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The goals, activities, and contributions of contemporary clinical
psychology are very appealing to many who are fascinated by

human behavior and relationships. The enormous popularity of psy-
chology as an undergraduate major; of clinical psychology as a ca-
reer option; and of popular press psychology books, movies, and
television shows is a testament to the inherent interest of clinical
psychology. The goal of clinical psychology is noble: to use the prin-
ciples of psychology and our understanding of human behavior to
promote health, happiness, and quality of life.

Contemporary clinical psychology is changing and growing at a
rapid pace. The advent of managed health care, the changing needs
of a multicultural society, changes in training models, the shift from
primarily a male to a female profession, technological and other sci-
entific advances, complex problems in today’s culture, all have
greatly impacted both the science and practice of contemporary clin-
ical psychology. Some of these changes are very positive; some are
negative. Despite the challenges confronting clinical psychology, the
field remains a fascinating and exciting endeavor with tremendous
potential to help individuals, groups, and society.

As more research evidence emerges concerning the interplay of bi-
ological, psychological, and social influences on behavior, contempo-
rary clinical psychologists must incorporate new knowledge to
develop better applications in their efforts to understand and help
others. Biopsychosocial integration in many ways best reflects con-
temporary clinical psychology, expanding the range and usefulness of
its efforts.

This book provides students an overview of contemporary clinical
psychology from an integrative biopsychosocial perspective. The book
highlights the various activities, roles, and responsibilities of the con-
temporary clinical psychologist as well as provides a foundation of the
discipline through a detailed review of its history, scientific underpin-
nings, and theoretical orientations. An overview of contemporary is-
sues in clinical psychology serves as a road map for those interested in
pursuing clinical psychology as a career option.

Each chapter includes a highlight of a contemporary clinical psy-
chologist who provides a frank reflection on the pros and cons of
contemporary clinical psychology as well as their view of the future of
the field. A typical schedule is also provided so that you get a sense of
what a day in the life of a contemporary clinical psychologist might be
like. The psychologists were chosen to reflect the broad range of peo-
ple who are clinical psychologists. Some of the psychologists are well
known; others are not. Several work in colleges and universities con-
ducting research and teaching. Several work in solo or group private
practice. Some work in hospitals, government agencies, or university
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counseling clinics. One works in the U.S.
Senate. Some combine work in several di-
verse settings. Some work part-time while
raising a family. Psychologists from all over
the United States, from diverse training pro-
grams, from both genders, a variety of ethnic
groups, and with disabilities are represented.
The range of activities, roles, and responsibil-
ities of these psychologists reflects the diver-
sity of careers open to the contemporary
clinical psychologist.

Each chapter includes a detailed list of key
points and terms to help enhance under-
standing. Each chapter also includes a section
entitled The Big Picture, which provides a
“bottom line” or “take home message” sum-
mary of the chapter as well as a look toward
the future of the topic covered in that partic-
ular chapter. Each chapter also provides sev-
eral questions readers have had after reading
each chapter. Each chapter also includes one
or more Spotlights on a contemporary issue
in clinical psychology.

A great deal of clinical case material is pre-
sented throughout the book as well. Several
cases such as Mary, a 60-year-old woman
with a long history of panic attacks, are dis-
cussed in several chapters for the reader to
trace the theoretical conceptualization, assess-
ment, and treatment of one case in some de-
tail. All of the patients presented are based on
actual clinical cases. All of the examples from
testing, therapy, consultation, and ethics are
also based on actual cases. However, the de-
tails have been altered to protect patient and
psychologist confidentiality.

This book uses an integrative biopsychoso-
cial approach throughout. This approach best
reflects the perspective of most contempo-
rary clinical psychologists. Less emphasis is
placed on traditional theoretical models such
as behavioral, psychodynamic, and humanis-
tic approaches since most contemporary clin-
ical psychologists integrate these and other

approaches and orientations rather than
using only one. An emphasis is placed on the
real world of clinical psychology to provide a
window into how the science and practice of
clinical psychology is actually conducted. I
have attempted to provide the reader with a
realistic, practical, and current portrayal of
the contemporary clinical psychology field in
many different settings. Finally, this book
provides a separate chapter on ethics and a
separate chapter on the consultation, admin-
istration, and teaching responsibilities of
clinical psychologists. One chapter deals with
10 common questions asked about psy-
chotherapy. Finally, emphasis is placed on
contemporary issues in clinical psychology
such as diversity, empirically supported
treatments, managed health care, and other
hot topics.

The instructor’s guide that accompanies this
book provides faculty with a detailed book
outline, multiple choice and essay examina-
tion questions, transparencies for class use, a
list of references, web sites, popular and edu-
cational films, class activities, and a sample
course syllabus. The instructor’s guide is avail-
able online.

The book assumes that students have al-
ready completed undergraduate courses in
introductory and abnormal psychology. The
book is appropriate for upper division college
students who are likely to be psychology ma-
jors or first-year graduate students in clinical
psychology. The book might also be a helpful
reference for those who provide career guid-
ance for students potentially interested in a
career in psychology or related fields.

I welcome comments about the book from
both students and faculty. These comments
will be used to create improved future edi-
tions. You can contact me at tplante@scu.edu
or check my web site at www.SCU.edu
/tplante. Thank you for reading this book and
welcome to the exciting, fascinating, and
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ever-changing world of contemporary clinical
psychology.
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What Is Contemporary
Clinical Psychology?
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1. To define clinical psychology.
2. To provide a brief history of the field and put it in context

relative to similar fields and professions.
3. To understand the various activities, roles, and employment

settings of clinical psychologists.
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4 Foundations and Fundamentals

Pros and Cons of Being a Clinical 
Psychologist:

Pros: “Substantive knowledge about people,
systems, health care, etc.”

Cons: “Most psychologists or psychology col-
leagues do not appreciate how little they know
about public policy and national trends.”

Future of Clinical Psychology: “The knowl-
edge base will continue to expand; whether
services are provided by psychologists or other
professionals is an open question. Psychology
controls its own destiny—to not seek new
agendas and to not save society means to be
replaced by nursing and social work.”

Changes during the past 5 to 7 years:
“We have developed a significantly broader
focus and thus have brought the behavioral
sciences to a wider range of activities, espe-
cially within the generic health care arena.
As our numbers have increased, we have de-
veloped a greater presence (i.e., influence) in
defining quality care and health care priori-
ties. Significantly more colleagues are now
personally active within the public policy and
political process, thus ensuring that psychol-
ogy’s voice (and values) will be heard. The
development of postdoctoral training posi-
tions has resulted in society developing a
greater appreciation for the importance of the
psychosocial aspects of health care. Clearly,
the prescription privileges agenda is revolu-
tionizing mental health care delivery.”

What do you think will be the major
changes in clinical psychology during
the next several years? “The prescription
privilege agenda will continue to expand and
thereby absolutely redefine quality mental
health care. Advances in the technology and
communications fields will be found to have
direct applicability to health care and psy-
chology will play a major role in addressing
this challenge. Health care will become more
patient-centered and interdisciplinary in 

nature. No longer will any of the health care
professional schools be allowed to foster iso-
lated or ‘silo-oriented’ training modules. The
percentage of women in the field will in-
crease to nearly 75%. And, clinical protocols
will focus concretely on special populations
(such as the elderly, children, and various
ethnic minority clients). Health care will be-
come more accountable and data driven. Dis-
tance learning and virtual training programs
will become ‘the norm.’ ”

Typical Schedule:
9:00 Meet with Legislative Assistants and

committee staff members concerning up-
coming legislation.

10:00 Attend senate hearing on issues related
to managed health care (Labor, House of
Human Services Appropriations Sub-
committee).

11:00 Senate hearings continue.
12:00 Lunch.

1:00 Attend briefing on health care issues for
the elderly.

2:00 Meet with constituents and advocacy
groups (e.g., members of APA regarding
upcoming vote on legislation relevant to
psychology; mental health professionals
from Hawaii).

3:00 Respond to e-mail and phone calls.
4:00 Meet with Senator Inouye for briefing

and review of day‘s activities.
5:00 Stand-by in office until Senate adjourns

to provide information to Senator Inouye
for a pending vote.

As you can tell from this example, clini-
cal psychology is a complex field that

parallels the complexity of human behavior
and emotion. Just as we are defined by more
than blood and tissue, emotions and ideas, or
our relationships to others, the field of clinical
psychology is, by necessity, an integrative ef-
fort to understand the interaction of biologi-
cal, psychological, and social factors in making
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Case Study: Carlos
Carlos experiences depression, substance
abuse, attentional problems, learning dis-
abilities, diabetes, and family stress.

Carlos is a biracial (part Latino and part
Caucasian) 14-year-old boy who feels iso-
lated, depressed, and hopeless. He has few
friends, his school work is poor, and he feels
uncomfortable in his predominately Cau-
casian high school. He is new at school, re-
cently moving to a new town from out of
state. He complains that he doesn’t fit in and
misses his old middle school, which had pre-
dominately Latino and African American
students. He was evaluated by a psychologist
at school when he was 9 years old and was
found to experience an attentional problem
as well as a learning disability that makes
reading difficult. He has taken medication in
the past for his attentional problem and he
also takes insulin for his diabetes.

Carlos’ mother is Latina and works as a
social worker at a local hospital. She was
recently diagnosed with breast cancer. His
father is Caucasian of German descent and
works as a clerk at a large computer com-
pany. His mother is Roman Catholic and
very active in her church whereas his father
was raised as a Lutheran but describes him-
self as an atheist. His father has had an
alcohol problem for many years and has suf-
fered from depression as well. He has been
fired from several jobs due to his alcohol
troubles and temper. He also had attentional
and learning difficulties in school but coped
fairly well with these problems and gradu-
ated from community college with good
grades.

Carlos’ parents have had a great deal of
marital conflict and have separated on sev-

eral occasions. Their differences in faith,
ethnic background, financial concerns, and
his father’s alcohol abuse, depression, and
temper have taken a toll on the family. Car-
los’ younger sister is a “star” student, has
lots of friends, and seems to cope very well
with the stress in the family. Carlos feels
that his sister makes him “look bad.”

Carlos’ mother felt that Carlos should see
a clinical psychologist about his depressive
mood. Her managed care health insurance
will allow Carlos and his family up to six
sessions with a local clinical psychologist
who is on the company’s list of preferred
providers. Carlos is willing to get help but
feels that there is little anyone can do for
him. He also worries about confidentiality
because he does not want his parents to
know that he has been sexually active and
has used alcohol and drugs on occasion. He
would like to see a Latino psychologist but
the managed care company does not have
one on their local panel of providers.

If you were the clinical psychologist Car-
los and his family came to, how would you
help them during the allotted six sessions?
How would you further evaluate Carlos and
his family? What would you suggest they
do to help themselves and each other? How
would you manage confidentiality arrange-
ments? What research is available to guide
you in your work? How much can you ac-
complish in six sessions? What do you do if
after six sessions Carlos and his family still
need your help? How do you evaluate if
your work has been helpful? What do you
do if Carlos becomes in danger of hurting
himself?
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each of us “tick.” Furthermore, modern clini-
cal psychology must respond to contemporary
issues that impact all of our lives. For exam-
ple, the importance of ethnicity, culture, and
gender in today’s society informs and enriches
the field of contemporary clinical psychology
as do current issues related to economics,
technology, ethics, and popular culture.

Like medicine and other fields, the roots
of clinical psychology are viewed as simplistic
and narrowly conceived. However, with scien-
tific advancements and collaboration between
various fields and schools of thought, contem-
porary clinical psychology champions a so-
phisticated integration that pulls together the
best of these models for optimal treatment, as-
sessment, consultation, and research.

Before describing the historical evolution
of clinical psychology into its contemporary
form, this chapter defines clinical psychology
and the varied roles and activities of today’s
clinical psychologist. In addition, the integra-
tive nature of contemporary clinical psychol-
ogy will be highlighted. The purpose of this
chapter is to examine exactly what clinical
psychology is all about. I will define clinical
psychology as well as outline the educational
process for clinical psychologists, detail their
typical roles and professional activities, list the
usual employment settings, the various sub-
specialties within clinical psychology, the pro-
fessional organizations of clinical psychology,
and the similarities and differences between
clinical psychology and related fields. Subse-
quent chapters will highlight these issues (and
others) in much more detail. In doing so, a
comprehensive and realistic view of the field
of clinical psychology will be presented.

