench, and how they react to certain
kinds of arguments (Greene & Heilbrun, 2011).
Let us consider several examples.

Jurors are often confused by instructions from
the judge. Severance and Loftus (1982) modified
the pattern of instructions given to the jury. They
wrote instructions in active rather than passive sen-
tences and made the messages short and concise. In
addition, they gave abstract notions such as “reason-
able doubt” greater elaboration than usual. The
result was a more accurate application of the law
by jurors than is usually the case.

Even such a simple condition as the order in
which the judge’s instructions are presented can
have an effect on jurors. For example, Kassin and
Wrightsman (1979) used mock jurors who watched
a videotaped trial. They found that informing jurors
as to the requirements of proof before presenting
the evidence rather than after had definite effects.
Jurors under the former condition were more likely
to hold to the dictum of presumed innocence than
were jurors under the latter condition.
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There are also many conditions that may bias
jury decisions. For example, an individual may be
charged with several instances of a crime. Some-
times these instances are joined into one indict-
ment; in other cases, the defendant is tried

separately for each instance. Greene and Loftus
(1981) discovered that when charges are joined
into one indictment, the jury is more likely to
hand down harsher verdicts than when the charges
are tried separately.

BOX 19-5 Graduate Student Perspective: Lizzy Foster

Lizzy Foster is a fourth-year student specializing in
forensic psychology in the clinical psychology Ph.D.
program at Drexel University. Lizzy received a B.A. in
psychology from Tufts University. After college and
before beginning graduate school, she spent 2 years
working on research projects: first, a study at Brown
University Medical School examining stress reactivity in
at-risk children; second, a study through UCLA evalu-
ating a medical treatment for ischemic strokes. Since
starting at Drexel, she has provided psychological ser-
vices in a variety of clinical settings, including a correc-
tional facility and an outpatient anxiety disorder clinic.
She is also experienced in conducting forensic assess-
ments. Her current research interests include forensic
assessments, experiences of correctional personnel
within the criminal justice system, and how character
evidence influences jury decision making.

We asked Lizzy to share her thoughts about
graduate school.

What has graduate school in clinical psychology been
like for you?
I was told before I started graduate school that clinical
psychology graduate programs are 100% clinical work
and 100% research, and after 3 years I have to say that
I agree. Graduate school has been an amalgam of
experiences: I’ve taught classes, helped write articles,
done hundreds of hours of clinical work, helped out on
others’ research projects, worked on my own research
projects, and more. It has been a constant learning
experience, and an experience that I’ve loved.

What things have you least expected about graduate
school?
First, I didn’t expect how much work graduate school
would be. In college I was immersed in extracurricular
activities and classes, and I was very busy as a result. I
expected graduate school to be similar. I knew it would
be a lot of work, but I believed I would be able to
manage it in the same way. I was wrong. During the

week, I run from classes to meetings to seeing clients.
During the weekends, you can almost always find me
in a coffee shop (as I am now!) trying to get work
done. I’m still just as busy as I was during undergrad,
but this time without an excessive number of extra-
curricular activities.

Second, I thought that I would be seen as a stu-
dent who didn’t know much, but my experience has
been entirely different. My mentor treats me like a
junior colleague. Although that can come with pres-
sure and responsibility, it has built my confidence. It
also has come with incredible opportunities. I’ve pub-
lished with my mentor, done forensic assessments with
him, reviewed manuscripts for him, and given my
opinion on research projects and papers!

Has graduate school changed you? If yes, how so?
There is no question that graduate school has changed
me. I’m more independent than I was before starting
graduate school. This is particularly true when it comes
to my area of specialization (forensics). When working
with a correctional or forensic population, you cannot
be timid. Although I had some experiences with
forensic and correctional populations before graduate
school, I had never been inside a correctional facility. It
was a steep learning curve, but I quickly learned how
to be confident in that setting and how to assert
myself when necessary.

Are your professional or research interests similar or
different now than they were when you started
graduate school?
I came into graduate school knowing I wanted to focus
on forensic psychology, but not knowing what specifi-
cally I wanted to do within that area. My research
interests have since become crystallized. Although I
find a lot of areas fascinating within forensic psychol-
ogy, I’ve come to realize that you can only really study
a few things at a time! Thanks to my mentor’s
research, and classes that I’ve taken (such as forensic

558 C H A P T E R 19



CHAP TER SUMMARY

Forensic psychology is concerned with the appli-
cation of psychological methods, theories, and
concepts to the legal system. Although Hugo
von Munsterberg’s 1908 book proclaimed that

psychology had much to offer to the legal system,
little influence was observed until the 1950s.
Today, the influence and popularity of forensic psy-
chology are apparent; many journals, books, and

psychology), I found my own interests and began
researching and studying those areas.

Furthermore, I didn’t know that much about
forensic assessments until I started graduate school.
Forensic assessments are comprehensive assessments
that often take place in the pretrial stage of legal
proceedings. For example, we can assess an offender’s
competence to stand trial, mental state at the time of
the offense, etc. It’s challenging and often sad, but I
also find it interesting to conceptualize and assess an
individual’s case, and I believe it’s important to help
courts make more informed decisions about offenders.

Looking back, what activities or experiences were the
most important for you in your graduate school
program?
To become a competent forensic clinical psychologist,
the first step is becoming a competent clinician. I’ve
attempted to develop my clinical skills as a foundation
to becoming a forensic psychologist. Before I began
assisting with forensic assessments or seeing clients on
my own, I took classes in which I practiced basic clinical
skills, studied theories of psychotherapies and different
clinical orientations (e.g., cognitive-behavioral ther-
apy), and sat in with other therapists. I feel that taking
things slowly and not jumping in right away has been
the key to understanding clinical work and becoming a
competent forensic practitioner.

Any additional hints for those trying to make it
through graduate school in clinical psychology?
First, a healthy work–life balance has been one of the
most important things for me to maintain. I’ve found
that at the end of the day, there’s always more that
can be done, but I think making time for my own life
has been essential to my happiness. Although I love
what I do, I also love my friends and family, and mak-
ing time for them has been a priority for me during
graduate school.

Second, my classmates have become some of my
best friends. We’ve created a collaborative environ-
ment where we help each other out academically but
also have become support systems both in and out of
school. If you can make friends out of your peers, it will
make your graduate experience much healthier and
much more fun.

Finally, I’ve found that your mentor can help
make or break your graduate experience. I’ve been
lucky that my mentor and I have similar styles. He has
tried to make graduate school as manageable as pos-
sible and has let me choose what I’m capable of doing
and not doing. Although everyone has different
styles, make sure you assess your own and your
potential mentor’s style before starting a graduate
program.

Lizzy Foster
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specialty training programs exist. However, forensic
psychologists are a target of harsh criticism as well.

In this chapter, we have discussed eight activities
of the forensic psychologist. Forensic psychologists
may serve as expert witnesses or as consultants for
both criminal and civil cases. Forensic psychologists
may also be called on to represent hospitalized

patients’ rights or to evaluate and predict whether a
patient is likely to be a danger to self or to others.
Forensic psychologists also serve as consultants
regarding jury selection and witness preparation.
Finally, forensic psychologists may conduct research
on important issues such as eyewitness testimony and
jury behavior.

KEY TERMS

ALI standard The most liberal standard for
determining the insanity of a defendant. This
standard attests that the defendant is not respon-
sible for an unlawful act if it resulted from a mental
disease or defect such that he or she lacked
substantial capacity either to appreciate the
criminality of the act (a cognitive deficit) or to
conform to the law (a volitional deficit).

burden of proof The obligation to establish the
truth of an assertion in a court of law. In the case of
the insanity plea, the burden of proof is usually on
the defense.

competency to stand trial The defendant’s state
of mind at the time of trial. To be deemed
competent, it must be shown that the defendant
appreciates the nature of the charges and can
report on his or her behavior at the time of the
alleged offense, has a basic understanding of the
court proceedings, and is capable of cooperating
with his or her attorney.

expert witness An individual who, by his or her
unique profession, training, or experience, is called
on to help the court understand and evaluate
evidence or offer opinions and inferences on an
issue.

eyewitness testimony Testimony given by an
individual who has witnessed part or all of an event
(e.g., a crime, an accident). Eyewitness testimony
is often inaccurate, unreliable, and distorted by
subsequent information. One role of forensic
psychologists is to help identify the conditions in a
specific case that might produce distortions in
testimony.

forensic psychology A psychology subspecialty
that focuses on applying psychological concepts
and methods to questions/problems arising within
the context of the legal system. Forensic psychol-
ogists may be called upon to provide expertise on
matters of child custody, jury selection, the
prediction of dangerousness, etc.

insanity plea The assertion of someone accused
of a crime that he or she was not “sane” or rational
at the time of the alleged crime. If this plea is
successful, an individual is regarded as not
responsible for his or her actions and is held for
treatment rather than punishment.

joint custody An arrangement in which both
parents share in the custody of a child following
divorce. Many “joint custody” arrangements are
determined informally by the parents; formal court
orders tend to be issued only in cases where the
parties could arrive at no satisfactory agreement on
their own.

jury selection A process in which attorneys for the
prosecution and defense choose jurors for a case from a
larger pool of possible jurors. Forensic psychologists
may be consulted to assist attorneys with jury selection
(e.g., to come up with a theory for jury selection, to
improve the voir dire skills of the attorney).

jury shadowing The process of hiring individuals
similar to those who are serving on a given jury
and monitoring their reactions to the testimony as
it is presented at the trial. The reactions of the
shadow jurors are used to anticipate the reactions
of the actual jurors and may serve as the basis for a
shift in courtroom strategy.
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M’Naghten rule The oldest standard for deter-
mining the insanity of a defendant. This rule
requires the defense to prove that at the time of
the unlawful act, the defendant’s reasoning was so
impaired by “a disease of the mind” that he or she
either did not appreciate what he or she was doing
or did not comprehend that it was wrong.

peremptory challenges A set number of chal-
lenges allowed each side (prosecution and defense)
during voir dire to remove jurors suspected of bias
against that side.

voir dire A legal term that refers to that part of the
trial in which a jury is impaneled, or selected.

voluntary commitment The circumstance in
which the individual agrees to be admitted to a
psychiatric hospital and is permitted to leave at any
time.

witness preparation Helping witnesses present
their testimony more effectively without changing
the facts to which their testimony is directed.
Forensic psychologists may be consulted to assist
with many aspects of witness preparation (e.g.,
preparing them for the sheer experience of being a
witness in the courtroom; making recommenda-
tions as to their appearance, the manner in which
they present facts, etc.).

WEB SITES OF INTEREST

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

19-1 American Psychological Association Division
41: The American Psychology-Law Society
http://www.ap-ls.org/

19-2 Careers and Training in Psychology and Law
http://www.ap-ls.org/education/Education
Training.php

19-3 Links to Graduate Programs in Psychology
and Law
http://www.ap-ls.org/education/Graduate
Programs.php

19-4 Specialty Guidelines for Forensic Psycholo-
gists
http://www.ap-ls.org/aboutpsychlaw/
SpecialtyGuidelines.php

19-5 Eyewitness Identification Procedures:
Recommendations for Lineups and Photo-
spreads
http://www.psychology.iastate.edu/
~glwells/Wells_articles_pdf/whitepaperpdf.
pdf
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Appendix

A Primer for Applying to

Graduate Programs in Clinical

Psychology1

P sychology is the most popular major on a large proportion of college cam-
puses. Many thousands of students apply to graduate schools with hopes of

pursuing a career in the science or practice of mental health services. Yet, as
compared to other types of graduate programs (e.g., law, medicine), remarkably
little information is available to help students determine the career path that
offers the best match to their interests. Specific practical advice on how to suc-
cessfully navigate the application process also is lacking.

This appendix is designed to provide an overview of different types of pos-
sible career options in the science and practice of clinical psychology. An impor-
tant disclaimer should be mentioned here. The text in this chapter focuses mostly
on our opinions and impressions of the current state of the field and of the appli-
cation process for clinical Ph.D. programs. We feel best prepared to comment on
Ph.D. programs in clinical psychology that subscribe to the scientist-practitioner
or clinical science models of training. Our experience is exclusively with the
admissions processes and training goals of these types of programs, and we cannot
speak directly to programs that have adopted distinctly different training models.

1This appendix has been reprinted with permission from Mitch Prinstein, Ph.D. Special
thanks to Sophia Choukas-Bradley and Karen Guan for their contributions to this
appendix.
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However, because so little information is available
to students interested in mental health careers, we
have offered some general opinions and impres-
sions below that we hope will be beneficial, if
used in the proper context. In many places, we
have offered links to Web sites that can provide
more detailed information.

Do You Really Want to Be a

Clinical Psychologist?

Students often state an interest in applying to doctoral
programs in clinical psychology. Indeed, applications
to clinical psychology programs often outnumber
applications to all other types of psychology doctoral
programs combined. At many universities, clinical
doctoral programs receive from 100 to 600 applica-
tions. Far fewer apply to programs in developmental,
social, cognitive, biological, and quantitative psychol-
ogy programs, roughly in descending order of popu-
larity. This apparent preference for clinical psychology
often is based on students’ general desire to work as a
therapist, perhaps in a private practice type of setting
(e.g., a home office or group practice). Sometimes,
students will state an interest in research. Other
times, students might indicate that they are somewhat
afraid of statistics and “turned off” by the idea of writ-
ing a dissertation.

We would say that these impressions of the
field of clinical psychology, and of the training
activities included during graduate school, are
somewhat accurate, but in some ways quite inaccu-
rate. An accurate and thorough description of the
field of clinical psychology is somewhat difficult to
articulate because the field is changing quite dra-
matically and quickly. Nevertheless, we think it is
important to briefly reconsider what your career
goals are (or at least what you are not interested
in) before talking about graduate applications and
deciding on the type of graduate program that is the
best match. We divide this portion of the chapter
into two sections: a discussion of careers that
include the option for clinical practice, and a dis-
cussion of careers that do not involve work as a
practitioner.

Potential Careers and

Graduate Degrees

Let’s assume that you know that you are interested
in gaining training as a practitioner, and you are
intrigued by the mental health field. There are
then at least six different mental health fields and
many different graduate degrees available to you to
pursue these interests. The differences between
these fields and degrees are quite dramatic. Each
involves somewhat distinct training expectations
and opportunities as well as different types of career
activities.

Are you interested in research? Teaching? Prac-
ticing (e.g., offering therapy or conducting assess-
ments)? Consulting? Mentoring students? Working
with children, adolescents, adults, the elderly? Do
you want to work in a hospital? A university? A
teaching college? An elementary or secondary
school? A business corporation? Who will your col-
leagues be?

What kind of job stability do you want? What
salary? A consistent salary or one based on billable
hours?

How many years are you willing to dedicate
toward training? Are you willing to move, perhaps
several times, in order to complete all aspects of
training?

Not sure yet? Keep reading for more details
about which options may be a good match.

You can also find resources on the Careers
page of the American Psychological Association’s
Web site: http://www.apa.org/careers/resources/
guides/careers.aspx.

We will offer some brief descriptions (and
links) to discuss the six fields below:

1. Social work (terminal master’s or doctoral degree)
2. School psychology (terminal master’s or doc-

toral degree)
3. Master’s in general psychology (note: work as

an independent practitioner rarely is possible
with this option)

4. Counseling psychology (doctoral degree)
5. Psychiatry (medical degree)
6. Clinical psychology (doctoral degree)
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For doctoral degrees in clinical psychology, we
also will offer some comments on the choice
between a Ph.D. degree and a Psy.D. degree.

1 . SOC IAL WORK

What Do Social Workers Do?

The master’s in social work (MSW) is a very versa-
tile degree. Social workers can be involved in many
different types of careers and in many different
types of settings. Visit the Web sites of the National
Association of Social Workers (http://www.
naswdc.org/ and http://www.helpstartshere.org/).
As you will see on these Web sites, social workers
include: social caseworkers (providing case manage-
ment, assessing needs and applying agency services
and resources to address social, health, or economic
problems); medical social workers (working with the
special needs of patients and families in hospitals,
long-term care facilities, and other medical care
facilities); school social workers (helping with emo-
tional, social, and economic problems so that stu-
dents can focus on getting an education); clinical
social workers (providing psychotherapy and counsel-
ing in private practice, psychiatric and mental health
care settings, or employee assistance programs
within larger companies); administration and manage-
ment (overseeing the programs and systems that pro-
vide social, health, and public welfare services);
community organization (working in cooperation
with the community to identify needs and to
develop or improve services and systems to meet
those needs); social policy and research (analyzing
social problems, designing and conducting in-
depth research studies, and developing ways for
social programs and systems to overcome those
problems).

What Is the Training Like?

Although you can obtain a doctorate in social work
(DSW or Ph.D), it is completely possible to be an
autonomous, practicing social worker with a mas-
ter’s degree. With only two years of schooling (plus

an internship), it also can be a quick way to get into
the workforce. Master’s programs generally can
accept a much higher proportion of applicants for
admission than doctoral programs; thus, it is some-
what easier to gain admission if going this route.

2 . SCHOOL PSYCH OLOGY

What Do School Psychologists do?

The National Association of School Psychologists
(NASP; http://www.nasponline.org/) has a great
Web site that describes the field, the roles, and
the salaries of school psychologists.

School psychologists generally are focused on
helping children succeed in the school setting,
both academically and emotionally. Most work in
a school setting. Their work can involve individual
consultation with children and families, designing
programs to assist teachers with specialized class-
room instruction needs, and program development
to help train basic skills like anger management and
social skills. In these ways, school psychologists are
like the ambassadors of psychology in a school set-
ting. When a child is experiencing difficulties, if
there is a crisis in the school (e.g., trauma, death),
or if administrators are setting a policy that
will affect children’s educational lives, school psy-
chologists are there to ensure that psychological
well-being is maintained and to help educate
other professionals on children’s psychological
needs or limitations.

Another major task for many school psycholo-
gists is to conduct assessments of children’s aca-
demic and social-emotional functioning. Every
child who may be eligible for giftedness placement
or for learning disability (LD) services needs to be
evaluated using standardized assessments. School
psychologists typically are the only professionals
within the school setting with the training to
administer and interpret these types of standardized
assessments. LD evaluations in particular have
important implications not only for children but
also for school policy and funding. Public law man-
dates that children receive the services they need to
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obtain an adequate education, and each child meet-
ing LD criteria must have an individualized educa-
tional plan developed and evaluated periodically.
School psychologists often serve the lead role in this
endeavor.

What Is the Training Like?

You may have heard that to practice as a psycholo-
gist, you must have a doctoral degree. That is true
for all fields except school psychology. School psy-
chologists can be hired with only a master’s degree
(plus a year-long internship). This may be, in part,
because there is a tremendous shortage of school
psychologists working in the United States, and
the field is reducing barriers to getting new, bright
students into the profession! Keep in mind, how-
ever, that master’s-level school psychologists are not
able to practice autonomously; but they can be
hired and even tenured within a public school sys-
tem (e.g., elementary, middle, or high school).

3 . MASTER ’S IN GENERAL

PSYCHOLOGY

What Is the Master’s in General

Psychology?

There are not too many terminal master’s programs
in psychology left, but those that exist offer a nice
option for students who wish to gain advanced
experience in psychology before pursuing a doc-
toral degree. Each master’s program varies in its
training goals. However, many offer graduate cour-
sework and require the completion of a master’s
thesis to obtain a degree. Programs typically last 1
to 2 years.

There are benefits and drawbacks to the termi-
nal master’s degree. The good news is that this is an
opportunity for structured education in psychology.
The coursework is taught at the graduate level and
may even include some specialty work (e.g., train-
ing in clinical psychology specifically). The master’s
thesis offers an opportunity to learn more about

psychological research. Students who did not
major in psychology during their undergraduate
years, or who feel like their interests are not yet
well developed, may find this structured educa-
tional opportunity enormously helpful.

Unfortunately, the terminal master’s degree in
itself does not offer many career options. It should
be noted that many doctoral programs in psychol-
ogy offer a master’s degree en route to the doctoral
degree. Thus, within the 4 to 6 years of doctoral
training, a master’s thesis may be required, and the
degree will be granted—somewhat marking the
half-way point of doctoral training. The terminal
master’s degree is different. Many students in termi-
nal master’s programs go on to a doctoral program.
Some of these doctoral programs will credit the
time in the terminal master’s program toward the
doctoral training requirements (e.g., some courses
or the need to write a new thesis may be waived).
However, other doctoral programs will not waive
requirements; thus, there is the potential for some
repetition in training. A final drawback pertains to
the cost of training. Many schools will charge
tuition for terminal master’s training. In contrast,
most Ph.D. doctoral programs in psychology
waive tuition and typically offer a stipend. Thus,
for students who are certain that they are interested
in doctoral training and can gain admission into a
Ph.D. program, the terminal master’s may not
always be a wise option. However, for other stu-
dents, this can be a very valuable experience!

4 . COUNSEL ING PSYCH OLOGY

What Is Counseling Psychology?

The American Psychological Association’s Division
17 is specifically focused on counseling psychology.
This division’s Web site has a section specifically
dedicated to students (http://www.div17.org/
students.html) with pertinent information.

A long time ago, a clear distinction between
clinical psychology and counseling psychology was
offered. The field of clinical psychology was meant
to address serious mental illness, such as any of the
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disorders that might be found in the DSM. In con-
trast, counseling psychology sometimes was referred
to as a field that addressed “normal people with
normal problems,” often including vocational
counseling.

This distinction remains somewhat true, but
the boundaries between clinical and counseling
psychology are certainly a bit more blurred. Both
require a doctoral degree for independent work.
Both are referred to among the public as “thera-
pists” or “psychologists.” And few potential clients
discriminate between the fields when selecting a
therapist. A great many clinical psychologists pri-
marily offer “counseling” to clients with no obvious
DSM symptoms. Counseling psychologists also
have substantial contact with individuals who
meet criteria for some specific disorders (e.g.,
depression, anxiety, substance use, and eating disor-
ders, for instance).

Counseling psychologists may work in private
practice; they also often work in counseling centers
(e.g., college student mental health services; commu-
nity clinics; community mental health centers).
Some counseling psychologists also work in acade-
mia as professors or clinical supervisors in counseling
psychology graduate programs. Counseling psychol-
ogists also can conduct and interpret assessments.

To a large extent, counseling psychologists and
counseling graduate training programs are less
heavily involved in research activities than are clin-
ical psychologists. Counseling psychologists also are
less likely to work as professors within university
departments of psychology or as instructors in
undergraduate classes. As compared to clinical psy-
chologists, counseling psychologists also are less
likely to work with severe forms of mental illness,
such as autism, schizophrenia, bipolar disorder, etc.
See the Web link above for more information on
counseling psychology, its mission, and training
emphases.

What Is the Training Like?

Like clinical psychology, counseling psychology
requires a doctoral degree. Doctoral programs typi-
cally require 4–6 years to complete in addition to a

year-long internship. A dissertation is required,
although the research expectations for this project
sometimes are lower compared to those for the
clinical psychology dissertation. Counseling pro-
grams often involve more coursework and practica
than clinical psychology programs.

5 . PSY CHIATRY

As you may already be aware, the fields of psychia-
try and clinical psychology have some overlap in
the types of patients or clients who are seen, the
types of services offered, and the types of settings
in which members of these professions may work.
However, several prominent differences exist
between psychiatrists and clinical psychologists;
these are briefly outlined here.

First, psychiatry is a medical specialty requiring
a medical degree (M.D.), an internship, a residency,
and sometimes a fellowship. In contrast, clinical
psychologists obtain a doctorate degree (either
Ph.D. or Psy.D.) in clinical psychology, complete
an internship, and complete an additional year of
supervised clinical experience (e.g., postdoctoral
fellowship) before obtaining licensure.