Throughout the course of this book, I dis-
cuss the field of clinical psychology as under-
stood and practiced in the United States.
However, clinical psychology is recognized
and practiced in many other countries. The
American Psychological Association (APA),
the Canadian Psychological Association, and

the British Psychological Society for example,
have more similarities than differences and
often host joint meetings and other profes-
sional activities. The doctorate is the expected
level of training for psychologists in the United
States, Canada, and the United Kingdom.
Much of Europe and elsewhere do not require
doctoral training for clinical psychologists. Un-
fortunately, it is beyond the scope of this book
to detail the training, history, and activities of
clinical psychologists in other countries. How-
ever, much of the information presented is
universally relevant to clinical psychologists.

Definition and Inherent Intrigue

What could be more intriguing than human
behavior and interpersonal relationships
in all their complexity? A visit to any major
bookstore reveals that topics such as clinical
psychology, self-help, and the general use
of psychological principles in understanding
our lives are enormously popular and perva-
sive. Hundreds of books are published each
year that focus on ways to better understand
human behavior, replete with methods to im-
prove psychological functioning as it interacts
with physical well-being, emotions, and in-
terpersonal relationships. Furthermore, one
of the most popular television programs dur-
ing the past several years has been The Dr. Phil
Show, a clinical psychologist offering advice
on numerous wide-ranging topics for willing
participants.

Although the discipline of psychology is
only about 100 years old, psychology is one of
the most popular current undergraduate ma-
jors in most colleges and universities. Further-
more, clinical psychology is the most popular
specialty area within psychology (APA, 2001;
Norcross, Sayette, & Mayne, 2002). Doctor-
ates in psychology are more common than
any other doctoral degree awarded in the
United States with the majority of psychology
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doctorates being awarded in clinical psy-
chology (APA, 2000a, 2000b; Norcross et al.,
2002). The majority of members of the APA
list clinical psychology as their area of special-
ization (APA, 2001).

How is clinical psychology defined? Clini-
cal psychology focuses on the assessment,
treatment, and understanding of psycholog-
ical and behavioral problems and disorders.
In fact, clinical psychology focuses its efforts
on the ways in which the human psyche
interacts with physical, emotional, and social
aspects of health and dysfunction. According
to the APA, clinical psychology attempts to
use the principles of psychology to better
understand, predict, and alleviate “intellec-
tual, emotional, biological, psychological,
social, and behavioral aspects of human func-
tioning” (APA, 2000b). Clinical psychology
is “the aspect of psychological science and
practice concerned with the analysis, treat-
ment, and prevention of human psychologi-
cal disabilities and with the enhancing of
personal adjustment and effectiveness” (Rod-
nick, 1985, p. 1929). Thus, clinical psychol-
ogy uses what is known about the principles
of human behavior to help people with the
numerous troubles and concerns they experi-
ence during the course of life in their rela-
tionships, emotions, and physical selves. For
example, a clinical psychologist might evalu-
ate a child using intellectual and educational
tests to determine if the child has a learning
disability or an attentional problem that
might contribute to poor school performance.
Another example includes a psychologist who
treats an adult experiencing severe depres-
sion following a recent divorce. People expe-
riencing substance addictions, hallucinations,
compulsive eating, sexual dysfunction, physi-
cal abuse, suicidal impulses, and head in-
juries are a few of the many problem areas
that are of interest to clinical psychologists.

Who is a clinical psychologist? Many 
people with different types of training and

experience are involved with helping under-
stand, assess, and treat people with problems
in living. Counselors, nurses, psychiatrists,
peer helpers, and others are involved with the
areas of concern already listed. Clinical psy-
chologists “have a doctoral degree from a re-
gionally accredited university or professional
school providing an organized, sequential
clinical psychology program in a department
of psychology” (APA, 1981, p. 641). Although
many universities offer master’s degree train-
ing programs in clinical psychology, the doc-
torate is considered to be the minimal level of
training to be considered a clinical psycholo-
gist. Clinical psychology is not so much a spe-
cialty separate from psychology, but is more a
unique application of psychology to the realm
of emotional and behavioral problems
(Matarazzo, 1987).

Perspective and Philosophy

Clinical psychology uses the scientific method
to approach and understand human problems
in behavior, emotions, thinking, relationships,
and health. Rigorous scientific inquiry is used
to select and evaluate assessment and treat-
ment approaches and activities. Treatment
outcome research helps to determine which
treatments might be most effective for people
seeking help with particular clinical problems.
However, clinical psychology is both a science
and an art. Findings from scientific investi-
gations must be applied to the unique and
special needs of an individual, group, or orga-
nization. What might be helpful to one person
may not be to another even if they both expe-
rience the same diagnosis or problems. The sci-
ence of clinical psychology informs the art
while the art also informs the science. For ex-
ample, research findings from experiments on
psychotherapy outcomes are used to deter-
mine which type of psychotherapy is most
useful with people experiencing depression
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whereas clinical experience working with
people struggling with depression is used to
better design and implement psychotherapy
outcome research.

Contemporary clinical psychology uses in-
tegrative approaches to understand and ad-
dress problems in human behavior. While a
wealth of individual perspectives contribute
important pieces of understanding to the puz-
zle of human behavior, these pieces must
often be joined in novel ways to provide the
most complete and holistic perspective. For
example, advances in biology have provided
important knowledge about the role of neuro-
transmitters in depression. Similarly, personal
variables such as history of loss and trauma, as
well as sociocultural factors such as poverty,
discrimination, and community support in de-
pression, are well appreciated. Ultimately, an
intelligent melding of these biological, psycho-
logical, and social factors leads to intervention
strategies that best address the complex needs
of depressed individuals. Therefore, this book
emphasizes integrative efforts to address
human behavior, referring to biopsychosocial
factors throughout.

Although individual clinical psychologists
may be closely aligned with particular theo-
retical perspectives on human behavior, most
contemporary clinical psychologists also ap-
preciate the integral roles of biopsychological
factors in health and illness. The biopsycho-
social perspective, an example of an integra-
tive approach, will be more fully described in
Chapter 6. To understand psychology’s roots
and gradual development into its present
form as an integrative endeavor, it is impor-
tant to keep in mind the impact of biopsy-
chosocial issues simply as the interplay of
relevant biological, psychological, and social
factors in human behavior.

Research and practice in clinical psychology
has found that certain approaches to under-
standing and treating problems may be espe-
cially useful for certain people and problems

while different approaches might be most
helpful for others. For example, some people
who experience depression respond well to
medication while others respond to cognitive-
behavioral psychotherapy. Others respond
well to supportive therapies such as the hu-
manistic approach. Still others respond to a
combination of these and other approaches.
Although medication might be useful to treat
someone with depression, family therapy, vo-
cational counseling, and group social skills
training may enhance treatment success.

Many people who seek the services of a
clinical psychologist often have several prob-
lems or diagnoses occurring at the same time.
For example, the person who experiences
depression may also suffer from a chronic ill-
ness, a personality disorder, a learning dis-
ability, and marital discord. Furthermore,
stressful life events, intellectual functioning,
ethnic background, religious orientation, and
other factors contribute to the manifestation
of the depressive disorder and other prob-
lems. One theoretical orientation alone may
not address the complexity of the person
seeking help. Although various clinical psy-
chologists may be closely aligned with one
particular theoretical or philosophical ori-
entation, most contemporary clinical psy-
chologists believe that problems in human
behavior are multidimensional. They use an
integrative approach that suggests that inter-
acting causal factors generally contribute to
human problems and that a multidimen-
sional approach is usually needed to tackle
these issues. Thus, many factors may con-
tribute to human problems and a selection of
factors must be utilized to help alleviate these
concerns. Today, many clinical psychologists
use an integrative perspective that maintains
a biopsychosocial orientation.

The biopsychosocial perspective em-
phasizes the interaction of biological, psy-
chological, and social influences on behavior
and psychological functioning. Each must 
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be carefully considered and the individual
viewed in a broader biopsychosocial context
in order to best understand the complexities of
human behavior and the most effective means
of intervention (Engel, 1977, 1980; N. John-
son, 2003; G. E. Schwartz, 1982, 1984). Al-
though clinical psychologists may not be able
to intervene at the biological, psychological, or
social level, they must take into consideration
these influencing factors in understanding and
treating people who seek their services. For
example, psychologists cannot prescribe med-
ication in most states, conduct physical exam-
inations, or offer surgery to their patients.
They cannot alter ethnic, religious, socioeco-
nomic, or cultural backgrounds. However,
clinical psychologists can work to understand
these influences on behavior and clinical prob-
lems and can consult with others who can
provide additional services such as medication
management and surgery.

The biopsychosocial approach is a systemic
perspective (G. E. Schwartz, 1982, 1984), that
is, changes in one area of functioning will
likely impact functioning in other areas. The
fluid and systemic nature of the biopsychoso-
cial approach highlights the mutual interde-
pendence of each system on each of the other
systems. For example, feelings of depression
may be associated with brain neurochemicals,
interpersonal conflicts, disappointments in
life, stresses at home and at work, unrealistic
expectations, cultural context, and many
other interacting factors. Someone might be
genetically or biologically vulnerable to de-
pression due to brain chemistry. Stressful life
events such as a divorce, illness, or job loss
may trigger a depressive episode. Feelings of
depression may result in poor work perfor-
mance, social isolation, feelings of hopeless-
ness, and lower self-esteem that may deepen
the depression as well as trigger brain chem-
istry that, in turn, further worsens the depres-
sion. Educational, cultural, socioeconomic,
and other factors might influence whatever

treatment, if any, is pursued by the depressed
person. Treatment success may be influenced
by both patient and therapist motivation, ex-
pectations, and comfort with the treatment
plan. The biopsychosocial model has been en-
dorsed as the preferred approach to under-
standing and treating health-related problems
and issues by the APA (N. Johnson, 2003) and
other organizations (Institute for the Future,
2000).

Details on theoretical orientations and the
biopsychosocial perspective will be discussed
more fully in Chapters 5 and 6.

Education and Training

Few people are aware of the long and in-
tensive training process that is involved
in becoming a clinical psychologist. Most do
not realize that the training process includes
experimental research as well as clinical train-
ing in psychological testing and psychotherapy.
Although master’s degrees are awarded in
clinical psychology as well as other areas of
applied psychology (e.g., school psychology),
the doctorate is considered the minimal edu-
cational requirement to become a clinical psy-
chologist (APA, 1987b). Finally, mandatory
training continues even beyond the doctorate.
The road to becoming a clinical psychologist is
a long one divided by a number of distinct
stages and phases that include college, gradu-
ate school, clinical internship, postdoctoral
fellowship, licensure, and finally employment,
continuing education, and advanced certifica-
tion. Although a brief overview of the training
process is presented here, details of the train-
ing of clinical psychologists are outlined in
Chapter 15.

Students interested in becoming clinical
psychologists and gaining admission to quality
graduate programs must take their college ex-
perience very seriously. Completing courses
in psychology, research design, and statistics
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as well as having excellent grades, Graduate
Record Examination (GRE) scores, and high-
quality research and clinical experience dur-
ing the college years are important.

Graduate training in clinical psychology
involves course work as well as clinical and
research experiences and training. Graduate
school in clinical psychology takes at least
five years to complete, including a one-year
clinical internship. However, many students
find that they need more than five years to
complete their graduate education. Disserta-
tion projects and other factors often extend
the training process to an average of six to

eight years. A student interested in obtain-
ing a doctorate in clinical psychology can
choose between two types of degrees: the
traditional PhD (Doctor of Philosophy)
or the PsyD (Doctor of Psychology). Al-
though the APA recommends a core curricu-
lum of courses and activities (APA, 1987b),
each program maintains its own unique ori-
entation based on the faculty and traditions
of the program. In researching graduate pro-
grams, you will find that each program has
its own unique balance on emphasizing the
roles of biological, psychological, and social
factors in human behavior.

SPOTLIGHT

Dr. Phil and Other Psychology Celebrity Personalities
Phillip McGraw (aka Dr. Phil) has received a great deal of attention in re-
cent years due to his highly successful television show. Started in Septem-
ber 2002, it quickly became the highest rating new syndicated television
show in 16 years. Prior to The Dr. Phil Show, he regularly appeared on the
Oprah Winfrey Show starting in 1998 acting as an expert on relationships,
life strategies, and behavior. Dr. Phil, unlike many other well-known
“psychology” celebrity personalities such as Dr. Laura (Schlessinger) and
Dr. John Gray, is a clinical psychologist and licensed as a psychologist in
Texas. He obtained his PhD in clinical psychology from the University of
North Texas and opened a clinical practice in 1979. Dr. Phil is a clinical
psychologist who uses his professional training and skill to host his popu-
lar television show and write popular books on relationship issues, weight
loss, and so forth.