Second, psychiatry has traditionally focused on
the use of psychotropic medications more than psy-
chosocial treatments (e.g., therapy) to ameliorate
mental health symptoms, while the opposite is
true for clinical psychology. Many psychiatrists do
conduct therapy, although they often use a some-
what different approach that relies on a different
theoretical discipline than is emphasized in clinical
psychology. Likewise, some states in the United
States now are allowing clinical psychologists to
obtain prescription authority, if they participate in
specialized postdoctoral training. Within the next
decade, many psychologists may live in regions
that will allow them to prescribe medications to
their clients. However, psychologists’ training
regarding medications will likely be less thorough
in scope than the training offered within psychiatry
programs.

Third, the majority of clinical psychology
training programs adopt a scientist-practitioner or
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clinical science training model. This model empha-
sizes both the science and practice of psychology
based on the premise that these educational experi-
ences reciprocally inform one another and are con-
jointly needed to produce a qualified professional.
In contrast, training models in psychiatry typically
do not subscribe to scientist-practitioner models;
few involve research training or activities.

6 . CL IN ICAL PSYCH OLOGY

PH .D . D EGREE

Many describe the clinical psychology Ph.D. degree as
one of the most versatile graduate degrees available.
Clinical psychologists with a Ph.D. degree are quali-
fied to work as practicing clinicians, professors in aca-
demia conducting research or teaching, consultants,
and supervisors to other mental health professionals.

As described above, clinical psychologists often
are trained in scientist-practitioner programs (often
referred to as the “Boulder Model” of training).
However, this model often causes some confusion
among students evaluating career options. In a
scientist-practitioner model (or the somewhat dis-
tinct “clinical science” model; see below), students
are trained both as researchers and practitioners. In
other words, in addition to the research expertise
required to complete a master’s thesis and disserta-
tion, students’ experiences include many “clinical
hours” conducting assessments and therapy in a
variety of structured, supervised clinical placements
to develop practitioner skills. Doctoral Ph.D. pro-
grams almost exclusively are located within univer-
sity departments of psychology that employ clinical
psychology professors who themselves are dedicated
largely towards research and teaching endeavors.
Thus, many clinical psychology Ph.D. students
feel that they receive excellent exposure to research
experiences during graduate school and perhaps
even implicit pressure to pursue a research-
oriented career following graduate studies. Indeed,
many graduate programs specifically examine grad-
uate applications for information confirming an
interest in research.

Yet, the majority of graduates of clinical psychol-
ogy Ph.D. programs nevertheless pursue careers that
involve primarily practitioner experiences. This raises
a common question regarding the pursuit of a Ph.D.
degree in clinical psychology: Is this the best option
for you if you are not at all interested in research?

The short answer is: No. But a longer answer is
necessary.

The scientist-practitioner model is based on the
idea that clinical psychologists should have expertise
in both science and practice. It also is based on the
idea that education in both areas is necessary to be
fully competent in either. The model suggests that a
psychologist who is unable to critically evaluate
theories and methods related to practice will be
inadequate as a clinician. Similarly, a researcher
who has not had exposure to actual clients
experiencing psychopathology will be unable to
develop and test appropriate hypotheses regarding
psychological symptoms or treatment.

An apt analogy may come from a description of
graduate training in law. Many who have pursued a
law degree state that the curriculum is not specifi-
cally designed to teach trial room strategies or jury
selection techniques, etc., but rather that graduate
training is meant to help students learn “to think
like a lawyer.”

Doctoral Ph.D. training often is based on the
idea that students must learn to “think like a
psychologist.” This means that students must be
extremely comfortable with the scientific method,
including the generation of hypotheses, the devel-
opment of standardized procedures that can be used
to evaluate these hypotheses, and the ability to draw
appropriate conclusions that may inform future
hypotheses. These skills are necessary not only for
research endeavors but also when interacting in a
therapeutic context. Case conceptualization skills
involve a similar set of procedures as described
above, and it is this approach that necessitates dual
training as a scientist-practitioner during graduate
school in clinical psychology. Unlike law school,
however, graduate school in clinical psychology
involves direct application of coursework learning
in real-world situations. Within a year of admission
in most programs, clinical psychology graduate
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students will begin seeing clients, conducting assess-
ments, and offering treatment (all with supervision,
of course).

Thus, the reason why many Ph.D. graduate
programs emphasize and even select students who
are interested in research is because it is believed
that research training helps students develop the
critical thinking skills that are needed in any activity
as a clinical psychologist.

Having said this, it is important to note that
research training is a major emphasis of the gradu-
ate curriculum (including a master’s thesis, disser-
tation, etc.). Students who do not enjoy research
or the research process will not be happy graduate
students. Students who do not anticipate any
openness to the possibility of conducting research
in their careers, even if only as a small proportion
of their job responsibilities, also may not be a good
match for Ph.D. training. It is important to be
very honest with yourself at this stage in your pro-
fessional development. The Ph.D. application
process is somewhat arduous, and graduate train-
ing can be demanding. It is very important to
carefully determine whether this is a good match
for you.

The “Clinical Science” Option in

Clinical Psychology

Although most doctoral programs in clinical
psychology have adopted the Boulder Model or
Scientist-Practitioner Model of training, an increas-
ing number of programs have adopted a philosophy
that emphasizes scientific training above clinical prac-
tice. Specifically, these programs have a unified com-
mitment emphasizing the promotion, training, and
dissemination of clinical psychology as a scientific
discipline. Clinical science programs therefore
emphasize training in evidence-based treatments
(i.e., those that have substantial evidence supporting
their efficacy) and offer opportunities for students to
gain exceptionally strong training in cutting-edge
research methods. Many of the philosophies of
the clinical science movement are reflected in the
writings of Dr. Dick McFall, which can be found
through the Web site of the Society for a Science

of Clinical Psychology (SSCP), in the About
the Society section: http://sites.google.com/
site/sscpwebsite/Home/manifesto-for-a-science-of-
clinical-psychology. Clinical psychology programs
that have successfully adopted a clinical science train-
ing perspective are members of the Academy of
Psychological Clinical Science; a list of these programs
can be found on the Members page of the Academy’s
Web site: http://acadpsychclinicalscience.org/index.
php?page=members. The astute student may notice
that Academymember programs also are among the
most popular in the country, receiving perhaps
more applications than non-Academy programs
on average. Clinical science programs are believed
to produce more graduates who pursue academic
careers in clinical psychology and who are more
likely to offer evidence-based treatment options to
their clients in practice.

Research and Clinical Work in

Clinical Psychology

Perhaps you still are unsure whether you are inter-
ested in research, or you would like to know more
about different possibilities for research activity in
clinical psychology. This section discusses three
clinical psychology subfields that offer distinct
opportunities for research and clinical work.

Most clinical psychology programs offer
experiences that could be broadly categorized as
fitting the subfields of clinical child/adolescent,
clinical adult, or clinical health psychology (or com-
binations, such as child health psychology). Some
programs have specific “tracks” or “concentrations”
in these subfields, and some offer more varied
experiences across two or more of these areas in a
more generalist training model. A brief description
of each is included below.

Clinical Child/Adolescent Psychology. Clinical
child/adolescent psychology generally is concerned
with psychopathology among youth, such as the
types of disorders that are discussed in the DSM.
Note: Although many refer to the field using the
term clinical child psychology, research and clinical
work usually involves exposure to youth at all
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developmental levels, including infants, toddlers,
school-aged youth, and adolescents. Clinical
child/adolescent psychologists may work as practi-
tioners, in academia as professors, or in a variety of
settings (e.g., universities, medical centers, counsel-
ing centers) in which research, teaching, and/or
clinical work is possible.

Examples ofClinicalChild/AdolescentPsychology
Research and Clinical Work. Much of the work
done by clinical child/adolescent psychologists can
be organized into general themes of psychological
symptoms:

Externalizing disorders (e.g., conduct disorder,
oppositional defiant disorder, ADHD)

Internalizing disorders (e.g., anxiety, depression)

Mental retardation and pervasive developmental
disorders (e.g., autism)

Serious mental illness (e.g., childhood schizo-
phrenia, bipolar disorder)

For each disorder, there are bodies of literature
that examine:

a. Causes and consequences of symptoms, including
(1) the study of individual biological, cognitive,
and social factors that may be associated with
symptoms; and (2) the study of family, peer,
school, community, or cultural factors that may
affect the onset, presentation, maintenance, or
reduction of symptoms

b. Efficacious and effective modes of treatment
(i.e., different theoretical orientations), includ-
ing factors that may modify treatment efficacy
or specific therapist and client behaviors that
affect the outcome of therapy

c. Prevention strategies
d. Comorbidity
e. Increasingly, research in this area has integrated

findings on biological, neurological, and
genetic factors that may interact with psycho-
social factors in the course of each disorder.

A good idea is to visit the Web site for the
Journal of Clinical Child and Adolescent Psychology
(www.jccap.net) or the Journal of Abnormal Child

Psychology (http://www.springerlink.com/content/
104756/), or to examine these journals using the
PsycInfo tool at your university’s Web site. Read
over the titles and abstracts of some recent issues,
and you will get a good sense for the kind of work
that clinical child/adolescent psychologists do.

Clinical Adult Psychology. Much like clinical
child/adolescent psychology, clinical adult psychol-
ogy also generally is concerned with psychopathol-
ogy; however, the population of interest typically is
above 18 years of age. Psychologists interested in
working with the elderly specifically may focus on
geropsychology. Clinical adult psychologists represent
the majority of all clinical psychologists, although
interest in the three subfields of clinical psychology
has been becoming more evenly distributed in
recent years. Like clinical child/adolescent psychol-
ogists, clinical adult psychologists may work in a
variety of settings (e.g., universities, medical centers,
counseling centers) in which research, teaching,
and/or clinical work is possible.

Examples of Clinical Adult Psychology Research
and Clinical Work. Clinical adult psychologists’
work also is often divided by disorder and diagnosis.
Perhaps the most common themes of research and
clinical work in clinical adult psychology include:

Mood and anxiety disorders (e.g., OCD, pho-
bias, depression)

Axis II (personality) disorders (e.g., borderline,
narcissism, antisocial)

Substance use disorders—sometimes included
in clinical health psychology

Eating disorders—sometimes included in clin-
ical health psychology

Serious mental illness (e.g., schizophrenia,
bipolar disorder)

For each disorder, there are bodies of literature
that examine:

a. Causes and consequences of symptoms, including
(1) the study of individual biological, cognitive,
and social factors that may be associated
with symptoms; and (2) the study of family,
community, or cultural factors that may affect
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the onset, presentation, maintenance, or reduc-
tion of symptoms

b. Different modalities of treatment that may be
useful for reducing symptoms in adults, such as
individual, group, or couples treatment

c. Efficacious and effective approaches to treatment
(i.e., different theoretical orientations), including
factors that may modify treatment efficacy or
specific therapist and client behaviors that affect
the outcome of therapy

d. Comorbidity
e. Increasingly, research in this area has integrated

findings on biological, neurological, and genetic
factors that may interact with psychosocial fac-
tors in the course of disorder.

A quick review of the table of contents in the
Journal of Abnormal Psychology (http://psycnet.apa.org/
journals/abn/) or the Journal of Consulting and Clinical
Psychology (http://psycnet.apa.org/journals/ccp/) will
help to gain a greater sense of the types of research
areas that are common in clinical adult psychology.
These journals also include articles on clinical child/
adolescent psychology and clinical health psychology.

Clinical Health Psychology. Clinical health psy-
chology also is concerned with psychopathology but
with a particular emphasis on symptoms or adjustment
that is related to some aspect of physical health. Clinical
health psychologists interested in working with youth
are referred to as pediatric psychologists. Clinical health
psychologists tend to work in general hospital settings
more often than do other clinical psychologists. How-
ever, clinical health psychologists also may open a pri-
vate practice or work in academia as professors, and
both options offer a wide range of areas for research
and clinical work. Some examples are discussed below.

Examples of Clinical Health Psychology
Research and Clinical Work. Much of the work
done in clinical health psychology is associated with
one of the following questions:

1. Do individuals with a physical illness (e.g.,
cancer, HIV) or physiological irregularity
(e.g., chromosomal abnormality) experience
psychological adjustment difficulties?

2. Can psychological interventions be used to
help increase individuals’ adherence to medical
regimens (e.g., for diabetes, asthma)?

3. Can psychological interventions be used to
help reduce health symptoms (e.g., encopresis,
pain associated with medical procedures)?

4. What factors are associated with individuals’
engagement in health risk or injurious beha-
viors, such as substance use, sexual risk beha-
viors, and weight-related behaviors?

5. What is the association between psychological
and physical health (e.g., stress, immunity)?

Be sure to check out Health Psychology (http://
www.apa.org/pubs/journals/hea/index.aspx) or the
Journal of Pediatric Psychology (http://jpepsy.oxford-
journals.org/) for some specific examples of work in
this area.

THE PH .D VERSU S THE PSY .D .

A final issue to discuss pertains to two types of doc-
toral degrees that are available in clinical, counsel-
ing, and school psychology. All of the information
above describing doctoral training has been focused
specifically on the Ph.D. degree. However, a sepa-
rate option exists for doctoral training. Although
we are not experts on this type of degree, we
offer a general description of this option here.

The Psy.D. was developed as a new type of
doctoral degree several decades ago in response to
some opposition regarding the Boulder Model (i.e.,
scientist-practitioner). Specifically, it was argued by
some that the training in science was not necessary
to become a practicing clinician, and a new train-
ing model largely emphasizing clinical work was
developed.

Today, many Psy.D. programs are available. Like
other doctoral degrees, Psy.D. programs typically take
about 4–6 years to complete (plus an internship year).
The vast majority of training experiences are clinical
in nature, and involve as well some coursework.
Some programs require a “dissertation” document;
however, this usually is smaller in scope than what is
expected in Ph.D. programs.
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Many students ask whether Psy.D. programs
are less prestigious than Ph.D. programs. Although
it is difficult to comment on this specifically, there
are some important differences between these pro-
grams that should be noted.

As mentioned above, Ph.D. programs are
almost exclusively located within university set-
tings, which are not-for-profit institutions. Some
Psy.D. programs, however, are located in for-
profit institutions, such as freestanding “Professional
Schools of Psychology.” Most Ph.D. programs typ-
ically waive tuition costs for graduate students and
offer assistantships that provide a modest annual sti-
pend (typically between $12,000 and $18,000);
many Psy.D. programs charge tuition to students,
which can cost approximately $10,000–$20,000
annually.

There currently are no formal rankings of doc-
toral programs in clinical psychology that are gen-
erally considered to be reliable or valid. However,
attempts have been made to document the quality
of graduate programs in a variety of ways. For
example, since all North American psychologists
who wish to obtain a license to practice must take
a standardized exam (called the EPPP), one metric
for examining the quality of graduate training and
graduate admissions may be to compare average
scores on the EPPP among graduates of each
program. Results from this analysis, conducted
over 10 years ago, can be found on the Web site
of the Social Psychology Network, at http://www.
socialpsychology.org/clinrank1997.htm. These data
should be interpreted with caution. However, a
notable trend is evident. The average mean of
EPPP scores from Psy.D. programs is notably
lower than that of Ph.D. programs.

Overall, the Psy.D. option can be an excellent
choice for students who are interested in obtaining
a doctoral degree in psychology and have decided
that they do not wish to be involved in research—
either during graduate training or during their
career. However, the Psy.D. option should be exer-
cised cautiously. Some very high quality programs
are available (often those that are at not-for-profit
institutions), and excellent training is certainly pos-
sible. However, applicants will need to do their

homework to thoroughly investigate the adequacy
of training if pursuing this type of degree.

The Council of University Directors of Clinical
Psychology (CUDCP) has produced a set of guide-
lines for students who are interested in pursuing
clinical psychology careers. This document can be
found on the Web site of the CUDCP, under
Graduate Training: http://cudcp.us/files/Reports/
CUDCP_2011_Psy_Grad_School_Fact_sheet.pdf

Deciding Where and When to Apply

We hope you have begun to gain some insight into
the type of career you may wish to pursue and that
you have considered various possible graduate pro-
grams that may be right for you. You may be won-
dering whether you can apply to more than one
type of graduate program.

In short: Yes. Application to different types of
graduate programs is somewhat common. Given
how low admissions rates are for clinical psychol-
ogy Ph.D. programs, applicants sometimes also
apply to other types of graduate programs in
related disciplines.

Some applicants apply to graduate school
during their senior year in college. However, an
increasing number of applicants wait for 1 to
3 years, during which time they work as a postbac-
calaureate research assistant or in a related position.
Neither of these options in itself is likely to deter-
mine the outcome of your applications; however,
obtaining a “postbac” position may help you gain
needed experience. Apart from CV (curriculum
vitae)-building, the decision to take time away
from school may be a personal decision based on
your readiness. Some pros/cons are listed next.

Taking Time Away from School: Pros

■ Being a graduate student is a very different
experience from being an undergraduate stu-
dent, and for many people it can be difficult to
make this transition with only a summer in
between. Graduate school in psychology is not
about studying well for tests and maintaining a
high GPA. In a doctoral program, you will be
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working with professors as colleagues. You will
likely be responsible for organizing and run-
ning large projects. You will be expected to
balance these duties with your coursework.
You will be expected to actively participate in
most of your classes, some of which may have
only a handful of students. In many clinical
psychology programs, you will likely begin
conducting assessments and/or therapy with
real clients very early in your graduate training
(possibly at the end of your first year).

■ It can be challenging to apply to graduate
school while balancing college coursework and
perhaps a senior honors thesis. Applying once
out of school (especially if working a “9 to 5”
job) may allow an applicant more time to
complete applications.

■ Working in a psychology lab after college may
be necessary for admission to a top clinical
psychology program if you received little
research training as an undergrad.

■ Working in a psychology lab or a related
organization after college can help you refine
your research interests, figure out what you
want to study in graduate school, and figure
out which type of graduate program might be
best for you.

■ Applying to graduate programs after complet-
ing all undergraduate coursework and projects
allows applicants to discuss their completed
undergraduate honors thesis (if applicable)
during the application process (e.g., in personal
statements and during interviews).

■ Working a full-time job before graduate school
may allow applicants to save up money that can
be very helpful to have as a graduate student.

■ It is not a good idea to enter graduate school
immediately following college “just to get it
done.” In the larger scheme of your life, it
probably will not matter if you get your doc-
toral degree at age 28 or age 30, and you will
probably not be a happy graduate student if
you try to race through graduate school with
the goal of just finishing.

Taking Time Away from School: Cons

■ Some people do not want to lose momentum:
They are ready to begin graduate school and
have no interest in taking time off in between.

■ Trying to find a psychology-related job for the
year or two in between college and graduate
school may be challenging and stressful.

■ If you apply to graduate school while still in
college, you will be able to consult professors
and graduate students in person as you decide
which schools to apply to, work on your per-
sonal statements, and complete your
applications.

■ If you apply to graduate school while still in
college, you will be able to distribute materials
for letters of recommendation in person, pick
up transcripts in person, perhaps visit your
college’s Writing Center for help with your
personal statement, and have access to all the
resources a college campus offers.

■ It is easier to defer student loans if you remain a
full-time student without a break in between.

■ If you go straight through from college to
graduate school, you will finish grad school
earlier; if you graduate from college at age 22,
you could have your Ph.D. by age 27. This is
very appealing to many people.

Before You Apply: Enhancing

Your Application

Years before you submit your application to doc-
toral programs in clinical psychology, you can
accrue experiences that will help build your creden-
tials. Two such opportunities are discussed next:
research and clinical experience.

Obtaining Research Experience. Perhaps the
single most important thing you can do to improve
your chances of graduate school admission is to
obtain research experience. However, note that
research experiences can vary considerably. As an
undergraduate student, you may have opportunities
to become involved in a faculty member’s lab and
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to engage in a variety of possible tasks. It is quite
common for undergraduate students to assist with
data entry, library research, data coding, data collec-
tion—perhaps involving interactions with research
participants or other tasks that may be specific to
the type of research you are interested in (e.g.,
computer programming, creation of study materials
or stimuli, statistical analysis).

What is the best research experience to get? No
single type of research experience is necessarily bet-
ter than another (although some are admittedly
tedious, perhaps). More important is that your
research experience helps you to accomplish three
goals. First, it is important for you to become
exposed to the research process to determine
whether you enjoy this type of work. You will
undoubtedly observe that research is a very time-
consuming, detail-oriented, meticulous endeavor
that may take months or even years before achiev-
ing results. Research also can be remarkably invig-
orating, allowing you to examine ideas that are
important to you, rigorously test these ideas, and
then disseminate your results to the international
community of psychologists through conferences
or manuscripts! Research is not for everyone, and
this exposure may help you to learn whether this is
an activity that you want to become thoroughly
involved in for many years to come. If you do
not find that you have a passion for at least one
aspect of the research process, it may be challenging
to retain the stamina needed to successfully com-
plete independent research projects as a graduate
student.

A second goal of your research experience is to
learn about the type of research questions that
interest you the most. Assistance on a study related
to adolescent girls’ depression may help you to learn
that you enjoy, or do not enjoy, working with
adolescents, examining gender-related issues, or
studying internalizing disorders, for instance. Your
work on a project examining therapy process vari-
ables that increase the efficacy of behavioral treat-
ment of externalizing symptoms may help you
appreciate applied research questions or increase
your desire to study precursors that predict the
onset of oppositional behaviors. Importantly,

when you apply to graduate programs, it will be
necessary for you to have some focus regarding
the type of research you would like to conduct.

Third, and perhaps most important, it is essen-
tial that your research experience allow you to
become educated regarding the scientific questions
under investigation. Too many undergraduate stu-
dents gain research experience that helps to develop
specific skills (which is certainly very important!),
but not a broader understanding of what the
research is about or why it is being conducted.

Offering a scientific contribution to the
research project can be difficult and intimidating,
however. Some students feel reluctant to offer
ideas and input during lab meetings that include
mostly graduate students, postdocs, and faculty
members. It also may feel somewhat challenging
to schedule an individual meeting with your faculty
mentor to discuss your ideas. We strongly recom-
mend that you attempt to do so, however, to get
the most out of your research experience. A good
start is to request some articles that will help you to
read a bit about the area under investigation. Then,
it is worth spending a few hours on PsycInfo look-
ing for related articles that help you to understand
how multiple investigators have thought about the
issue you are studying. Then try asking some ques-
tions or offering some opinions and thoughts dur-
ing a lab discussion. Your ideas do not need to be
revolutionary; they should simply help you to
understand more of what is going on and indicate
your interest and curiosity. For instance, you may
want to know: “Why are we measuring variable X
this way?” “Is this related to theory Y that is dis-
cussed in this article I read?” “I wonder if examin-
ing Z would help us to understand the issue better.”

Your research experience should help you to
“think like a scientist,” and even if you are simply
entering data, you might be able to observe some-
thing that allows you to develop a question about
the nature of whatever it is that you are studying
(e.g., “Everyone responds with a ‘1’ to this item;
perhaps we are not assessing this well”). Incidentally,
demonstrating this ability to your faculty supervisors
also will help them write you a letter of recommen-
dation when you apply to graduate school.
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As we have discussed, admission to psychology
Ph.D. programs is quite competitive. Successful appli-
cants now typically have amassed considerable research
experience before applying to doctoral programs. In
addition to work in a research lab as a volunteer, or
for a semester of course credit, other options include
the completion of an honors thesis or taking a full-time
research assistant position for 1 to 2 years following the
completion of the undergraduate degree. The honors
thesis is a particularly excellent opportunity to gain
research experience; the thesis helps you to develop
and demonstrate independent research skills by devel-
oping and testing your own hypothesis. The thesis also
helps you to gain substantial exposure to a faculty
member who can provide mentorship on your thesis
and later write you a letter of recommendation. A full-
time research assistant position also can be a terrific
opportunity. In this role, you will develop advanced
knowledge and skill in the detailed procedures
required to conduct an investigation, to work closely
with a faculty member, and often to supervise under-
graduate research volunteers.While neither the honors
thesis nor the research assistant position is required for
entry into graduate school, a remarkably high propor-
tion of successful applicants to top Ph.D. programs do
have one or both of these experiences.