Unlike Dr. Phil, Dr. Laura (Laura Schlessinger) is not a clinical psychol-
ogist or a psychologist at all. Her PhD degree is in physiology from Co-
lumbia University. Although she has received training in marriage and
family therapy at the University of Southern California, she is not a li-
censed psychologist. The same is true for John Gray, PhD. He is the well-
known author of the popular Men Are from Mars and Women Are from Venus
books published by HarperCollins. He is not a clinical psychologist or a li-
censed psychologist either.

Regardless of what you think about these well-known psychology per-
sonalities, their popularity speaks to the remarkable interest the general
population has on the use of applied psychology to help people solve life
problems, improve relationships, and live better lives.
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Almost all graduate training programs in
clinical psychology require that students
complete a one-year, full-time (or two-year,
part-time) clinical internship prior to being
awarded the doctorate. The internship is the
most focused clinical training experience gen-
erally available during graduate training.
The training usually occurs in hospitals, clin-
ics, or various clinical settings throughout the
United States and Canada. The activities dur-
ing the clinical internship focus specifically on
clinical training, such as the practice of psy-
chotherapy, psychological testing, and consul-
tation activities with a variety of patient or
client populations.

Almost all states now require one to two
years of postdoctoral training and supervision
before you are eligible to take the national
and state licensing examinations. Postdoctoral
training occurs in a wide variety of settings in-
cluding hospitals, clinics, counseling centers,
universities, and even private practices. Post-
doctoral training can include clinical work as
well as research, teaching, and other profes-
sional activities.

Each state offers appropriately trained
psychologists an opportunity to acquire a
license to practice psychology and offer pro-
fessional services to the public. Licensing at-
tempts to protect the public from untrained
or unethical practitioners and helps to pro-
tect the integrity of the profession by offer-
ing minimum standards of care. All states
use the same national written examination
for licensing (i.e., the Examination for Pro-
fessional Practice in Psychology, EPPP). After
successful completion of the written exami-
nation, many states then require an oral (or
sometimes an essay) examination before ob-
taining the license. Following licensure, most
states require continuing education in order
to renew the psychology license.

After being awarded the doctorate, a clinical
psychologist is eligible to become a diplomate,
an advanced level of certification. This diploma
is an optional post-licensing certification that

reflects advanced competency in a subspe-
cialty area of professional practice. The
American Board of Professional Psychology
(ABPP) acts as the credentialing agency for
psychology diplomates in a variety of spe-
cialty areas (e.g., clinical psychology, coun-
seling psychology, neuropsychology, school
psychology, health psychology).

Activities

Clinical psychologists certainly do more than
talk to people who are distressed about per-
sonal matters. Clinical psychologists often do
vastly different types of activities from teach-
ing to psychotherapy to laboratory research.
Clinical psychologists also may be involved in
a wide range of professional activities includ-
ing teaching at the college or university level,
conducting independent and/or collaborative
research, providing consultation to a variety
of professionals and organizations, conducting
psychotherapy, and providing psychological
assessment and diagnostic services. Clinical
psychologists work in a plethora of environ-
ments such as universities, hospitals, clinics,
schools, businesses, military institutions, and
private or group practices. These varied roles
and settings often assist the clinical psycholo-
gist in appreciating multidimensional factors
and integrating key approaches into his or
her work.

Research

Research is at the foundation of all clinical
psychology activities. Research conducted by
psychologists or others in the behavioral sci-
ences provides the basis and direction for all
professional activities. Clinical psychologists
often conduct and publish a wide variety of
research studies. Research programs help
to determine which assessment or treatment
approach might be most effective for a partic-
ular clinical problem such as depression,
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anxiety, eating disorders, or substance abuse
problems. Projects may help identify those at
risk for the development of certain psycho-
logical problems. Other projects might evalu-
ate methods to better determine clinical
diagnoses. The types of research activities
conducted by clinical psychologists are ex-
tremely diverse.

Most psychologists who are actively en-
gaged in research are faculty members at col-
leges, universities, or medical schools. They,
like faculty in other academic disciplines, may
conduct research on a wide range of subject
areas, publish their findings in professional
journals, and present their research at na-
tional and regional professional conferences.
Psychologists who are not academic faculty
members at colleges or universities might also
conduct research at their hospitals, clinics,
government agencies (e.g., National Institute
of Mental Health), industry (e.g., pharmaceu-
tical companies, psychological testing com-
panies, managed care insurance companies),
or private practices. Research in clinical psy-
chology encompasses biological, psychologi-
cal, and social aspects of human behavior,
from research exploring neuroimaging tech-
niques, to ethnic factors in hypertension, to
spiritual aspects of love and intimacy.

Although not all clinical psychologists con-
duct and publish their own research, all are
expected to be constant consumers of research
in order to inform their professional activities.
Clinical psychologists must understand the
research findings of others in order to improve
their own clinical practice activities. Many
regularly read professional journals that cover
topics of special interest.

Assessment

Many clinical psychologists use psychologi-
cal tests and procedures to assess or diag-
nose various psychiatric (e.g., depression,
psychosis, personality disorders, dementia) as

well as nonpsychiatric issues (e.g., relation-
ship conflicts, learning differences, educa-
tional potential, career interests, and skills).
Generally, psychologists are the only mental
health professionals who administer psycho-
logical tests. In fact, clinical psychologists not
only conduct psychological evaluations with
individuals to assess intellectual, educational,
personality, and neuropsychological func-
tioning, but also assess groups of people (e.g.,
families) and even organizations.

There are numerous components to psy-
chological assessment, including cognitive,
personality, behavioral, neuropsychological,
and observational measures. For example,
a neuropsychologist may be called on to eval-
uate an urban Latino adolescent boy for
temporal lobe epilepsy, which often results
in impulsive behavior and aggression. Neu-
roimaging techniques conducted by a physi-
cian will augment the findings, as well as a
developmental history, to rule out personality
or environmental factors such as trauma as
causal in the behavioral manifestations of the
disorder. Thus, while focusing on neuropsy-
chological measures, the psychologist needs to
be keenly aware of medical, psychological, and
social factors that may contribute to or other-
wise explain “seizure-like” symptomology.

Integration in assessment will be more fully
explored in conjunction with its component
elements in Chapters 7 and 8. An extremely
challenging and exciting area of clinical psy-
chology, assessment requires the psychologist
to be something of a psychological sleuth, uti-
lizing an arsenal of tools in determining subtle
and often hidden problems and syndromes in
the context of biological, psychological, and
sociocultural factors.

Treatment

Contemporary psychological interventions
address a tremendous range of human 
problems through a diversity of approaches.



What Is Contemporary Clinical Psychology? 13

SPOTLIGHT

Terrorism
The horrific terrorist events of September 11, 2001, in the United States
that claimed the lives of approximately 3,000 people have enormous im-
plications for life in America and elsewhere. In many ways, life in the
United States is very different after September 11 than before. The new
U.S. Department of Homeland Security and Congress have altered the
way foreign students and visitors are screened and evaluated. Laws have
been changed in an attempt in increase security. Wars in Afghanistan and
Iraq commenced with thousands of military young people being shipped
overseas. Many people from Islamic countries or religious traditions have
experienced prejudice and suspicion.

Clinical psychology has been involved with the response to terrorism in
the United States in a number of different ways. Immediately following the
terrorism events and since, psychologists have counseled those who lost
loved ones in the tragedy as well as those terribly stressed by the events. For
example, airplane phobias have always been treated by clinical psycholo-
gists. Yet, following the terrorism events, the need for this type of special-
ized counseling increased a great deal. Children and others in the New York
and Washington areas (as well as elsewhere), experienced posttraumatic
stress symptoms such as anxiety and sleep disturbances that needed treat-
ment and consultation. Furthermore, clinical psychologists and others have
been involved in research to help better understand the causes and risk fac-
tors for terrorist acts (Eidelson & Eidelson, 2003; Moghaddam & Marsella,
2004; Pyszczynski, Solomon, & Greenberg, 2003).

For example, Eidelson and Eidelson (2003) have examined research that
propels groups toward conflict and violence that have many useful implica-
tions for understanding and hopefully preventing terrorism. They have
highlighted five “dangerous ideas [that include] superiority, injustice, vul-
nerability, distrust, and helplessness” (p. 182) that act as risk factors for
conflict and violence.

Superiority refers to the belief and conviction that a person or group is
better than everyone else in a variety of important ways. For example,
someone might believe that they (or their group) are the only ones who
have a clear understanding of God’s will and plan. This belief has certainly
caused wars, terrorism, mass killings, and so forth for thousands of year.
This perspective is rather narcissistic in that someone or a group believes
that they have some special information, entitlement, or gifts that others
do not have or can’t have access to obtain. Injustice and victimization refer
to the belief that the person or group has been badly mistreated by

(continued)
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Psychotherapy may involve individuals, cou-
ples, families, and groups, and address an end-
less array of target problems. Anxiety,
phobias, depression, shyness, physical illness,
loss, trauma, drug addiction, eating difficul-
ties, sexuality concerns, hallucinations, rela-
tionship problems, and work difficulties may
all prompt individuals to seek psychological
treatment. Furthermore, it has become in-
creasingly incumbent upon psychologists to
become educated and sensitized to cultural
factors in treating clients, as well as the entire
spectrum of individual differences (e.g., sex-
ual preference, religious faith, disabilities,
economic status) that comprise today’s mosaic
society.

Various treatment approaches and theoreti-
cal models are utilized to treat psychological
and behavioral problems. Most psychologists

use an eclectic strategy, defined as integrating
a variety of perspectives and clinical ap-
proaches in their treatment (Norcross, Karg, &
Prochaska, 1997; Weston, 2000). Others tend
to specialize in one of a number of treatment
approaches, such as psychoanalysis, family
therapy, or hypnosis. The major theoretical
schools of thought in psychology are psycho-
dynamic, cognitive behavioral, humanistic/
existential, and family systems. Each of these
theoretical orientations or perspectives are
discussed in detail in Chapter 4, leading to our
current understanding of integrative models.

Efforts to develop empirically supported or
evidence-based treatments to assist clinicians
and researchers in providing structured treat-
ments and the use of treatment manuals that
are based on treatment outcome research
findings has received a great deal of attention

specific others or the world in general. Although injustice and victimiza-
tion have been common human experiences since the dawn of time, this
perspective can lead (and has) to retaliatory acts and rage against others.
Vulnerability refers to the notion that a person or group is highly likely to
experience danger or further victimization and that hypervigilance and
preemptive acts are needed to reduce the risk of further harm. Distrust
refers to the belief that very few people can be trusted and that only the
inner circle of true believers can be considered appropriate and trustwor-
thy group members. This point of view leads to paranoia and potential
misunderstandings attributing benign others as hostile and malevolent. Fi-
nally, helplessness refers to feelings of powerlessness and dependency that
often becomes overly pessimistic and negative. This perspective can lead
to extreme measures to help feel more in control and more powerful.
These five dangerous beliefs can be applied to the actions of many con-
flicts between nations and peoples as well as to the terrorism experienced
in America on September 11, 2001, and elsewhere.

Many countries have been dealing with terrorism for a long time. For
example, Ireland, Israel, and many other areas of the world have regularly
had to deal with terrorism for many years. Lessons learned from these
countries can be applied to the current concerns in the United States. Psy-
chologists in these other locations have studied and counseled those af-
fected by terrorism for many years.

Clinical psychology has much to offer in our efforts to help those
touched by terrorism as well as to help us better understand the factors that
contribute to such horrific violence perpetrated against others.
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and support from the APA and others (Addis,
2002; APA, 1995f; Chambless & Ollendick,
2001; Crits-Christoph, D. Chambless, Frank,
Brody, et al., 1995; W. Sanderson, 1994; W.
Sanderson & Woody, 1995). Empirically sup-
ported treatments hinge on the notion that
psychological treatment approaches should al-
ways be based on solid empirical research data
and supported by professional organizations
such as the APA (D. Chambless & Hollon,
1998). Empirically supported treatment ap-
proaches are manualized treatments and have
been developed for a variety of clinical prob-
lems such as depression (Cornes & Frank,
1994; Hollon & Beck, 1994), anxiety (M.
Newman & Borkovec, 1995), conduct disor-
dered children (Feldman & Kazdin, 1995;
Schmidt & Taylor, 2002), and pain control
(R. M. Hawkins, 2001). For example, cogni-
tive and interpersonal psychotherapy have
been determined to be empirically supported
treatments for both depression and bulimia
while exposure and response prevention have
been found to be an empirically supported
treatment for obsessive-compulsive disorder
(D. Chambless & Ollendick, 2001; Crits-
Christoph et al., 1995). While many treatment
approaches are based on research support, the
concept of empirically supported treatments is
the most recent effort to systematize service
delivery to carefully studied populations and
problems (D. Chambless & Hollon, 1998;
Nathan & Gorman, 2002). Controversy exists
over the development of “approved” treat-
ment approaches for various clinical problems
(B. Cooper, 2003; Ingram, Hayes, & Scott,
2000). These issues will be further discussed
in detail in Chapter 14.