Obtaining Clinical Experience. Many students
ask whether they need to obtain clinical experience
to gain entry into doctoral Ph.D. programs in clini-
cal, counseling, or school psychology. In our opin-
ion, the short answer is: No.

Clinical experience allows you to gain exposure
to populations who are experiencing psychological
symptoms. For this reason, it can be a good experi-
ence, and perhaps one that you should have before
embarking on a clinical career. This experience also
will help you learn to develop rapport with indi-
viduals of different ages and in different settings.
Some clinical experiences occur in excellent treat-
ment facilities (or in treatment/research summer
camps for youth with psychopathology), and these
particularly can be excellent experiences.

However, since your role during this clinical
placement will not be that of a true clinician, the
skills you develop are not necessarily going to

increase the attractiveness of your application signif-
icantly. In other words, you will learn all you need
to know about clinical work during graduate
school, so these experiences are not needed to dem-
onstrate any specific expertise. If you believe this
experience will help you determine your interests
and career choice, then it is a terrific idea. If you
have already decided to apply to clinical Ph.D. pro-
grams, and you have a choice between a research
and clinical experience, then choose research,
research, research.

Applying to Ph.D. Programs in

Clinical Psychology

Table 1 offers a sample timeline to help accom-
plish the many tasks that are required when
applying to doctoral programs in psychology. This
section offers a few considerations for several of
these steps.

Selecting Potential Schools

and Mentors

For most graduate programs in psychology, you
will be working with a primary research advisor,
becoming immersed in various projects in his or
her lab. In most cases, the match between you
and your advisor is even more important than the
characteristics of the overall program. It is important
that this person’s research thrills you, because you
will be working on that research for 4 to 6 years!
Keep in mind that if you do not have research
experience in a potential advisor’s area of expertise,
you will need to be able to explain clearly in your
personal statement how your interests have led you
to apply to work with this person and why you
think you are a good match for the lab.

This reflects a general issue related to your
decisions on how to select graduate programs.
You probably are already aware that at the next
stage of your career, your graduate school experi-
ence will be evaluated not simply based on the rep-
utation of your Ph.D. program but also on the
reputation of your mentor and your productivity
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T A B L E 1 Monthly Tasks for Successfully Managing the Clinical Psychology Graduate School
Application Process

Prior to August of the year in which you are applying
■ Obtain research experience
■ Choose type(s) of programs to apply to
■ Study for and take the General GRE

■ Send score reports to schools you are most inter-
ested in

■ Keep track of which schools are sent these scores; as
score reports are sent following each test, some
schools may not receive both your general and psy-
chology scores, so it will be necessary to send
another score report after you have taken both tests

■ (If necessary) Study for and take the Psychology GRE
■ Send score reports to schools you are most inter-

ested in
■ Keep track of which schools are sent these scores

(see above)

August
■ Research schools and advisors
■ Read sample personal statements
■ Create a draft of your CV

■ Ask for comments from mentors, university career
center, etc.

September
■ If not listed on their Web site, contact potential

advisors to see if they will be taking students
■ Finalize list of schools to apply to
■ Create an organizational system for applications

■ Obtain and file paper copies of all application
materials for reference

■ Ask professors to write your letters of recommendation
■ Include a copy of CV, list of schools, and deadlines
■ Ask for writers’ preferences (e.g., whether theywant

to submit materials online or through the mail;
when they would like to receive reminder e-mails)

■ If sending paper rather than online letters, pro-
vide recommenders with prestamped, pread-
dressed envelopes, and be sure it is clear which
envelope goes with which school

■ Brainstorm and write first draft of personal statement

October
■ Solicit feedback from mentors on personal statement

draft
■ Order remaining GRE score reports
■ Order transcripts

■ Write drafts of supplemental essays
■ Begin filling out application forms online

November
■ Final draft of personal statement and supplemental

essays
■ Complete application forms for all Dec. 1 deadline

schools
■ If mailing forms, make sure to mail several weeks

in advance
■ Check to make sure all materials have been

received
■ Check with recommenders about letters
■ Last chance to take the Psychology GRE

■ Order remaining GRE score reports

December
■ Complete application forms for remaining schools

(if mailing forms, make sure to mail several weeks
in advance)
■ Check to make sure all materials have been

received
■ Thank everyone who helped you with the application

process
■ Breathe a sigh of relief and enjoy the holidays!

January, February, March
■ Receive interview offers (phone interviews and offi-

cial visits)
■ Prepare for interviews:

■ Look up work by potential advisors
■ Make lists of questions for potential advisors and

current graduate students
■ Go to interviews:

■ Dress professionally
■ Ask lots of questions
■ Be gracious towards everyone you meet

February, March, April
■ Thank people who interviewed you and reiterate

your interest in the program
■ Hear back from schools after interviews

■ If multiple offers, narrow down as quickly as
possible

April
■ Make your decision!
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with that mentor during graduate school. This is
different from the undergraduate application expe-
rience, which can be discussed in terms of various
ranking systems of university reputations (e.g., U.S.
News and World Report). Remember, rankings are
not generally considered to be very reliable for
Ph.D. psychology programs (at best, one might
use existing graduate ranking systems to identify
programs in the top quartile, second quartile, etc.,
but rankings more specific than that are somewhat
arbitrary). Ph.D. programs in clinical psychology
sometimes are located within universities with
excellent reputations for undergraduate training,
but sometimes not. Similarly, the best possible
mentor with whom to study a particular area of
research sometimes will be located at a graduate
program generally regarded to be of high quality,
but sometimes not. Thus, your application deci-
sions may reflect an interest in a program, a mentor,
or both. Your personal statement should reflect
these interests.

You can learn a lot about a potential advisor
through online searches. Here are some specific
things to look for while deciding whether to
apply to work with a psychology professor:

■ How many publications does he or she have? If
there are many, then it may be more likely that
you will have an opportunity to earn author-
ship on many publications during your time in
graduate school.

■ Are the publications in good journals? (You
can ask a graduate student or professor for help
in determining this.) Both quantity and quality
of publications will be important when people
evaluate your research productivity later in
your career.

■ Are the graduate students in this person’s lab
also authors on the publications?

■ Is this person an assistant, associate, or full
professor? People differ in their opinions about
whether it’s better to work with a young pro-
fessor or a tenured professor. Assistant profes-
sors need to produce high-quality research and
high-quality publications in order to get ten-
ure, which will likely have benefits for their

graduate students’ productivity and CVs. On
the other hand, assistant professors are less likely
to have job stability and connections in the
field than tenured professors, and they may
have less energy to focus on their graduate
students’ careers, compared to tenured profes-
sors who are no longer struggling to build their
own careers and reputations. However, yet
another factor to consider is that very senior
faculty members may not be as actively
involved in new research projects as professors
earlier in their careers.

When evaluating the quality of clinical psy-
chology Ph.D. programs, pay attention to the
program statistics posted on their Web sites. All
APA-accredited psychology doctoral programs
(i.e., clinical, counseling, and school psychology
only) are required to report statistics such as average
GRE scores and GPAs, acceptance rates, and aver-
age time it takes students to get through the
program. Be wary of programs that do not have a
high completion rate; it may be a bad sign if many
students are not finishing the program. Also, a less-
understood but very informative statistic is the
match rate—the percentage of students who were
placed in one of their top-choice internship sites
after completing their coursework and dissertation.
Most top-quality programs have average match
rates (across 5 years) of at least 75%.

The General GRE

GRE scores are used as an important marker of
potential success in graduate school. As with GPA,
the higher the score, the better. The General exam
has recently changed in format and scoring. Conse-
quently, percentile scores are often evaluated more
closely than the standardized scores. The program
Web sites mentioned above include data regarding
the averages and ranges of GRE scores for admitted
students. Also, the APA offers a book with infor-
mation on every program, as well as data regarding
admission criteria, called Graduate Study in Psychol-
ogy. You can find the latest edition through the
APA Web site: http://www.apa.org/pubs. In prac-
tice, we believe most all successful applicants
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achieve scores exceed the 75th percentile on each
section; however, significant deviation in these scores
is allowed when considering cultural and language
limitations of the GRE. The more competitive the
program (i.e., the smaller the ratio between
accepted applicants/total applications), the higher
the GRE score that is needed to gain admission.

The Psychology GRE

The Psychology GRE used to be relatively unim-
portant to most doctoral programs in psychology.
However, this may be changing as the Psychology
GRE may be used to help fulfill competencies
required within the doctoral training sequence for
clinical, counseling, and school psychology pro-
grams. In addition, a minority of doctoral programs
place very high priority on the Psychology GRE
during the admissions process.

The Psychology GRE is very different from
the General GRE. The Psychology GRE straight-
forwardly assesses your knowledge of the subfields
of psychology. There are fewer strategies and
“tricks” you can learn for this test; you simply
have to learn the material. If you are a psychology
major, you likely will already have learned most of
the relevant material but will need to refamiliarize
yourself with it, and there may be areas of psychol-
ogy to which you have had less exposure. If you
were not a psychology major, you will have to learn
more new material. Also, if you were not a psy-
chology major, your score on this test will be
more important than it is for psychology majors;
for nonpsychology majors, the score demonstrates
to admissions committees whether you have the
appropriate background knowledge that psychol-
ogy majors should have learned during college.

Contacting Potential Mentors

With the advent of e-mail, students more commonly
began to write potential mentors to inquire whether
applicants would be accepted in the lab this year
and/or to generally express an interest in the gradu-
ate program. This is a terrific idea, and many mentors
will be very appreciative of such e-mails.

However, it is important to remember that
some mentors may receive a large number of
e-mails from applicants during high peak months
of the application process. Therefore, it is important
to be patient and forgiving when waiting for a
response from faculty. It also is often a good idea
to carefully review information available on the
program and the faculty member’s Web sites, as
answers to some of your questions may be available
online. Most faculty will be happy to answer your
questions and correspond when possible. Be aware,
however, that such correspondence is certainly not
necessary and often plays little to no role in your
admissions outcome.

If you do e-mail professors, make sure your
e-mails are professional, are not overly wordy, con-
tain no typos, and do not include questions that are
answered on the program’s Web site.

If you e-mail a professor to ask if he or she is
taking students because the info is not on the Web
site and if the professor does not respond, you can
contact the program administrative assistant or you
can go ahead and apply. Some faculty members do
not know if they will accept students until later in
the year; they may be waiting to hear about fund-
ing, or they may want to see the applicant pool
before deciding whether or not they want to inter-
view people.

Keep in mind when you write to and/or talk
on the phone with program administrative assistants
that they often play a huge role in the application
process. In some programs, it is the administrative
assistant who first reviews all applications and de-
cides which ones will be passed on to faculty. If you
are rude or condescending in your e-mail or phone
contact with an administrative assistant, the director
of the program will probably hear about it.

Letters of Recommendation

Most schools ask for three letters of recommenda-
tion. At least two should be from people with doc-
toral degrees in psychology. The people whom you
ask to write your letters should know you well as a
student. At least one of your letter writers should
be able to comment on your research skills and
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experiences as well. It sometimes may make sense
to include four letters, but please keep in mind that
doing so requires more reading for bleary-eyed
application reviewers, and an extra letter does not
gain you any extra credit.

Letters of recommendation are extremely
important, so choose your recommenders wisely.
These letters are the tools potential mentors will
use to decide whether you would be a good person
to have in the lab for 4 to 6 years; this is not trivial
decision. A bad or even a lukewarm letter of rec-
ommendation can substantially diminish your
chances of admission. Potential advisors will not
be impressed by letters that offer “faint praise”;
your letters should come from people who know
you very well and who will be able to offer very
detailed and enthusiastic comments and praise
about your strengths as a student, research assistant,
and lab member.

It is a good idea to send your letter writers the
full list of schools to which you are applying as
soon as it is final. Depending on your relationship
with each letter writer and how organized they
seem, it may be a good idea to send reminders
about upcoming deadlines as they approach (but
refrain from sending an annoying number of
reminders!). It also may be helpful to give each
of your letter writers a copy of your curriculum
vitae (CV) or résumé, depending on how well
they know you.

No matter how or when you are asking some-
one to write you a letter of recommendation,
remember that they are doing you a favor. Your
goal should be to make your letter writers’ job as
smooth and easy as possible. Make sure to ask
exactly how they would like you to send them
the materials. Many professors are willing to submit
recommendation materials online (and many pro-
grams now highly encourage or even require this),
but some professors prefer to submit the materials
offline (i.e., printing the letters and sending them
through the mail). From your perspective, it will be
much easier and simpler if your letter writers submit
their materials online, but you should respect their
preferences, unless you are applying to a program
that requires materials to be submitted online.

The Personal Statement

The vast majority of personal statements follow an
identical format. First, a brief anecdote is offered
describing a watershed moment in which the appli-
cant fully realized an interest in psychology. Next, a
brief section describes the applicant’s enthusiasm for
one or more psychology undergraduate courses.
Research experiences then are described in succes-
sion. For each experience, the title and principal
investigator of the project are listed, followed by a
list of the applicant’s responsibilities and tasks on the
project. The statement often ends with a brief par-
agraph describing research interests, career interests,
admiration of the graduate program, and perhaps
the name of a specific potential mentor or two.

This type of personal statement is fine. It
accomplishes many of the main objectives that the
personal statement is meant to serve. It indeed is
important to clearly state research experiences, to
express enthusiasm for and a match to a specific
aspect of the graduate program, and to articulate
clear research and career goals. It also often is a
good idea to identify a potential mentor.

Yet, this type of statement is not quite as effec-
tive as it may be, in part because so very many
statements appear to be remarkably similar to one
another. We believe that the statements that truly
distinguish themselves are those that demonstrate
evidence of the potential to become an indepen-
dent investigator. As a graduate student, you will be
expected progressively to develop research skills
that will establish you as an independent scholar.
To the extent that it is possible to convey this
within the personal statement, you may be able to
make your potential to excel as a graduate student
very clear to the reader.

Listing research experiences, principal investi-
gators, and project responsibilities can accomplish
an important goal. Often, your experiences will
reflect exposure to a project with goals that are
particularly relevant to the potential mentor’s own
research; a large, impressive project; or an under-
graduate mentor who is known for producing
excellent training experiences among their students.
This can indeed be very helpful to your application
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in that it expresses a great foundation on which to
build during graduate training. If your potential
graduate mentor is familiar with your undergradu-
ate mentor’s work and reputation, you may benefit
from positive assumptions and attributions made
about you and your undergraduate work.

Conveying an accounting of your various
responsibilities on research projects also can be use-
ful to help describe your readiness to assist in ongo-
ing projects in your graduate mentor’s lab. You
may even possess a particular skill that is lacking
and needed in the lab; thus, you will be a particu-
larly strong asset to your new environment.

Graduate mentors may differ in their selection
criteria. Many are extremely excited to have an
enthusiastic and experienced applicant join the
lab. Others may be mostly concerned with your
academic ability and interest in their research,
knowing that they can train you to complete what-
ever tasks are needed in their lab. However, all
graduate mentors likely are invested also in seeing
you succeed as an independent scholar. Thus, we
believe an applicant “can’t go wrong” by going a
step beyond this common format and clearly con-
veying an aptitude for independent research.

Perhaps more important than a list of prior
research experiences and responsibilities is a brief
description of what you learned from each of these
research experiences. What was the project about?
What were the hypotheses that interested you the
most? Are you familiar with any of the literature
that is related to the research project? How did
your experience in this research project help shape
your interests?

In other words, the personal statement should
not simply restate your CV or résumé, but rather
should help the admissions committee understand
what is “between the lines” of your CV/résumé.
A description of your responsibilities might indicate
that you “coded and entered data using SPSS on a
project examining autism.” But in addition to this
information, you might also indicate that “the proj-
ect was designed to examine the efficacy of IBT
treatment” and that you were “particularly excited
by the opportunity to examine different treatment
approaches in an applied research setting,” or that

you “observed that children’s intellectual ability
notably changed the presentation of PDD symp-
toms,” leading to your “strong interest in studying
Asperger’s disorder.”

As you can see, the inclusion of these state-
ments is perhaps somewhat subtle. However, we
believe it can be quite helpful for the admissions
committee to “see how you think,” understand
the motivations behind your research interests,
and also your knowledge of the literature or theo-
ries involved in your past work. The applicants who
do this successfully have personal statements that
appear qualitatively different and often are more
successful.

Should You Mention a Specific Mentor? Short
answer: Yes. But keep in mind that programs vary
considerably on how graduate students are selected.
Some programs allow each faculty member to make
unilateral decisions regarding graduate admissions.
Thus, your application is really meant to convince
a single person to admit you, and your potential
match with that person will be evaluated directly.
Other programs make group-based decisions to
varying degrees. It still may be important to express
a match to a specific mentor, but your general
match with the program, and perhaps with other
potential mentors, also will be evaluated.

When listing the name of a specific potential
mentor, this statement should be accompanied by a
discussion of why you want to work with this pro-
fessor, what you specifically hope to study with this
person in graduate school, and how your back-
ground and interests make you a great match for
this person’s lab. Some professors will do a search
for applications that contain their name and then
read those personal statements. It can also be a
good idea to name a second professor whose
research interests you, but if that person studies
something completely different from the first per-
son you mentioned, this will suggest that you have
not focused your research interests. For example, if
you say you are interested in the research of a pro-
fessor who studies adult anxiety disorders and at the
end of the essay you state that you are also inter-
ested in the work of a professor who studies
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childhood externalizing disorders, these two profes-
sors might question your commitment to their spe-
cific areas of research. You want to convince the
person reading your essay that he or she is the best
match for your research interests and that you are
the applicant who can offer the best contributions
to that lab. To do this successfully, it is important to
create a clear picture of how your interests devel-
oped. Many people make the mistake in these
essays of talking about their general interest in psy-
chology, then their coursework, then their lab
work, then their specific research interests, in dis-
crete paragraphs with no clear “arc” showing how
all these experiences are linked.

Some applicants apply to work with a professor
whose research interests are quite different from
those the applicant has studied in the past. For
example, perhaps you are interested in studying
ADHD in grad school, but as an undergrad you
studied bipolar disorder. If this is the case, your
job in the personal statement is to clearly explain
why you would nevertheless be a good match for
this lab. The person reading your personal state-
ment may be reading essays from dozens of other
applicants who have worked for two or more years
in an ADHD lab, so you will need to convince this
professor that there are other excellent reasons to
offer you an interview. Think about the aspects of
your training that have prepared you for research in
ADHD and that have more broadly prepared you
for success as a graduate student. Put yourself in the
shoes of the potential future advisor reading dozens
of essays and then critically read your own essay
from the perspective of this specific professor, ask-
ing yourself: “Would I want to offer this applicant
an interview?”

After Applications Are Submitted:

How the Admissions Process Works

Admission into psychology clinical Ph.D. programs
is highly competitive. In fact, admission to clinical
programs is more competitive than any other type
of graduate program, including law, medicine, etc.
For many clinical programs, approximately 2–5% of
applicants (often about 3 to 8 out of 150 to 350) are

admitted. Every graduate program in psychology
differs in their evaluation and admissions proce-
dures, but most all programs use some type of mul-
tiple hurdle system that evaluates applicants in
several stages based on different sets of criteria.
These hurdles and criteria are discussed below.

Educational Background

Typically, the evaluation of applications begins with
a review of basic educational credentials. Some-
times this stage of the evaluation process is con-
ducted by the university’s graduate school, or an
administrative person, rather than a psychology fac-
ulty member. Thus, the review is fairly brief, blunt,
and admittedly imperfect. Factors evaluated include
the quality of the undergraduate institution, the
undergraduate GPA, and the GRE scores.

At this stage, you likely already have selected,
and perhaps are close to graduating from, your
undergraduate institution. There is little you can
do to change that now.

Which GPA? Students often ask whether their
overall GPA or their psychology (major) GPA
will be evaluated. In our experience, the overall
GPA is given far more weight than the psychology
GPA. In many cases, however, undergraduate stu-
dents began school with hopes of pursuing a pre-
med curriculum, then, after several low grades,
switch career aspirations. In such cases, an appli-
cant’s overall GPA may suffer from these few low
grades. In this situation (particularly if this has been
noted somewhere in the application; most appro-
priately by a professor writing a letter of recom-
mendation), the evaluator may briefly glance at
the transcript to see if a single outlier grade or
two is contributing to a low overall GPA. To be
frank, however, we believe that even in this situa-
tion evaluators will focus only on the overall cumu-
lative GPA. For clinical Ph.D. programs, it is
extremely rare for students to be admitted with a
GPA below 3.0. The vast majority of admitted stu-
dents have a GPA above 3.4 or 3.5. As noted
above, you can visit the Web site of almost any
accredited clinical, counseling, or school psychol-
ogy program to obtain GPA averages and ranges
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from the last few classes of admitted students (look
for links that indicate “performance and outcome
data”). A link to data for all programs in clinical
psychology can be found on the Web site of the
Council of University Directors of Clinical
Psychology (CUDCP): http://cudcp.us/address/
univlinks.php.

Students sometimes ask whether specific
undergraduate courses might increase or decrease
the likelihood of admission. In reality, transcripts
are infrequently scrutinized, particularly for psy-
chology majors. Because the psychology major typ-
ically includes a similar set of classes in most all
undergraduate institutions (e.g., research methods,
statistics), it often seems unnecessary to examine the
course choices of every applicant. You will not get
into graduate school simply because you took one
or two advanced or difficult courses, and you will
not be denied admission simply because you took
Advanced Basketweaving as an elective.

What If You Didn’t Major in Psychology? The
vast majority of admitted students have majored in
psychology. But a significant minority has not.
Applicants who have not majored in psychology
likely need to have even more research experience
to demonstrate a familiarity with the field. The psy-
chology GRE score also may be more heavily
weighted for these applicants.

General Match to Program Values and

Training Experiences

Students who make it past the first hurdle of appli-
cation evaluation (anywhere between 20% and 50%
of applicants do) next are evaluated to determine a
general match to the overall program values and
possible training experiences. There are three
main reasons why an application would not make
it past this hurdle:

1. The students’ career interests simply do not
reflect the values of the program. Perhaps most
commonly, an applicant applies to a program
that emphasizes research training yet expresses
no interest in research and/or has no research
experience. Or, conversely, it may be that a

student with an exclusive interest in research
applies to a clinical program that emphasizes
clinical training. Or, a student may express an
interest in a specific theoretical orientation that
is not emphasized by the graduate program.

2. The student expresses an interest in an activity
(e.g., studying schizophrenia) that simply is
unavailable. This may be for one of four
common reasons:

a. First, it may be that this training experi-
ence never has been offered in the pro-
gram, and the application appears to have
been submitted merely due to the reputa-
tion or location of the program.

b. Second, it may be that the activity was
directed by a faculty member who has since
retired or left the university. It is essential
that you check the Web site regularly for
each program to which you apply.

c. Third, it may be that the faculty member
providing this activity is still in residence but
will not be accepting a student this year.

d. Fourth, the faculty member is in residence
and accepting students but has changed
research interests recently.

Regarding points (c) and (d), please
see information above regarding suggested
strategies for contacting potential faculty
mentors before the application process.

3. The application contains information that is
widely inappropriate and unprofessional. Appli-
cants who disclose their own psychopathology, for
example, are often “screened out” at this stage.