Teaching

Clinical psychologists teach in a variety of
settings. Some are full-time professors
in colleges and universities across the United
States and elsewhere. These professionals
teach undergraduates, graduate students, and/

or postgraduate students. Other psycholo-
gists might teach on a part-time basis at local
colleges and universities as adjunct profes-
sors or lecturers. Still others might teach by
providing one-on-one clinical supervision of
graduate students, interns, or postdoctoral
fellows. During supervision, psychologists
discuss the trainees’ clinical cases in depth
while providing therapeutic guidance as they
learn psychotherapy or psychological testing
skills. Teaching may also occur in hospitals,
clinics, or business environments. For ex-
ample, a clinical psychologist might offer a
stress management course for attorneys,
business executives, nurses, clergy, police of-
ficers, or others. A psychologist might also
teach a workshop on intimate relationships
to young couples about to be married. A psy-
chologist might teach other professionals
such as doctors or clergy how to better main-
tain professional boundaries or understand
psychopathology among the persons they
counsel. As in psychological treatment facili-
ties, there are numerous examples and op-
portunities for psychologists to teach in a
wide variety of professional settings.

Consultation

Many clinical psychologists provide consulta-
tion to churches, health care professionals,
business persons, schools, lawmakers, organi-
zations, and even to other mental health pro-
fessionals. Consultation might involve an
informal discussion, a brief report, or a more
ongoing and formal consultation arrangement.
For example, companies might consult with a
psychologist to help reduce coworker conflicts
or provide stress management strategies for
high stress employees such as business execu-
tives, fire fighters, police officers, or prison
guards. Consultation might involve helping a
physician to better manage patient noncom-
pliance with unpleasant medical procedures.
Consultation could include working with a
religious superior in helping to better select
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applicants who wish to enter a religious order.
Consultation might include working with
law enforcement professionals on violence
prevention or screening applications for the
police academy. Clinical psychologists provide
professional consultation in a wide variety of
settings using a range of techniques. Consulta-
tion might also include assessment, teaching,
research, and brief psychotherapy activities.

Administration

Many clinical psychologists find themselves
(intentionally or unintentionally) in adminis-
trative positions. Administrative duties might
include serving as chairperson of a psychology
department, or dean, provost, or even presi-
dent of a college or university. Other psychol-
ogists might hold administrative positions in
hospitals, mental health clinics, or other agen-
cies. They may act as a unit chief directing a
psychiatric hospital unit or ward, or direct
mental health services for a community men-
tal health clinic. They may act as directors of
training in numerous clinical settings. In ad-
ministration, these psychologists generally
manage a budget, lead a multidisciplinary pro-
fessional and support staff, make hiring and
firing decisions, and develop policies and pro-
cedures for clinical or research operations.

Employment Settings

Clinical psychologists work in many different
employment settings including hospitals,
medical schools, outpatient clinics, colleges
and universities, businesses and industry, and
private or group practices. Many clinical psy-
chologists work in some type of part-time or
full-time private practice as well (Norcross,
Hedges, & Castle, 2002). Following private
practice, teaching in colleges and universities
is the second most common employment
choice for clinical psychologists (APA, 2000a;

Norcross et al., 1997; Norcross, Sayette, et al.,
2002). Many psychologists work in more
than one setting, combining various positions
and activities. For example, it is common for
a clinical psychologist to work at a hospital or
clinic several days a week, teach a course or
two at a local college or university, and con-
duct a private practice one or more days each
week. A clinical psychologist may be a full-
time professor teaching and conducting re-
search while also operating a small private
practice and offering consultation services to
various clinics, hospitals, or businesses. The
diversity of experiences available to psychol-
ogists is quite appealing and offers tremen-
dous flexibility and options.

Private or Group Practices

About 35% of clinical psychologists primarily
work in solo or group private practices (APA,
1997, 2000a; Norcross, Karpiak, & Santoro,
2004; Norcross et al., 1997; Norcross, Pro-
chaska, & Gallagher, 1989). Professionals in
private practice may provide clinical services
in their own solo practice or in conjunction
with other mental health or health care
practitioners in a multidisciplinary setting.
However, clinical psychologists who offer
psychotherapy service tend to do so in private
practice environments (Norcross, Sayette,
et al., 2002; Norcross et al., 2004). Many psy-
chologists are drawn to independently pro-
viding direct clinical, consultation, and other
professional services to their own patients
and clients and enjoy being their own boss
and setting their own hours and policies. In
fact, private practitioners report more job
satisfaction (Norcross & Prochaska, 1988;
Norcross et al., 1997) and less job stress than
psychologists employed in other settings
such as academia (e.g., Boice & Myers, 1987).
However, significant changes in managed
health care and insurance reimbursement for
psychological services are likely to alter this
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rosy view of private practice for many profes-
sionals. Many private practice psychologists,
along with other mental and health care pro-
fessionals operating practices, have experi-
enced reductions in profits and freedoms as a
result of the changing health care industry.
In fact, some authors have suggested that solo
private practice (as commonly provided
by clinicians in the 1980s and 1990s) will
no longer exist during the coming years (N.
Cummings, 1995). Cummings predicted that
these clinicians will be employed primarily in
multidisciplinary health settings such as
health maintenance organizations (HMOs) or
very large and comprehensive medical group
practices. Others disagree with Cummings’
pessimistic view concerning the future of pri-
vate practice, stating that managed care still
accounts for only about 23% of the fees col-
lected by private practitioners (Kanapaux,
2003). Furthermore, the percentage of psy-
chologists engaged in at least part-time pri-
vate practice has not decreased even 20 years
after the onset of managed health care (APA,
2000a, Norcross et al., 2002, 2004).

Colleges and Universities

About 20% of clinical psychologists are
employed in academic environments (APA,
1993a, 1997, 2000a; Norcross et al., 1997;
Norcross et al., 2002). Most of these psycholo-
gists work as professors at colleges and uni-
versities across the United States and Canada.
They generally teach psychology courses, su-
pervise the clinical and/or research work of
psychology students, and conduct both inde-
pendent and collaborative research. They
also typically serve on various college or uni-
versity committees, providing leadership and
assistance with the academic community.
Some clinical psychologists work in academic
clinical settings, such as student counseling
centers, providing direct clinical services to
students.

Hospitals

Many clinical psychologists work in hospital
settings. They may conduct psychological
testing; provide individual, family, or group
psychotherapy; act as a consultant to other
mental health or medical professionals on
psychiatric or general medical hospital units;
and may serve in administrative roles, such as
unit chief, on a psychiatric ward. Many states
now allow psychologists to become full mem-
bers of the medical staff of hospitals. The
CAPP v. Rank decision in California, for ex-
ample, allowed psychologists to have full ad-
mitting, discharge, and treatment privileges
at appropriate California hospitals. Full med-
ical staff privileges allow psychologists to
treat their patients when they are hospital-
ized and allows psychologists to participate
in hospital committees, including holding
elected positions. The majority of psycholo-
gists working in hospital settings are affiliated
with Veterans Administration (VA) hospitals.
In fact, the majority of internship training
sites are located in VA hospitals (Association
of Psychology Postdoctoral and Internship
Centers, 2003).

Medical Schools

Some hospitals and medical centers are affil-
iated with medical schools. In addition to the
professional hospital activities mentioned
previously, clinical psychologists serve on
the faculties of many medical schools. They
typically act as “clinical faculty,” which gen-
erally involves several hours (i.e., two to
four) per week of pro bono time contributed
to training medical center trainees. These
trainees might include psychiatry residents,
other medical residents (e.g., pediatric resi-
dents), medical students, nursing students,
or nonmedical hospital trainees such as psy-
chology interns or postdoctoral fellows, social
work interns, nursing students, or chaplaincy
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interns. These psychologists might teach a sem-
inar or provide individual case supervision and
consultation. Psychologists may also serve as
academic or research faculty at medical schools.
In fact, approximately 3,000 psychologists are
employed as faculty in medical schools (APA,
2000c; Sweet, Rozensky, & Tovian, 1991).
These psychologists tend to primarily conduct
research and are often funded by national
grants (e.g., National Institute of Mental
Health, National Science Foundation, Ameri-
can Heart Association) to pay their salaries,
thus allowing them to conduct their research.
Finally, many psychologists employed in med-
ical school settings evaluate, treat, and consult
on patient care and others teach and train both
medical and nonmedical students.

Outpatient Clinics

Many clinical psychologists work in various
outpatient clinics such as community mental
health centers. These psychologists often pro-
vide a range of clinical services to other pro-
fessionals and organizations. For example,
these psychologists might provide psy-
chotherapy for children who have been
abused or group therapy for adult substance
abusers. They might also provide parent edu-
cation classes. While psychologists in these
settings may conduct research, direct clinical
service is often the primary activity and pri-
ority of these settings.

Business and Industry

Many clinical psychologists working in
business and industry settings offer consulta-
tion services to management, assessment and
brief psychotherapy to employees, and con-
duct research on various psychosocial issues
important to company functioning and 
performance. For example, these psycholo-
gists might consult with the human resources
department, provide stress management

workshops, or conduct interpersonal skills
building workshops. Psychologists might
help managers learn to improve their ability
to motivate and supervise their employees.
They may also assist in developing strategies
for interviewing and hiring job applicants.
They may help groups develop mission,
value, and strategic plans.

Military

Many clinical psychologists are employed by
one of the branches of the U.S. military such
as the navy, air force, or army. They often pro-
vide direct clinical services. Some conduct re-
search while others act as administrators in
military hospitals and clinics. Typically, psy-
chologists working in the military hold an of-
ficer rank such as captain. Other psychologists
are civilians working in military hospitals
such as VA hospitals. In fact, since World War
II, VA hospitals have been one of the largest
employers of clinical psychologists.

Other Locations

Clinical psychologists are also employed
in a variety of other settings such as police
departments, prisons, juvenile hall and de-
tention centers, rehabilitation centers for
disabled children and/or adults, substance
abuse and/or mental illness halfway houses,
battered women’s shelters, schools, and
many other work environments. These psy-
chologists provide a wide range of profes-
sional services such as psychological
assessment, consultation, and counseling.

Subspecialties

Most clinical psychologists are trained in the
research, assessment, and treatment of a vari-
ety of clinical issues pertaining to a diverse set
of client populations. The core curriculum for
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all clinical psychologists include course work
on the biological, social, cognitive, and in-
dividual influences on behavior as well as
classes on research, statistics, ethics, assess-
ment, and treatment. The core curriculum
can then be applied, with additional specialty
training, to various populations such as chil-
dren and adults. Further training may be of-
fered in many subspecialty areas. Although a
core set of competencies are expected from all
clinical psychologists, not all clinical psychol-
ogists are trained exactly alike. Many clinical
psychologists ultimately specialize in one or
more areas of research or practice. Just as
medicine offers doctors various specialties
such as pediatrics, oncology, psychiatry, inter-
nal medicine, and cardiology, there are many
clinical psychology subspecialties. Some of
the most common specialties include child
clinical psychology, clinical health psychol-
ogy, clinical neuropsychology, forensic psy-
chology, and geropsychology. Furthermore,
each specialty includes a variety of subspe-
cialties. For example, child clinical psycholo-
gists might specialize in working with very
young children or adolescents. Clinical health
psychologists might choose to specialize in
eating disorders, anxiety disorders, or pain
disorders.

Child Clinical Psychology

Of the 281 million Americans, there are 72.3
million children under the age of 18 in the
United States (U.S. Census Bureau, 2000).
Many of these children and families are in
need of professional services offered by a psy-
chologist specially trained to work with this
population. Child clinical psychologists spe-
cialize in working with both children and fam-
ilies. A recent survey by the APA revealed that
about 2,000 APA members (about 2.5%) iden-
tify themselves as specializing in child clini-
cal psychology (APA, 2000a). A child and
family focus in clinical training has become

enormously popular within graduate training
programs (Norcross et al., 2002). In addition
to standard training in general clinical psy-
chology, these psychologists obtain in-depth
training in developmental psychology and
child assessment (e.g., behavioral disorders,
learning disabilities, and motor developmen-
tal delays) and treatment (e.g., play therapy,
group therapy, parent consultation). They
commonly work in community mental health
clinics, child guidance clinics, schools, chil-
dren’s hospitals, and in private practices.
Child clinical psychologists may work with
children who have experienced physical
and/or sexual abuse or who experience atten-
tion deficit/hyperactivity disorder, conduct
disorders, autism, enuresis (bed wetting),
learning disabilities, serious illness, school
phobia, posttraumatic stress disorder, or a host
of other emotional, behavioral, or medical
problems. These psychologists may provide
consultation to teachers, school counselors,
pediatricians, day care workers, parents, and
others. They may assist teachers in classroom
behavior management or parents in develop-
ing better parenting skills.