Specific Match to a Mentor and

Research Program

At this stage during the admissions process, each
faculty mentor who is accepting students usually
offers input regarding 5 to 20 applicants who have
excellent educational credentials and are a general
match to the program. At some programs this is
referred to as the “short list.” This stage of the
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admissions procedure becomes remarkably difficult
for the faculty member and/or admissions com-
mittee. Quite frankly, there are many extremely
well-qualified applicants, and by this stage of the
process, it often is apparent that any one of the
short-list members would do quite well in gradu-
ate school. Similarly, many faculty feel that they
would likely be happy with any of these highly
talented applicants.

Yet, decisions nevertheless need to be made,
and the types of factors that go into admissions
decisions at this point can be inconsistent or even
unpredictable. In other words, students who make
it to the short list and then the interviewing stage
should not feel personally offended if later denied
admission. This is truly a difficult process.

Despite some of the idiosyncrasies and seren-
dipity involved in this stage of the process, there are
some clear factors that still can make a difference in
your fate, including the personal statement
described in the previous section and the interview,
described next.

The Interview

Waiting to receive interview offers from schools
can be a very stressful, anxious time for applicants.
Interview offers may come by e-mail or phone
between early January and mid-February. In some
rare cases, they might arrive earlier or later. They
might come at any time of day. In most all Ph.D.
programs in clinical psychology, the interview
occurs before final admissions decisions have been
made.

Note that it is becoming increasingly common
for professors to have phone interviews with their
top applicants prior to offering invitations for in-
person interviews. Sometimes professors who
want to conduct phone interviews will e-mail
their applicants in advance to schedule a phone
date. However, other professors may call you unex-
pectedly to have a spontaneous phone interview.

At most universities that conduct in-person
interviews prior to admissions decisions, about 3
to 6 applicants are invited for an interview for
every one admissions slot available. Suddenly, the

odds are looking much better for you! The 100 to
600 applications received by some doctoral-level
psychology graduate programs have been narrowed
to just a few dozen, and for the lab you are most
interested in, just a small handful of applicants will
be coming for an interview. However, referring to
this next stage of the process as an “interview”
incorrectly portrays the experience as a process in
which faculty are exclusively selecting students. In
reality, a large proportion of interview-invited
applicants have more than one site to visit, which
means that students are evaluating and selecting
programs as much as vice versa. You have a lot of
“power” in this situation, and you will need to
gather a lot of information to make one of the
most important decisions of your professional life.

Scheduling the Interviews

Although occasionally a program may be able to
help defray the costs of your interview travel, it is
most likely the case that you will need to pay for all
travel expenses on your own. Once you hear about
an interview, you will probably get some details
from the program about ways that they can help
you make your travel as easy as possible. Many pro-
grams will have someone take you to/from the air-
port, and most all will give you the opportunity to
stay with a graduate student to eliminate hotel
expenses. Keep in mind that flights are commonly
delayed in winter, and luggage is lost frequently.
Plan to wear a suit on your interview day, and
consider packing it in your carry-on bag.

One of the first questions that arises when
applicants begin hearing about interviews pertains
to inevitable dilemmas in scheduling. Most inter-
views occur in the months of January, February,
and March. With just a few possible weekends to
organize a day for applicant interviews, it is quite
likely that you will experience a scheduling conflict
between two schools that have extended invita-
tions. Sadly, there is no easy solution to this
dilemma. Some schools may offer multiple dates
for you to visit; others will not. Sometimes you
can arrange your own informal visit on a date that
is convenient for you; however, the depth of
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information and number of people who will meet
you likely will be reduced as compared to the expe-
rience you would have on the formal “Interview
Day.” In some cases, you may learn of an impend-
ing conflict between a site that has offered you an
interview and another site that has not yet but
might soon extend an invitation for the same
date. It is perfectly appropriate to call a site and
ask when their interview dates may be, but of
course, do not assume that you will be getting an
interview, and be sure not to sound presumptuous
in your request for information.

When dealing with such scheduling conflicts,
please be extremely sensitive to the difficulties
involved for the program in coordinating a large
interview day for its applicants. A tremendous
amount of planning and expense is dedicated to
these days; be sure to request exceptions only
with great care and consideration for how much
work is involved for your hosts. Also, if wrestling
with a scheduling conflict, make sure your commu-
nication with a program clearly expresses your
interest level in the site accurately. If you must can-
cel, rearrange, or decline an interview invitation, be
sure that the faculty understand whether this is a
reflection of your interest in their program.

Thanks to modern technology, sometimes it is
possible to be at two places at once. For instance, if
you request early-morning interviews at one site, you
may be able to schedule late-afternoon interviews at
another by Skype or phone. Although this is certainly
not a perfect solution, and could require some flexi-
bility and understanding among your sites, it may be a
workable solution in today’s technology age that helps
to resolve a conflict. If a site invited you for an inter-
view, they know that you are a strong applicant and
should not be surprised to learn that you have gotten
other interview offers as well.

What Will Happen During

These Interviews?

Most applicants return from interviews quite sur-
prised at how little they were interviewed! In
other words, most expect to be asked many ques-
tions, but in fact find that they are doing most of

the asking during these visits. This is an extremely
important reality that will help you prepare for the
interview in a way that is different from what you
may have expected.

No faculty member will quiz you on statistics,
the details of their own recent publications, or the
names of historical figures in psychology. Preparing
for the interview should not feel like studying for a
psychology midterm. Rather, you should create a list
of many questions that you would like to ask while
on the interview. In fact, we would suggest that you
never run out of questions! Asking questions is a
great way to get answers, but for interviewing pur-
poses, it also is a terrific way to convey that you
know what you are getting into, you understand
what graduate training will involve, you are enthu-
siastic about this opportunity, and you are conscien-
tious enough to have done your homework about
the program and its training opportunities.

But how do you know what type of questions
to ask? Unfortunately, most all graduate programs
in clinical psychology sound very similar on paper
and on the Web. It is hard to get a sense of the
factors on which programs vary until you have vis-
ited a few. This will not be a problem when you
arrive at your fourth interview, but how will you
know what to ask on your initial interviews?

One recommendation is to download the pro-
gram handbook from two to three graduate pro-
grams; it does not matter if they are programs you
applied to. Any handbooks will do. Skim through
them, and you will start to notice differences. Some
may mention multiple practicum opportunities;
others will have a standardized training sequence.
Some may give students many choices in course-
work; others may provide more structure in stu-
dents’ schedules. Some programs offer teaching
and research assistantships (TAs and RAs); others
may offer fellowships too. Some may have a com-
prehensive exam, a qualifying exam, an area paper,
or none of these. Some may require students to
complete a master’s thesis; others do not. As you
look through handbooks, you may notice a few
factors that are especially important to you, and
this will give you some ideas of what things to ask
when meeting with faculty and graduate students.
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Questions to ask potential advisors:

■ What is your mentoring style?
■ How does one earn authorship in this lab?
■ How do students select research topics for their

own thesis/dissertation, and what role do you
play in this process?

■ What role do you see me having in this lab if
I come here? Is there a grant on which I could
work?

■ Are there opportunities for summer funding?
■ What opportunities are there to get involved in

research collaborations with other labs?
■ To what extent can my interests as a student be

incorporated into the broader interests of your
lab, versus how much I would be expected to
carry out an existing line of research?

■ What supports exist in the department for
students wishing to write their own grants?

■ What are the current projects in this lab, and in
what directions do you expect the lab research
to go over the next 5 years?

■ How many classes are typically offered to
graduate students in (statistics, methods, thera-
peutic techniques, etc.) each semester/year?

■ (For clinical, counseling, and school programs)
What practicum opportunities are offered?

■ Do most students finish their dissertation before
internship or during the internship year?

■ What types of statistical consultation are avail-
able on campus?

■ What type of collaboration (if any) occurs
among the clinical faculty (or between the
clinical and other faculty if a student has a
strong interest in another area)?

■ Is it possible and/or typical for students to work
with more than one faculty member? How
does this work?

■ What type of internship placements do students
get?

■ What types of jobs have graduating students
from the program received in the past few
years?

Questions to ask other students:

■ Is it possible to live comfortably on the stipend
salary in this town?

■ What areas are best for grad students to live?
■ Timeline questions: What are the expectations

and norms for completion of various program
milestones, e.g., master’s, comps, dissertation?

■ What are faculty/student relations like? What’s
the general climate of the clinical division and
the department as a whole?

■ What is it like to work with [advisor you are
applying to work with]? (E.g., how often does
your advisor meet with you? Do you feel like
your advisor is either unavailable or a
micromanager?)

■ (If single and interested in starting a relationship
during graduate school) What is life like here
for single students? Is this an easy place to meet
other young people?

■ (If LGBTQ) What is the scene here for
LGBTQ individuals? How supportive is the
community?

■ (If minority) What kinds of resources/supports
are available to minority students at this uni-
versity/program?

■ How competitive versus cooperative are grad
students in this program?

■ To what extent does the training in this pro-
gram focus on students’ development as
researchers versus clinicians versus teachers?

■ What sorts of teaching opportunities exist here
for graduate students? Is there training for new
teachers as part of the program?

■ Is funding guaranteed for the time I am here?
For how long is it guaranteed?

Talking About Research

Perhaps most important, your “interviews” for clinical
psychology Ph.D. programs will include reciprocal dis-
cussions regarding mutual research interests. Because
this is such an important part of the interview process,
this section offers some special suggestions and tips.
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First, do your homework. When you initially
applied to graduate programs, you likely looked
for faculty mentors with whom you shared some
research interests. Admittedly, in many cases, your
match with that faculty member may have been
based on a fairly broad understanding of their work
(i.e., from a sentence or two on their Web page)
and a fairly large range of your own interests. Now
that you have been selected for an interview, it is
expected that your interests will have matured and
narrowed somewhat. Also, it is somewhat expected
that your knowledge of this professor’s work has
become more thorough and informed. Luckily,
there are some very easy tools available to help
you do this.

You likely will begin your investigation into a
faculty member’s research interests by looking at that
person’s Web site and downloading recent abstracts
and articles from PsycInfo. This remains a terrific
approach for learning about faculty members’
work. In addition to reading about the most com-
mon themes in their work, as well as understanding
the methods they typically use in research (e.g.,
observational studies, clinical trials, questionnaire-
based data collection), be sure also to note whether
they seem to be publishing at a reasonable rate (this
can vary from 0 to 20 publications within a single
year, with a range of 1 to 5 being quite common)
and whether they are publishing with their students
as coauthors (or even first authors). This may give
you some insight into whether there will be publi-
cation opportunities while you are working together
and whether you will be given a chance to collabo-
rate on these publications.

Keep in mind, however, that PsycInfo and
many faculty members’ Web sites may give you
somewhat “old” information. PsycInfo lists arti-
cles currently “in print,” which means they were
written at least one year ago, about a study that
may have started many years before then. If the
faculty member does not keep a Web site current,
the information listed here also may not reflect
recent work.

One solution to help you learn about ongoing
research is NIH Reporter (formerly CRISP; see
http://projectreporter.nih.gov/reporter.cfm). If the

faculty member has a current grant funded by NIH,
you can find out all kinds of terrific information
about current work from this site. Do a search by
name, and you can read an abstract of the grant,
read recent publications, and even get a sense of
how much longer this grant will last. This will
give you a great idea of exactly what the faculty
member is working on and what project you may
be involved in should you attend this school. If the
faculty member has a grant funded by a private
foundation, you may be able to find similar infor-
mation from the foundation’s Web site.

If the faculty member listed any publications on
a Web site or CV as being “in press” in a specific
journal, be sure to check that journal’s site. Many
journals currently preview an “in press” article
online for months before it is in print. This will
give you an opportunity to read about research
that has recently been accepted for publication.