Pediatric psychologists are child clinical
psychologists who generally work with chil-
dren and families in hospital settings where
the child has a significant medical disorder
(R. Brown, 2003). These medical problems
might include cancer, epilepsy, diabetes, cystic
fibrosis, and neurological disorders and dis-
abilities. The pediatric psychologist might offer
pain management strategies to a child while
helping the family cope more effectively with
and locate community resources. He may act
as a consultant to various medical units and
departments to help physicians, nurses, and
others deal with the emotional and behavioral
consequences of severe medical illnesses in
children. For example, a pediatric psychologist
might consult with a physician about an ado-
lescent with diabetes who refuses to monitor
his or her blood sugar level due to concerns
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about being different relative to peers. A pedi-
atric psychologist might consult with nurses
about a child who is hospitalized with cystic
fibrosis and struggling with significant depres-
sion and social isolation.

Clinical Health Psychology

The field of clinical health psychology for-
mally began around 1980 (Matarazzo, 1980)
and has been defined as:

. . . the aggregate of the specific educational, scien-
tific, and professional contributions of the discipline
of psychology to the promotion and maintenance of
health, the prevention and treatment of illness, the
identification of etiologic and diagnostic correlates
of health, illness, and related dysfunction, and to
the analysis and improvement of the health care
system and health policy formation. (Matarazzo,
1982, p. 4)

Since its inception during the early 1980s,
health psychology has become one of the
fastest growing areas of clinical psychology
and the most popular area of research in
graduate training programs (Norcross et al.,
2002; Sayette & Mayne, 1990). This subspe-
cialty serves as an excellent example of inte-
grative trends in the field (N. Johnson, 2003).

It has been estimated that 50% of all deaths
are caused by lifestyle factors such as smoking
cigarettes, drinking too much alcohol, eating
high fat food, not exercising, and refusing to
wear seat belts (Centers for Disease Control,
2000; Institute for the Future, 2000; National
Center for Health Statistics, 1992, 1993, 1999;
S. Taylor, 2003). Furthermore, over 15% of
the gross national product is devoted to health
care (Carmody & Matarazzo, 1991; S. Taylor,
2003). Health psychologists work to help
healthy people stay healthy and assist people
with various illnesses or risk factors to cope
more effectively with their symptoms. Health
psychologists work toward helping others

develop health enhancing lifestyles, which
can be a surprisingly difficult task. For exam-
ple, about 95% of those who lose weight tend
to regain all their lost weight within five years
(Brownell, 1993; Wadden, Sternberg, Letizia,
Stunkard, & Foster, 1989). Over 50% of those
who start an exercise program drop it within
six months, while 75% drop it within nine
months (Dishman, 1982). About 4 million
people die in the United States each year due
to smoking tobacco (Institute of Medicine,
2000). Health psychologists work with indi-
viduals and groups in order to maximize
health enhancing behaviors (e.g., exercise,
low fat food consumption, smoking cessation)
and minimize health damaging behaviors
(e.g., smoking, stress, drinking alcohol). They
also help in the treatment of chronic pain,
panic disorders, and migraine headaches, and
other physical conditions with prominent
biopsychosocial features.

Health psychologists are often trained in
clinical psychology, counseling psychology,
social psychology, or child clinical psychol-
ogy but specialize in health-related problems
and interventions. Health psychologists typi-
cally work in hospital settings, however,
many also work in academic, business, and
outpatient clinic settings. Health psycholo-
gists often utilize specialized techniques such
as biofeedback, hypnosis, relaxation training,
and self-management strategies in addition
to general psychotherapy in the course of the
overall treatment process.

Clinical Neuropsychology

Neuropsychology focuses on brain-behavior
relationships. These are defined as how brain
functioning impacts behavior and behavioral
problems. Neuropsychologists assess brain and
behavioral functioning and offer strategies for
patients suffering from brain impairment
due to a large range of problems such as de-
mentia, head injuries, tumors, autism, stroke,
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AIDS, Alzheimer’s disease, epilepsy, and other
problems that result in cognitive and neuro-
logical dysfunction. Neuropsychologists are
well trained in assessing a range of cognitive
abilities including executive or higher order
cognitive functioning (i.e., planning, judg-
ment, problem solving), sensory and motor
functioning, memory skills and abstract rea-
soning, and use a variety of specialized tests to
assess these brain-behavior relationships.
Many psychologists who specialize in neu-
ropsychology are trained as clinical or coun-
seling psychologists or they may be trained in
cognitive science or neuroscience. Most neu-
ropsychologists work in hospital, rehabilita-
tion, or clinic settings. Some specialize in
working with children. Many also work in pri-
vate or group practice environments.

Forensic Psychology

Forensic psychology is usually defined as
the “application of psychology to legal issues”
(Cooke, 1984, p. 29). Forensic psychologists
specialize in using principles of human behav-
ior in the judicial and legal systems (Otto &
Heilbrun, 2002). They are often trained as
clinical or counseling psychologists with a spe-
cialty in forensic work. Forensic psychologists
may conduct psychological evaluations with
defendants and present their findings as an ex-
pert witness in court. They may also provide
evaluations for child custody arrangements, or
be asked to predict dangerousness or compe-
tency to stand trial. They may be asked to par-
ticipate in worker’s compensation claims, or
serve as consultants to attorneys who are se-
lecting a jury.

Geropsychology

Psychologists who specialize in geropsychol-
ogy provide a range of psychological services
to elderly members of society. The elderly are
the largest growing segment of today’s society

and are often in need of professional psycho-
logical services. In fact, the number of elderly
Americans has increased from 3.1 million to
35 million during the twentieth century now
representing 1 in 8 Americans and will likely
grow to 74% by the year 2020 (U.S. Census
Bureau, 2000). Geropsychologists might con-
sult with senior centers, convalescent or
nursing homes, and hospital medical units that
serve elderly patients. These psychologists
might provide psychological or neuropsycho-
logical testing, brief individual or family psy-
chotherapy, and consult on strategies to
maximize independence and self-care. These
psychologists might develop activities to en-
hance self-esteem, control, and alleviate de-
pression among elderly patients.

Organizations

As in most professions, clinical psychology
boasts a variety of professional organizations.
These organizations provide an opportunity
for their members to meet and collaborate,
attend yearly conventions and learn about
new advances in the field, and participate in a
number of activities that help psychologists as
well as the public. These organizations are in-
ternational, national, regional, and local.

American Psychological Association

Clinical psychologists are usually members
of several professional organizations. Most
are members of the American Psycho-
logical Association (APA). The APA was
founded in 1892 and is the largest organiza-
tion of psychologists anywhere in the world.
There are 84,000 members of the organiza-
tion (APA, 2001) representing all specialties
within psychology (e.g., clinical psychology,
social psychology, school psychology, experi-
mental psychology). Students of psychology
and associates of psychology (e.g., high
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school psychology teachers) are also included
in the APA. In recent surveys, approximately
42,000 APA members (about 50%) identi-
fied themselves within clinical psychology
(APA, 2000a). About 70,000 psychologists
have a license to practice in one or more
states (APA, 2000c). The APA was incorpo-
rated in 1925 and is located in Washington,
DC. Since the first meeting in Philadelphia in
1892, the APA holds a yearly national con-
vention each August in a large American or
Canadian city. The APA is divided into four
directorates focusing on professional prac-
tice, education, public policy, and science.

The APA is also home to 55 topic interest
divisions (e.g., Division 2 is Teaching of Psy-
chology, Division 12 is Clinical Psychology,
Division 36 is Psychologists interested in Re-
ligious Issues, Division 38 is Health Psychol-
ogy). About 6,000 psychologists are members
of the APA’s Division 12 (Clinical Psychol-
ogy). The APA publishes numerous profes-
sional journals (e.g., American Psychologist,
Professional Psychology: Research and Practice,
Journal of Consulting and Clinical Psychology,
Journal of Abnormal Psychology) as well as
many books. The APA acts as a lobbying force
in Washington, DC, promoting legislation
that will be favorable to psychology as a pro-
fession and to consumers of psychological
services. The APA also provides standards for
the education, certification, and ethical con-
duct of psychologists.

American Psychological Society

In 1988, the American Psychological Soci-
ety (APS) was founded. Many of the psychol-
ogists in the APA who regarded themselves as
academically and scientifically focused felt
that the APA no longer adequately represented
their interests. Founding members of the APS
felt that the APA had become too focused on
professional practice and was becoming neg-
lectful of the science of psychology. A proposal
was considered to either reorganize the APA

to reflect these concerns or start a new organi-
zation dedicated to the science of psychology
only. Clinical psychologists who were espe-
cially interested in the science of psychology
joined APS. Many psychologists belong to
both organizations while others resigned from
the APA to join the APS.

State and County
Psychological Associations

Each state and most counties maintain
psychological associations. Many practicing
clinical psychologists join their state psycho-
logical association and may also join their
county psychology association. Approxi-
mately 33,600 members or about 40% (both
clinical and other psychologists) of the APA
are also members of their state psychological
association (APA, 2000a). These organiza-
tions provide networking opportunities for
psychologists as well as assistance in lobby-
ing state legislatures regarding issues impor-
tant to psychologists and the public’s
psychological welfare. Most state and county
psychological associations provide work-
shops and conferences for its members that
address various clinical and research topics.
The state psychological associations fre-
quently work closely with the state boards
of psychology to assist in the policing of un-
ethical and illegal conduct of psychologists
as well as in developing licensing laws and
criteria for acceptable professional practice.

American Board of
Professional Psychology

The American Board of Professional Psy-
chology (ABPP) was founded in 1947 as an
agency that would certify psychologists in
several specialty areas. The ABPP diploma is
considered an advanced level of accomplish-
ment beyond a state license to practice as a
psychologist. The ABPP is an independent or-
ganization closely associated with the APA.
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The ABPP diploma is offered in a number of
specialty areas: the majority of diplomas are
in clinical psychology. Approximately 1,000
psychologists hold the ABPP diploma in clini-
cal psychology (APA, 2000a).

Other Organizations

There are a number of other international,
national, and regional organizations that
many clinical psychologists may join depend-
ing on their specialty interests. For example,
many clinical psychologists are members of
the Society of Behavioral Medicine (SBM), the
Society of Pediatric Psychology, the Interna-
tional Neuropsychology Society (INS), the
Association for Advancement of Behavior
Therapy (AABT), the Association of Behavior
Analysis (ABA), the International Society of
Clinical Psychology (ISCP), or many other or-
ganizations. Most of these organizations spon-
sor a yearly national conference, publish one
or more professional journals, are involved in
lobbying efforts of interest to their member-
ship, and provide members with a range of
services.

Many other countries also maintain psycho-
logical associations. The Canadian Psychologi-
cal Association (CPA), for example, has a long
and distinguished history providing yearly con-
ventions, maintaining an ethics code, and ac-
crediting programs throughout Canada, among
other activities. This is also true for the British
Psychological Society (BPS). Chapter 15 lists
the contact information for many of these
organizations.

How Does Clinical Psychology Differ from
Related Fields?

Many people are unaware of the similarities
and differences between clinical psychology
and related fields. For example, a popular
question is, “What is the difference between
a psychologist and a psychiatrist?” It can be

confusing to the public (and even to profes-
sionals in the field) to understand the similar-
ities and differences between mental health
disciplines. Since almost all of the mental
health disciplines share certain activities such
as conducting psychotherapy, understanding
differences between these fields can be very
challenging.

Many professionals and members of the
public wonder how clinical psychology dif-
fers from related mental health fields such as
counseling psychology, school psychology,
psychiatry, nursing, social work, and counsel-
ing. A brief overview of these disciplines will
be provided in Table 1.1.