As you read through the faculty member’s
publications and descriptions of the lab’s current
projects, read “actively.” Rather than thinking of
this person as a “perfect” researcher who is studying
exactly what you want to study, try to think about
the ideas you might be able to bring to the lab, and
take notes! Some faculty members will be interested
during the interview in hearing your ideas for
research (some may ask you to brainstorm on the
spot), and most will be interested in seeing how you
think about research. Importantly, any research
ideas you propose during the interview should fit
with the general research interests of the lab. (For
example, if you are interviewing with a faculty
member who specializes in ADHD in young
boys, you might ask whether she has considered
studying gender differences in ADHD; you would
probably not want to discuss your interest in eating
disorders in adolescent girls—unless the researcher
has demonstrated a broad range of interests.)

Second, speak up! During your visit, you will
receive an overwhelming amount of information
about ongoing research. Every faculty member and
current graduate student will have much to say about
their current work and upcoming projects. To suc-
ceed during this interview process, make sure you
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talk about your own research experience and inter-
ests in detail—at least insomuch as it helps you dem-
onstrate how you are a match to this lab. Although
some of this information was written in your per-
sonal statement, some of the people you meet may
not have had access to it or may not have read it very
recently. In addition, you may be able to share more
details in a manner that helps to more thoroughly
explain your experiences. This is important, particu-
larly when considering what the interview process is
like for the faculty member.

From the faculty perspective, the Interview Day
can be quite confusing and difficult. Faculty mem-
bers rarely describe their admissions decisions as easy.
Rather, most agree that there are an overwhelming
number of outstanding students, that the students
who arrive for any given Interview Day all are
quite likely to be very successful, and that the deci-
sion of how to rank-order these uniformly excellent
candidates is painstaking, frustrating, and even some-
times idiosyncratic. In short, faculty would like a
student who (1) they generally get along with—
someone who will be pleasant to interact with nearly
every day for the next 5 years, and then quite fre-
quently for the rest of their careers; (2) someone
with initiative, who will be as passionate and com-
mitted to the research in the lab as they are and who
will be invested in the research outcomes you are
working on together; and (3) someone who is intel-
lectually stimulating—who will bring great ideas to
the table, expand the lab in creative and innovative
directions, and augment the caliber of intellectual
discussions within research meetings.

This may sound intimidating, but if you express
your interests, ideas, and enthusiasm, your natural
talents will shine through. If a facultymember describes
research you have read about, share you opinions or
ideas (e.g., “Have you ever thought of studying X
within that framework?” “Why did you decide to
use this/that approach?” “How do you think this con-
nects with the X theory?” “I’m interested in seeing
how that idea may work differently in X population”).
It is common for applicants to feel like everyone else in
the room is qualified to be there, but they secretly are
the imposter who got invited to the interview due to
some computer malfunction. Do not believe this! You

have been invited because your experience is exem-
plary, you have much to contribute, and several faculty
members wrote glowing letters about your potential.
Be sure to speak your mind, and you will help to show
the faculty member and graduate students that you can
be a terrific member of their lab!

Third, be specific—maybe. When discussing
their approach to admissions, some faculty indicate
that they prefer a “blank slate” (i.e., someone who
can be taught from scratch and will be shaped mostly
by their experiences in the graduate lab). More com-
monly, however, faculty are looking for someone
who may arrive on campus with their own ideas,
experiences, and emerging areas of expertise. This
is a tricky balance that you will want to think
about before you attend an interview. If you are
open to literally anything the faculty member offers
as a potential research topic, you may not seem
“ready” for graduate school. Some may say that
you are more interested in gaining admission than
actually doing the work once you get there. On
the other hand, if you seem overly fixed on a certain
topic or method, despite what you hear during the
Interview Day, then some may feel that you are not
a match to the research lab or that you are not inter-
ested in integrating old with new experiences.

This is a very personal issue, in that there is no
“wrong” answer or approach to the interview
process. If you indeed are universally interested in
all experiences, then it is certainly preferable to be
honest about that, rather than portray your interests
inaccurately. Conversely, if you are strongly com-
mitted to a specific topic, then you should hold out
for experiences that will help you grow in your
desired direction. Keep in mind that a “balance”
probably is a good approach to match with most
potential faculty members. Before you attend an
interview, therefore, consider what research topics
you are most interested in and which are less crucial
for your graduate training. Think about what you
are most strongly committed to and how you will
represent your research interests when asked. It is
quite common for you to be asked what your
future career goals may be, what you do or do
not like about the research process, and what your
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research interests are (you may want to plan a 2- to
4-minute response to this question). Most impor-
tant, think about the research that excites you the
most, and use the Interview Day to determine
whether you think you can get that research done
at the place you are visiting.

Other Interviews

You will not be talking extensively about research
in all of your interview meetings. In fact, this may
occur mostly with your potential mentor (i.e., the
person you requested to work with); yet, there will
be other interviews scheduled during the day with
other faculty and students. Some of these other
people may have research interests that diverge
from your own, and you are not necessarily
expected to be knowledgeable about all of their
work. What, then, will you talk about?

The purpose of these interviews often is two-
fold. First, the program would like to get to know
you better to determine whether you are a good
match to their overall ideology and “vibe.” Are you
competitive or collaborative? Do you seem very
research-oriented or clinically focused? Do you
seem interested in this program?

Second, these interviews are meant to give you
a chance to learn as much as you can about the
program and your advisor. Be sure to ask lots of
questions to help you learn exactly what it would
be like to spend the next 4 to 5 years in this new
environment. When meeting with students, be sure
to ask very direct questions about your potential
mentor and her or his availability, style, and expec-
tations. Students will give you the most direct and
helpful information. Make sure to maximize this
opportunity to get information!

Other Factors

A few other issues to keep in mind during the
Interview season:

1. Interviews can be exhausting. You may have a
day of “chain” interviewing, i.e., each meeting
may end with an introduction to your next
interviewer, or you may have only a very brief

break between each meeting. For many peo-
ple, it is difficult to be “on” for many hours in a
row, and if you need to excuse yourself to use
the restroom, take some notes, process the
information you just heard, or eat a PowerBar
on the run, it is perfectly OK to do so. You
may want to plan for this in advance.

2. Bring along a nice leather folio that you can
carry around with you during the interview
day. This will give you something to do with
your hands. Fill the folio with a few copies of
your CV (occasionally, someone may ask for a
copy), some notes on the faculty members’
research, and your list of many questions. It is
perfectly appropriate to open your folder and
remind yourself of a few questions in the
middle of an interview. No one expects you to
have everything memorized. It’s also fine to jot
a note or two down while talking. As long as
you are able to engage in a comfortable,
socially skilled conversation while you do so,
feel free to refer to this folder throughout the
interview day, if you think it will help you stay
focused and sharp.

3. Everyone you speak to is part of the
admissions process. The faculty, the stu-
dents, the staff, all will be part of your graduate
program environment and all have valuable
information to share with the admissions
committee. And they will!

4. If the Interview Day includes an informal time
for students and faculty to socialize, take the
opportunity to talk with faculty members who
may not have been on your schedule. Ideally,
you will end up at a program where you have a
good rapport with many faculty members
including your primary advisor; these other
faculty members will likely be your professors
in classes, they may serve on your master’s and
dissertation committees, and you may collabo-
rate with them on research projects. Addi-
tionally, many faculty members will have a say
in your admissions decision, and if they
remember you as a friendly, intelligent, and
interesting person, it can help your chances.
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5. At many graduate programs, applicants may be
invited to an informal reception hosted by
graduate students. Although it may look just
like a party you attended in college, it is not.
Grossly inappropriate behavior at this party will
reflect poorly on you and will likely hurt your
chances of admission.

6. Most programs will offer the opportunity to
stay with a graduate student during your visit to
their site. This is a terrific way to get to learn
about the program and get to know a student
well, but it is not mandatory that you stay with
a student. If you do stay with a student in his or
her home, remember that anything you tell
that student may be reported back to the
admissions committee.

7. Thank-you notes are not required, and
certainly it will make no difference if they
are sent by e-mail or snail mail, are hand-
written, typeset, etc. Most commonly, stu-
dents send a thank-you e-mail to a few of
the people they met with during the Inter-
view Day to express gratitude for their visit
and to express their level of interest in the
site. Although it is not required, it is a good
idea to send a thank-you note of some sort
to the faculty member you are applying to
work with and to the student you stayed
with (if applicable) and to reiterate how
much you enjoyed your visit and how
interested you are in the program.

8. Keep in mind that you are not only inter-
viewing for a graduate school position; you also
are creating a professional network. The faculty
and students you meet on Interview Day are
the experts in your area of research who will
likely be your reviewers when you submit
articles and grants, your colleagues and colla-
borators in future symposia or projects, your
search committee when you apply for jobs or
postdoctoral positions, and perhaps even your
letter writers when you are reviewed for pro-
motion. This realization has several implica-
tions. First, of course, make sure you act as
professionally and graciously as you can

throughout the application process. Second, be
considerate if you find yourself in a position of
declining an offer or interview. In other words,
do not “burn bridges.” If writing a note to
decline an opportunity, be sure you express
your gratitude and continuing interest in their
work more broadly. You may decide that this
lab or person’s research is not the best match
for your graduate training, but your paths may
indeed cross again.

9. Once you have completed your interview, the
waiting begins. In many cases, it will take sev-
eral weeks until you hear an admissions deci-
sion. In some cases, this may mean that the
department has not made a final decision (i.e.,
although your potential mentor may have
selected someone, the decision has not yet
been ratified by the program, department, or
graduate school). In other cases, it may mean
that you are not the first-choice candidate;
however, many applicants successfully gain
offers from programs that had initially offered
a slot to someone else. Remember: Almost all
applicants invited to an interview are excel-
lent, and the final decision is usually very
difficult for faculty. They often are equally
happy with several interviewees and simply
have to choose an order in which to extend
admissions offers.

10. Lastly, once interviews have been completed,
you hope to start receiving offers of admission.
A few tips: (1) You should never, ever feel
pressured to make a final decision before
April 15. No program or individual should tell
you otherwise. (2) Do not officially accept any
offer until you have received the details of the
offer in writing (by e-mail or mail). There is no
fine print to be worried about, but it is still
important to be sure that your offer is guaran-
teed before you start declining other opportu-
nities. (3) If you do hold multiple offers, it is
your responsibility to try to narrow your
options as quickly as possible. In other words,
try not to hold more than two offers at any one
time. Someone out there who is just as nervous
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about this process as you were is still waiting on
an offer and cannot hear the good news until you
have made your decision. If you can narrow your
choices down to two, and release any additional
offers you may be holding, it will help the system
move smoothly for everyone else.

If you have made it this far, congratulations!
Admission to clinical psychology Ph.D. programs is
an impressive accomplishment! If you have not been
admitted, try, try again. In late spring, it is appropri-
ate to contact a program or director of clinical train-
ing to get some brief, informal feedback about your

application. Not all programs will be able to provide
this, but in some cases the feedback you receive will
help you evaluate your chances of future admission
and steer your career decisions. Many students apply
for several years before gaining admission in clinical
psychology; you are in good company.

We hope that at some point you will enter the
field you are most interested in and begin the jour-
ney towards a career in the mental health field. You
may even find yourself teaching a class in clinical
psychology one day!

Good luck!
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46, 399

Social learning theory, 413–415
Social norms, 130–134
Social support, 494, 511
Social Thoughts and Beliefs Scale (STABS),
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Structuring, 375
Studies on Hysteria (Freud, Breuer), 345
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paraprofessionals as, 479–480
transference and, 354, 362–363, 369

Third-variable problems, 103, 106, 126
Threat appraisal, 492, 512
Three Faces of Eve case study (Thigpen, Cleckley), 98
Thresholds, 230, 253
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Twins reared together, 217
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SUBJ ECT INDEX 659



Validity (continued )
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(MMPI), 229–232
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of TAT, 243–244
of WAIS-III, 209
of WISC-IV, 212

Variables, defined, 265, 307
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Washington v. Harper, 551
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subtest descriptions, 208–209, 210
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What You Can Change and What You Can’t
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Within-group design, 110, 126
Witness preparation, 556, 561
Women in clinical psychology, 25–27
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Work experience, 25
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World Health Organization, 143
World War II, 42–45, 52, 432
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Youth Self Report, 275
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