Counseling Psychologists (PhD)

Of all the different mental health profession-
als, counseling psychologists are perhaps
the most similar to clinical psychologists in
actual practice. While there are generally dif-
ferences in philosophy, training emphases,
and curriculum between clinical and counsel-
ing graduate programs, differences between
clinical and counseling psychologists are
subtle. Like clinical psychologists, counseling
psychologists generally major in psychology
as undergraduates, attend a four-year gradu-
ate training program (however, in counseling
psychology rather than clinical psychology),
complete a one-year clinical internship and
complete postdoctoral training prior to ob-
taining their license as a psychologist. The dif-
ferences between clinical and counseling
psychology were more dramatic several
decades ago in comparison to current times.
Historically, counseling psychologists worked
in outpatient, college, and vocational settings
with people who did not experience major
psychiatric difficulties. They often provided
educational and occupational counseling to
students and employees. Testing conducted by
counseling psychologists generally involved
career and vocational interests and skills.
Today, counseling psychologists can be found
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in hospital, clinic, industry, and private prac-
tice settings. In fact, in most states, counseling
psychologists practice under the same license
as clinical psychologists. Some authors have
argued that distinctions between clinical and
counseling psychology, along with separate
training programs, may no longer be war-
ranted (e.g., Beutler & Fisher, 1994). There
are about three times more clinical psycholo-
gists than counseling psychologists in the
United States. For example, while 1,185 doc-
torates were awarded in clinical psychology in
1999, 367 were awarded in counseling psy-
chology (APA, 2000a). According to a recent
survey conducted by the APA (2000a), there
are about 9,100 APA members (about 11%)
who identify themselves as counseling psy-
chologists.

School Psychologists (MA or PhD)

While doctorates in school psychology are
available (e.g., 130 were awarded in 1999;

APA, 2000b), a master’s degree is generally
the degree of choice for school psychologists.
A recent survey by the APA (2000a) revealed
that about 3,300 members (about 4%) iden-
tify themselves as working in the field of
school psychology. School psychologists
typically work in elementary, secondary, or
special education schools providing cognitive
testing, brief counseling, and consultation to
school teachers, administrators, parents, and
students. Some school psychologists also pro-
vide tutoring help and some maintain private
practices. School psychologists often work
with children receiving special education ser-
vices for problems such as attention deficit/
hyperactivity disorder, learning disabilities, or
mental retardation. These professionals often
provide guidance to both children and their
families concerning educational and psycho-
logical concerns. School psychologists inter-
ested in careers in research, academics, or
administration usually choose PhD programs
while those most interested in practice with

Table 1.1 Mental Health Professionals

Years of
Years of Training Postdegree

Degree Program Prior to Degree* Training License

PhD Clinical Psych 4–5 1–2 Psychologist

Counseling Psych 4–5 1–2 Psychologist

PhD School Psych 4 1–2 School Psychologist

PsyD Clinical Psych 4–5 1–2 Psychologist

MA/MS Clinical Psych 2 1–2 MFT

MA/MS Counseling Psych 2 1–2 MFT

MA/MS School Psych 2 1 School Psychologist

MSW Social Work 2 1–2 Social Worker

MD Medicine 4 3–4 Physician (e.g., Psychiatrist)

* While graduate school can take 4 to 5 years to complete, this is highly variable. Research projects such as
dissertations as well as practicum experiences often result in a longer period of time to complete training.
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children and families generally choose MA
programs.

Psychiatry (MD)

Psychiatrists are physicians who earn a med-
ical degree (MD) and complete residency
training in psychiatry. The American Psy-
chiatric Association reports that there are
approximately 40,000 psychiatrists who are
members of the association (American Psy-
chiatric Association, 2003). Approximately
40% of psychiatrists work in solo private
practices (Kanapaux, 2003).

Typically, psychiatrists receive their bache-
lor’s degrees in premedical related fields
(e.g., biology, chemistry), and then complete
four years of medical school to obtain an
MD degree. Subsequently, a one-year med-
ical clinical internship is completed, prior to
a residency (usually three years) in psychia-
try. Unlike the internship completed in clini-
cal psychology, the medical internship
focuses on general medical (not psychiatric)
training. While the residency training years
may include some training activities similar to
that obtained by clinical psychology interns
(e.g., psychotherapy), most programs focus
on medication management and other med-
ical approaches to psychiatric disorders. The
residency is usually completed in a hospital or
medical center environment. However, resi-
dency training can also occur in outpatient
settings such as community mental health
clinics. These physicians obtain their medical
license following medical school and often
take their boards to become board certified in
a specialty area (e.g., child psychiatry) when
they complete their residency program.

Because psychiatrists are physicians, they
use their medical training to diagnose and
treat a wide spectrum of mental illnesses. Psy-
chiatrists, as MDs, can prescribe medication,
treat physical illnesses, and may utilize other
biological interventions (e.g., electroconvul-

sive therapy). Although there are exceptions,
psychiatric training generally focuses on clini-
cal diagnoses and treatment of major psycho-
pathology (i.e., affective or mood disorders,
such as bipolar disorder, and psychotic disor-
ders, such as schizophrenia). Training in gen-
eral human behavior and research is usually
minimal.

Relative to other mental health disciplines,
there are a variety of pros and cons to being a
psychiatrist. Advantages include several fac-
tors. First, as physicians, psychiatrists have
extensive training in the biological basis of
behavior and behavioral problems. They are
able to use this expertise to understand and
treat a wide range of medical and psychiatric
problems. Psychiatrists have superior knowl-
edge of medical aspects of certain disorders,
and have been trained to take a leadership
role vis-à-vis these patients. Thus, they can
prescribe medication and other biological
treatments for their patients, whereas other
clinicians must refer patients to an MD if
medication or other biological interventions
are indicated. However, efforts endorsed by
the APA are under way to enable psycholo-
gists with specialized training to prescribe
medication (Beutler, 2002; Smyer et al.,
1993). Second, psychiatrists have a much
higher earning potential than any other men-
tal health professional. Starting salaries typi-
cally are around $100,000 with average
salaries about $150,000 depending on the
work setting (Kanapaux, 2003). In compari-
son, the average salary for practicing psychol-
ogists is $80,000 (Kanapaux, 2003). Third, as
physicians, psychiatrists generally hold greater
status and positions of greater authority, espe-
cially in hospital or other medical settings.
Higher salaries and prestige are due to the
costs and competitiveness of medical educa-
tion as well as society’s admiration of physi-
cians in general.

There are several important disadvantages
to becoming a psychiatrist. First, the costs
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of medical training are extremely high com-
pared with the training costs of other mental
health professionals. Second, psychiatrists
tend to have much less training in general
human behavior and psychotherapy than
many other mental health professionals. For
example, while most psychologists spend four
undergraduate, five graduate, and one to two
postdoctoral years focusing specifically on
psychology and psychotherapy, psychiatrists
only spend the three residency years focused
on psychiatry. Thus, many first-year psychia-
try residents are far “greener,” for example,
than most advanced psychology graduate
students or predoctoral psychology interns.
Third, psychiatrists also are not trained in psy-
chological testing and assessment, and must
defer to clinical psychologists in order to ac-
quire this often critical information. Fourth,
psychiatrists are rarely trained as extensively
as clinical psychologists in rigorous research
methodology. Finally, fewer and fewer med-
ical students choose psychiatry as a specialty.
Psychiatric salaries, although high in compari-
son to non-MD mental health professionals,
are very low compared with other physicians.
Traditional psychodynamic and interpersonal
relational approaches to psychiatry have
given way to more biological approaches, par-
tially due to new discoveries in the neuro-
sciences, psychopharmacology, genetics, and
other areas of medicine (Fleck, 1995; Glasser,
2003; Michels, 1995), as well as the demand
by managed care insurance companies and pa-
tients for quicker acting treatment approaches
(N. Cummings, 1995). Finally, the lobbying ef-
forts of the pharmaceutical industry has also
influenced the reliance on medications to treat
all sorts of behavioral and emotional concerns
(Glasser, 2003).

Social Work (MSW)

There are approximately 150,000 members of
the National Association of Social Workers
(NASW, 2003). Social workers have typically

obtained a bachelor’s degree in a social sci-
ence such as psychology or sociology and
subsequently entered a two-year graduate
program to attain their master’s degree in
social work (MSW). Next, they must com-
plete up to two years of supervised clinical
experience (depending on the state) to be-
come a Licensed Clinical Social Worker, or
LCSW. Similar to the clinical psychology 
internship, many social workers receive
training in psychotherapy and psychiatric di-
agnoses during their year or years of super-
vised clinical experience. Unlike psychology
they generally do not obtain extensive train-
ing in conducting research or using psycho-
logical testing instruments. However, those
who earn a doctorate degree in social work
(DSW) often are interested in research and
academic careers.

Historically, social workers focused on
patient case management (i.e., helping the pa-
tient get the most out of his or her inpatient or
outpatient treatment and helping patients
transition to work or further treatment fol-
lowing discharge), patient advocacy, and a liai-
son to optimal social service agencies and
benefits. Whereas psychiatrists have histori-
cally focused on biological theories and inter-
ventions and psychologists have focused on
psychological theories and intervention, social
workers have focused on social theories and
interventions. Today, social workers can con-
duct psychotherapy with individuals, families
or groups, or undertake administrative roles
within agencies, hospitals, or social service
settings. Providing direct clinical services to
clients and patients is the most frequently re-
ported activity of social workers (National As-
sociation of Social Workers, 2003). Social
workers can be employed in numerous set-
tings including schools, hospitals, clinics, and
private practice. Employment in social service
agencies and both inpatient and outpatient
health facilities are the most common settings
for social workers while about 12% are en-
gaged in private practice (National Association



What Is Contemporary Clinical Psychology? 27

of Social Workers, 2003). Social workers also
may act as patient case managers and advo-
cates, securing necessary follow-up care and
social services following hospital discharge, for
example.

Advantages to becoming a social worker
include a shorter (and, thus, less expensive)
length of graduate training (i.e., two years as
opposed to the minimum five years necessary
for a PhD degree in clinical psychology). Sec-
ond, training in social work tends to highlight
social factors such as poverty, crime, racism,
and oppression that influence individual,
group, and organizational behavior as well as
emphasizing advocacy for the rights of others.
Third, no dissertation or large research study
master’s thesis is required for those who are
not interested in conducting these types of
large scale research projects. Disadvantages
include less training and emphasis on the bio-
logical influences on behavior and less atten-
tion on research. Additional disadvantages
include lower earning ability than psycholo-
gists and psychiatrists. Average salaries tend
to be about $45,000 depending on the posi-
tion and location. Social workers, like any cli-
nician, can specialize and become expert in
any nonprescribing or nonpsychological as-
sessment enterprise.

Psychiatric Nursing (RN)

There are over 11,000 psychiatric nurses
who have specialty training in psychiatric
illnesses and treatment (American Psychi-
atric Nurses Association, 2003). They usually
obtain both an undergraduate and master’s
degree in nursing. They are licensed as regis-
tered nurses (RN) following the completion
of their undergraduate degree. During their
training, they, like other mental health pro-
fessionals, learn about psychiatric diagnosis
and treatment. However, they also learn
about psychopharmacology and are often in-
volved in the dispensing of psychotropic
medications to patients. Psychiatric nurses

provide psychotherapy to individuals, fami-
lies, and groups as well as assisting in medical
management of psychotropic medications.
Many psychiatric nurses are employed in hos-
pitals and clinics, however, many maintain
private practices as well.

Marriage and Family
Therapists (MFT)

The mental health discipline of Marriage and
Family Therapists is very popular in Cali-
fornia and several other states. There are ap-
proximately 22,000 MFTs in California alone
and about 46,000 nationally. The Association
of Marriage and Family Therapists has about
23,000 members nationally. MFTs typically
complete a bachelor’s degree in any field (typ-
ically a social science discipline such as
psychology, sociology, political science), and
later pursue a master’s degree in a terminal
master’s counseling or psychology program.
Following up to two years of supervised expe-
rience, MFTs can be licensed to practice inde-
pendently in many but not all states. Despite
the title, MFTs are not necessarily experts
solely in marriage and family counseling.
Often, they treat adults in individual therapy,
as well. Advantages to becoming an MFT in-
clude the ease of acceptance into programs
and the one to two years necessary to obtain a
master’s degree. Disadvantages include the
general mixed quality and training of profes-
sionals in this field.

Several states, such as Massachusetts, offer
licensure as a Licensed Mental Health Coun-
selor (LMHC) designed for master’s level
practitioners. The training and experience for
this profession tends to be similar to those
outlined for MFTs.

Other Counselors

Many hospitals and clinics employ a variety
of counselors such as occupational thera-
pists, activity therapists, alcohol counselors,
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art therapists, psychiatric technicians, and
others. These professionals provide a wide 
variety of services to patients including indi-
vidual, family, and group counseling, and ther-
apeutic activities such as art, dance, and music
groups. Some of these professionals obtain a li-
cense or certification to practice (e.g., occupa-
tional therapists) while others do not (e.g.,
psychiatric technicians). Legislation in many
states, such as Missouri, has been proposed or
passed allowing occupational therapists, for
example, to be licensed as “mental health pro-
fessionals.”

Other Psychologists

There are many different types of psycholo-
gists besides clinical, counseling, and school
psychologists previously described. Cognitive,
developmental, experimental, social, person-
ality, industrial-organizational, physiological,
and other types of psychologists are repre-
sented in the field. They complete a doctoral
degree in psychology with specialization in
one or more of the areas already listed. Unlike
clinical psychologists, they are not mandated
to complete an internship or postdoctoral fel-
lowship. These psychologists work in educa-
tional settings such as colleges and universities
as well as in business, government, and the
military. They conduct research, consult with
individuals and groups, and develop policies.
They have different areas of expertise and skill
but generally do not assess or treat patients
experiencing emotional, behavioral, interper-
sonal, or other clinical problems. They are not
considered mental health professionals and
may not even be interested in human behav-
ior. For example, an experimental psycholo-
gist might conduct research on the memory
functioning of rats or the visual functioning of
cats. A social psychologist might be interested
in the social functioning of groups of pri-
mates. A physiological psychologist might be
interested in how organisms such as snails

learn new behaviors. These psychologists
might be interested in human behavior but
not in abnormal or clinical problems. For ex-
ample, an industrial-organizational psycholo-
gist might help an executive interact with
employees to improve morale. A cognitive
psychologist might study how medications im-
pact attentional processes and sleeping behav-
ior. A developmental psychologist might be
interested in how children who are in full-
time day care that starts during the first weeks
of life bond with their mothers. With the ex-
ception of industrial-organizational psycholo-
gists, these psychologists do not obtain a
license to practice psychology and therefore do
not treat clinical problems.

The Big Picture

The goals, activities, and contributions of
clinical psychologists are very appealing to
many who are fascinated by human behavior
and relationships. Contemporary clinical psy-
chology can be defined as the assessment,
treatment, and study of human behavior in
the context of biological, psychological, and
social factors. There, integration as well as
awareness of such individual differences such
as culture, ethnicity, and gender are part and
parcel of the state of this current art and sci-
ence. The enormous popularity of psychology
as an undergraduate major, of clinical psy-
chology as a career option, and of popular
press psychology books are a testament to the
inherent interest of clinical psychology. Most
psychologists report a high degree of satisfac-
tion with their career choice, and enjoy the
tremendous flexibility and diversity of poten-
tial employment settings, the opportunity to
work with people from diverse backgrounds,
and participation in the rapid scientific ad-
vances impacting the field. However, changes
in health care delivery and reimbursement,
the large number of degrees being awarded in
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clinical psychology and other mental health
disciplines, and the moderate salaries of most
psychologists must be viewed realistically
along with the many advantages of clinical
psychology as a career option. The goals and
activities of clinical psychology are noble: to
use the principles of psychology and our un-
derstanding of human behavior to promote
health, happiness, and quality of life.

Key Points

1. Clinical psychology focuses on the diag-
nosis, treatment, and study of psycho-
logical and behavioral problems and
disorders. Clinical psychology attempts
to use the principles of psychology to
better understand, predict, and alleviate
“intellectual, emotional, biological, psy-
chological, social, and behavioral aspects
of human functioning” (APA, 2000b).

2. The road to becoming a clinical psycholo-
gist is a long one divided by a number of
distinct stages and phases, which include
college, graduate school, clinical intern-
ship, postdoctoral fellowship, licensure,
and finally employment. However, aca-
demic positions are usually available fol-
lowing receipt of a doctorate degree and
prior to licensure.

3. One of the great advantages of being a
clinical psychologist is that there are a
wide variety of activities and employ-
ment settings in which to work. Becom-
ing a clinical psychologist allows one to
teach at the university level, conduct re-
search, provide consultation to a wide
variety of professionals and organiza-
tions, and conduct psychotherapy and
psychological testing with a wide range
of populations.

4. Clinical psychologists work in many dif-
ferent employment settings including
hospitals, medical schools, outpatient

clinics, colleges and universities, business
and industry settings, and private or
group practices. The majority of clinical
psychologists work in some type of part-
time or full-time private practice. Follow-
ing private practice, educational settings,
such as academic careers in colleges and
universities, are the second most com-
mon employment setting for clinical psy-
chologists.

5. Many clinical psychologists ultimately
specialize in one or more areas of research
or practice. While there are many types of
clinical psychology subspecialties, the
most common include child clinical psy-
chology, health psychology, neuropsy-
chology, and forensic psychology.

6. Clinical psychologist are organized into a
wide variety of professional organiza-
tions. Most psychologists are members of
the APA. The APA is also divided into 55
topic interest divisions. About 6,000 psy-
chologists are members of the APA Divi-
sion 12 (Clinical Psychology).

7. In 1988, the American Psychological So-
ciety (APS) was founded by many of the
academic or science-minded psycholo-
gists in the APA who felt that the APA no
longer adequately represented their in-
terests. Founding members of the APS
felt that the APA had become too focused
on professional practice and was becom-
ing less and less attuned to the science of
psychology.

8. Each state and most counties maintain
psychological associations. Most clinical
psychologists join their state psychologi-
cal association and may also join their
county psychology association.

9. The American Board of Professional Psy-
chology (ABPP) was founded in 1947 
as an agency that would certify psy-
chologists in several specialty areas. 
The ABPP diploma is considered an 
advanced level of recognition and is 
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certification beyond a state license to
practice as a psychologist.

10. Clinical psychology maintains both simi-
larities and differences with other mental
health related fields such as counseling
psychology, school psychology, psychia-
try, social work, nursing, and marriage,
family, and child counseling.

11. Changes in health care delivery and reim-
bursement, the large number of degrees
being awarded in clinical psychology and
other mental health disciplines, and the
moderate salaries of most psychologists
can be viewed as some disadvantages of
clinical psychology as a career option.

12. The field of clinical psychology is dedi-
cated to humanitarian concerns. Clinical
psychology seeks to use the principles of
human behavior to minimize or elimi-
nate human suffering and enhance and
improve human quality of life. Clinical
psychology attempts to help individuals,
couples, families, groups, organizations,
and society achieve healthier, happier,
and more effective functioning.

Key Terms

Administration
American Board of Professional Psychology
American Psychological Association
American Psychological Society
Assessment
Biopsychosocial Perspective
Child Clinical Psychology
Clinical Psychology
Consultation
Counseling Psychologists
Doctor of Philosophy (PhD)
Doctor of Psychology (PsyD)
Forensic Psychology
Geropsychology
Health Psychology

Marriage, Family, and Child Counseling
Neuropsychology
Psychiatric Nurses
Psychiatry
Research program
School Psychologists
Social Work
Teaching
Treatment

For Reflection

1. Define clinical psychology.
2. Why do you think clinical psychology is

so popular?
3. Outline the major stages of clinical psy-

chology training.
4. Outline the six major activities of clinical

psychology.
5. Where do most clinical psychologists

work?
6. Discuss the major subspecialties in clini-

cal psychology.
7. Outline the major professional organiza-

tions associated with clinical psychology.
8. How do clinical psychologists differ from

other psychologists?
9. How do clinical psychologists differ from

other mental health professionals?

Real Students, Real Questions

1. How long does it take to assess a client?
What do you do if you have a limited
number of sessions due to insurance?

2. How can treatment be based on solid re-
search data when people are so different
in their coping and healing patterns?

3. If clinical and counseling psychologists
do similar things, then why the need for
any distinction?
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Web Resources

www.apa.org
Learn more about the American Psychologi-
cal Association.

www.aamft.org
Learn more about the American Association
for Marriage and Family Therapy.

www.psych.org
Learn about the American Psychiatric As-
sociation.
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Foundations and Early
History of Clinical Psychology

Chapter Objective
1. To highlight the early influences and history of clinical

psychology from ancient times until the early part of the
twentieth century.

Chapter Outline
Highlight of a Contemporary Clinical Psychologist: 

Gerdenio “Sonny” Manuel, SJ,  PhD
Early Conceptions of Mental Illness: Mind and Body Paradigms
The Founding of Clinical Psychology: Lightmer Witmer and

the University of Pennsylvania
The Influence of Binet’s Intelligence Test
The Influence of the Mental Health and Child

Guidance Movement
The Influence of Sigmund Freud in America
The American Psychological Association and Early 

Clinical Psychology
The Influence of World War I
Clinical Psychology between World Wars I and II

Highlight of a Contemporary Clinical Psychologist

Rev. Gerdenio “Sonny” Manuel, SJ, PhD

As a clinical psychologist, Catholic priest, and academic dean. Fr. Manuel’s
general area of interest is how universities develop curricular and co-
curricular programs that enable faculty and students to integrate rigor-
ous inquiry and scholarship, creative imagination, faith, reflective
engagement with society, and commitment to fashioning a more humane
and just world especially for those in greatest need.

Birth Date: June 8, 1952

College: University of San Francisco (BA, Political Science), 1971

Graduate Program: Duke University (MA, PhD, Clinical Psychology),
1985

2
C h a p t e r
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Clinical Internship: Cambridge Hospital/
Harvard University School of Medicine
(1984–1985)

Postdoctoral Fellowship: Cambridge Hos-
pital/Harvard University School of Medicine
(1985–1986)

Current Job: Dean, School of Education,
Counseling Psychology and Pastoral Ministries

Pros and Cons of Being a Clinical
Psychologist:

Pros: “Insight into life and life’s meaning,
an appreciation of the lights, shadows, and
dreams of human life.”

Cons: “Allowing oneself spontaneity in non-
clinical situations; it’s hard to give up the ther-
apist role in off hours.”

Future of Clinical Psychology: “The role
of clinical psychology will be enhanced as we
continue to strive for ways to stay in touch
with our humanity and deepest desires in an
increasingly technological and stress and strife
filled world.”

Typical Schedule:
8:00 E-mail correspondence.
9:00 President’s cabinet/provost staff meet-

ings.
11:00 Interview job candidates.
12:00 Faculty Development Program and

lunch.
2:00 Faculty meetings.
3:00 Review grant proposals.
4:00 Meet with students.
5:00 Fund-raising program and dinner.
8:00 Pastoral counseling, spiritual direction.

Today, clinical psychology is a complex
and diverse field encompassing numer-

ous subspecialties and a continuum of scien-
tific and practitioner-focused enterprises. In
seeking to alleviate human suffering in

emotional, behavioral, and physical realms,
clinical psychology has borrowed from philo-
sophical, medical, and scientific advances
throughout the centuries. Chapters 2 and 3
highlight the seminal historical influences and
fundamental contributors to the ever-evolving
science and practice of today’s clinical psychol-
ogy. First, the evolution of Western medicine
from a nonscientific endeavor to today’s high-
tech standard of practice is traced. Central to
this evolution has been the titanic human
struggle to understand abnormal behavior in
the context of the mind and the body. As you
will see, an integration between the forces of
mind and body has been long in coming, devel-
oping in fits and starts throughout the ages
into today’s biopsychosocial appreciation for
the dynamic forces that join to create behavior.
And just as this mind-body integration has de-
veloped, the practice and training of clinical
psychologists have mirrored landmark scien-
tific changes in this evolving field of study.

This chapter highlights the early influences
and foundations that led to the development of
clinical psychology as an independent science
and profession. It traces the history and devel-
opment of issues relevant to contemporary
clinical psychology, from ancient times until
World War I. Ideas, events, institutions, and
people associated with this history are high-
lighted. Also, Table 2.1 provides an outline of
significant events in the field prior to World
War II. The influence of biological, psychologi-
cal, and social factors and the roots of integra-
tion of perspectives are noted. It is unlikely
that the people associated with these ideas and
events could have predicted how they might
influence further generations to derive the
perspectives of today. Chapter 3 examines the
more recent developments in the field, from
World War II until the present. A full under-
standing of contemporary clinical psychology
hinges on a sound appreciation and under-
standing of its foundation and history.
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Table 2.1 Significant Events in Clinical Psychology Prior to World War II

Before Psychology Was Founded as a Field

2500–500 B.C. Supernatural, magic, herbs, and reason was the approach to mental and physical illness.

470–322 B.C. Greeks use holistic approach to illness, which is attentive to biological, psychological,
and social influences.

130–200 A.D. Galen develops foundation of Western medicine based on the influence of the Greeks,
which lasts 1000 years.

500–1450 Middle Ages believe supernatural forces influence health and illness.

1225–1274 Saint Thomas Aquinas uses scientific thinking to help explain health and illness.

1490–1541 Paracelsus suggests that the movements of the stars, moon, sun, and planets influence
behavior.

1500–1700 Renaissance witnesses numerous scientific discoveries suggesting that biological factors
influence health and illness.

1596–1650 René Descarte develops mind/body dualism.

1745–1826 Pinel, in France, develops humane moral therapy to treat mentally ill.

1802–1887 Dorothea Dix advocates for humane treatment of mentally ill in America.

1848 New Jersey becomes first state to build a hospital for mentally ill patients.

After Psychology Was Founded as a Field and until World War II

1879 Wilhelm Wundt develops first laboratory in psychology.

1879 William James develops first American psychology laboratory at Harvard.

1883 G. Stanley Hall develops second psychology laboratory at Johns Hopkins.

1888 James McKean Cattell develops third American psychology laboratory.

1890 James publishes Principles of Psychology.

1890 Cattell defines mental test.

1892 American Psychological Association founded.

1896 Lightner Witmer establishes first psychology clinic at the University of Pennsylvania.

1900 Freud publishes The Interpretation of Dreams.

1904 Alfred Binet begins developing an intelligence test.

1905 Binet and Theodore Simon offer Binet-Simon scale of intelligence.

1905 Carl Jung creates a word association test.

(continued)
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Early Conceptions of Mental Illness: Mind
and Body Paradigms

The Greeks

Several Greek thinkers were pivotal in the
early development of integrative approaches
to illness, and, thus, were precursors to a
biopsychosocial perspective. Although the an-
cient Greeks felt that the gods ultimately con-
trolled both health and illness, they looked
beyond supernatural influences and explored
biological, psychological, and social influences
on illness (Maher & Maher, 1985a). The

Greeks believed that the mind and body were
closely interconnected. Somewhat similar to
today’s health resorts, ailing Greeks often
would spend a few days at a temple where
they would engage in treatments that might
include prayer, special foods, bathing, dream
analysis, and animal sacrifice. The doctor-
priest who conducted these treatments be-
lieved that healing could occur through
activation of a life force stimulated by the
treatment protocols (Mora, 1985).

The famous Greek physician, Hippocrates
(460–377 B.C.), who led the writing of the Hip-
pocratic Corpus, felt that disease was primarily

Table 2.1 Continued

After Psychology Was Founded as a Field and until World War II

1907 Psychological Clinic, first clinical journal, is published.

1908 Clifford Beers begins mental hygiene movement.

1909 Clinical psychology section formed at APA.

1909 Freud’s only visit to America at Clark University.

1909 William Healy develops child guidance clinic in Chicago.

1916 Lewis Terman develops Stanford-Binet Intelligence Test.

1917 Clinicians of APA leave to form American Association of Clinical Psychologists (AACP).

1917 Robert Yerkes and committee develop Army Alpha test.

1919 AACP rejoins APA.

1921 Cattell develops Psychological Corporation.

1921 Hermann Rorschach presents his inkblot test.

1924 Mary Cover Jones uses learning principles to treat children’s fears.

1935 APA Committee on Standards and Training define clinical psychology.

1936 Louttit publishes first clinical psychology textbook.

1937 Clinicians leave APA again to form American Association of Applied Psychology (AAAP).

1937 Journal of Consulting Psychology begins.

1939 The Wechsler-Bellevue Intelligence Scale is published.

1945 AAAP rejoins APA.
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the result of an imbalance in four bodily flu-
ids or humors, rather than to spiritual factors
(Maher & Maher, 1985a). These fluids were
black bile, yellow bile, phlegm, and blood.
Furthermore, Hippocrates felt that the rela-
tionship between these bodily fluids also de-
termined temperament and personality. For
example, too much yellow bile resulted in a
choleric (angry, irritable) temperament,
whereas too much black bile resulted in a
melancholic (sadness, hopelessness) personal-
ity. Hippocrates felt that these imbalances
might originate in the patient’s environment.
For example, it was believed that water qual-
ity, altitude, wind, and time of year were im-
portant considerations in the etiology of
illness. Hippocrates encouraged fellow doctors
to be gentle and patient with their patients be-
cause various stressors were viewed as capable
of preventing healing. Hippocrates maintained
a holistic approach to health and illness re-
flected in his statement: “In order to cure the
human body, it is necessary to have a knowl-
edge of the whole of things.” He felt that head
trauma and heredity could also account for ab-
normal behavior and illness. He was sensitive
to interpersonal, psychological, and stress fac-
tors that contribute to problem behavior. The
thinking and writing of Hippocrates helped to
move from a spiritualistic toward a more natu-
ralistic view or model of health and illness.
Hippocrates suggested that biological, psycho-
logical, and social factors all contribute to both
physical and emotional illness. This early
biopsychosocial perspective was further cham-
pioned by Plato, Aristotle, and Galen until its
temporary demise in the Middle Ages.

Plato (427–347 B.C.) saw the spirit or soul
as being in charge of the body and that prob-
lems residing in the soul could result in physi-
cal illness (Mora, 1985). Plato quoted Socrates
(470–399 B.C.) as stating: “As it is not proper
to cure the eyes without the head, nor the
head without the body, so neither is it proper
to cure the body without the soul.” Plato felt

that mental illness resulted from sickness in
the logistikon or the part of the soul that oper-
ates in the head, controlling reason. He felt
that personality, a lack of harmony, and igno-
rance about the self were responsible for men-
tal illness symptoms. Aristotle (384–322 B.C.)
maintained a scientific emphasis and felt that
certain distinct emotional states including joy,
anger, fear, and courage impacted the func-
tioning of the human body. Aristotle felt that
treatment for mental problems should include
talking and the use of logic to influence the
soul and psyche (Maher & Maher, 1985a).
The use of logic and reason to influence emo-
tional and behavioral problems is one of the
major principles behind today’s cognitive ther-
apy. These Greek philosophers and physicians
viewed health, illness, personality, and behav-
ior as being intimately interconnected.

Galen (A.D. 130–200) was a Greek physi-
cian who integrated the work and perspec-
tives outlined by Hippocrates, Plato, Aristotle,
and others and developed a holistic program
of medical practice that became the founda-
tion of medicine in Europe for 1,000 years
(Maher & Maher, 1985a; Mora, 1985). Like
his Greek colleagues, Galen also used the hu-
moral theory of balance between the four
bodily fluids discussed previously as a foun-
dation for treatments. Induced vomiting to
treat depression as well as induced bleeding or
bloodletting to treat a variety of ailments were
common treatments used for centuries (Bur-
ton, 1621/1977; Kemp, 1990). Galen also felt
that the brain was the rational soul and the
center of sensation and reason. Additionally,
he thought that humans experienced one of
two irrational subsouls, one for males and one
for females. The male subsoul was thought to
be located in the heart, whereas the female
subsoul was thought to be located in the liver.
Unlike Plato, Galen felt that the soul was the
slave and not the master of the body, and that
wishes of the soul in the body resulted in
health and illness.



38 Foundations and Fundamentals

Together, the Greeks developed a remark-
ably holistic perspective in which we can see
many of the roots of our current beliefs on
mind and body interactions in mental and
physical illness. However, the ensuing Middle
Ages would temporarily derail from this line
of reasoning, instead embracing largely su-
pernatural views of illness.

The Middle Ages

During the Middle Ages (A.D. 500–1450), ear-
lier notions regarding the relationship among
health, illness, mind, and body reemerged
(Kemp, 1990). Perhaps as a response to the
highly turbulent, frightening, and stressful
times during the black plague, numerous
wars, and the split within the Roman Catholic
Church resulting in two Catholic centers and
popes, the focus on supernatural influences to
explain events became commonplace. Disease
and “insanity,” many believed, were caused
by spiritual matters such as the influence of
demons, witches, and sin. Therefore, healing
and treatment became, once more, a spiritual
rather than a medical issue using integrative
biopsychosocial strategies. Those who were ill
would consult with priests or other clergy,
and atonement for sins would likely be pre-
scribed as the road to recovery. People who
were “insane” would often be treated by ex-
orcism. Some were chained to church walls in
order to benefit from prayers; some were tor-
tured and killed. In 1484, Pope Innocent VIII
issued a papal statement approving of the
persecution of “witches.” Although the men-
tally ill were certainly not the only people
targeted, it has been estimated that 150,000
people were executed in the name of religion
during this time period (Kemp, 1990).

Although most modern people would dis-
agree with the supernatural emphasis and in-
humane treatments during the Middle Ages,
some of the same type of thinking and blam-
ing of the victim is found today. For example,

many of the problems of the Germans during
the 1930s and early 1940s were blamed on
the Jews. During the 1980s, many (including
several U.S. senators) suggested that AIDS
was a plague from God for “immoral” homo-
sexual behavior. Today, many blame illegal
immigration as a critical factor in many soci-
etal ills, including problems such as economic
woes, violence, and youth crime.

Not everyone during the Middle Ages
believed that good and evil, spirits and
demons, sorcery and witchcraft contributed to
mental illness (Kemp, 1990; Maher & Maher,
1985a). Some, such as Saint Thomas Aquinas
(1225–1274), felt that there was both theolog-
ical truth and scientific truth. For example,
Aquinas reasoned that the soul was unable to
become “sick” and, therefore, mental illness
must have a physical cause or be due to prob-
lems in reason or passion (Aglioni, 1982).
The late fourteenth-century French bishop
Nicholas Oresme felt that abnormal behavior
and mental illness were due to diseases such
as melancholy (today’s depression). Further-
more, the insane were sometimes humanely
and compassionately cared for by people living
in rural villages.

Another model to explain abnormal behav-
ior, which became especially popular during
the sixteenth century, was the influence of the
moon, stars, and alignment of the planets. A
Swiss physician, Paracelsus (1490–1541), pop-
ularized the notion that various movements of
the stars, moon, and planets influenced mood
and behavior. Paracelsus also focused on the
biological foundations of mental illness and de-
veloped humane treatments. Juan Luis Vives
(1492–1540) and Johann Weyer (1515–1588)
helped to shift theories of mental illness from a
focus on the soul to an emphasis on behavior
and promoted humane treatments of the men-
tally ill. During the Middle Ages, the biological,
psychological, social, astrological, and supernat-
ural influences on behavior were believed to be
responsible for mental illness and abnormal
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behavior. Different institutions, groups, and
individuals maintained different opinions con-
cerning which of these factors could explain
behavior the best. Sadly, some of these beliefs
resulted in poor or no treatment as well as in-
humane behavior toward others.

The Renaissance

During the Renaissance, renewed interest in
the physical and medical worlds emerged,
overshadowing supernatural and religious
viewpoints. Interest in the mind and soul were
considered unscientific and thus relegated to
the philosophers and clergy. New discoveries
in chemistry, physics, biology, and mathemat-
ics unfolded rapidly and were met with great
enthusiasm (Mora, 1985). Giovanni Battista
Morgagni (1682–1771), for example, discov-
ered through autopsy that a diseased organ in
the body could cause illness and death. An-
dreas Vesalius (1514–1564), a Dutch physi-
cian, published an anatomy textbook in 1543
delineating dissection of the human body. The
emphasis on scientific observation and ex-
perimentation rather than reason, mythology,
religious beliefs, and dogma provided a model
for future research and teaching. When
William Harvey, an English physician, used
the scientific method in 1628 to determine
that blood circulated through the body be-
cause of the function of the heart, the Greek
notion of imbalance of bodily fluids vanished
from medical thinking.

New medical discoveries during the Renais-
sance resulted in biomedical reductionism in
that disease, including mental illness, could
be understood by scientific observation and
experimentation rather than beliefs about
mind and soul. The biological side of the
integrative biopsychosocial perspective was
emphasized. René Descartes (1596–1650), a
French philosopher, argued that the mind and
body were separate. This dualism of mind and
body became the basis for Western medicine

until recently. The mind and body were
viewed historically as split, in that diseases of
the body were studied by the medical sciences
while problems with the mind or emotional
life were delegated to the philosophers and
clergy. However, mental illness was often
considered a disease of the brain, and thus the
insane were treated using the medical orien-
tation of the time.

Treatment of mental illness, however,
lagged behind these medical developments.
During this period, physicians treated people
who were considered deviant or abnormal by
confining them to hospitals and asylums. Lit-
tle treatment, other than custodial care, was
provided to these patients and thus these asy-
lums were renowned for their prison-like en-
vironments. The term bedlam (a variant of
Bethlehem), connoting chaos and hellish cir-
cumstances, originated when St. Mary’s of
Bethlehem was opened in London during
1547. Active treatments, besides custodial
care, included restrictive cribs, hunger cures,
bloodletting, cold water dunking or hydrother-
apy, and other painful treatments (Kemp,
1990; Mora, 1985).

The Nineteenth Century

In the nineteenth century, numerous ad-
vances in understanding mental and physical
illness allowed for a more sophisticated under-
standing of the relationship between body
and mind in both health and illness. A break-
through of the nineteenth century in-
volved the discovery by Rudolf Virchow
(1821–1902), Louis Pasteur (1822–1895), and
others that disease and illness could be attrib-
uted to dysfunction at the cellular level
(Maher & Maher, 1985a). For example, the
discovery that syphilis was caused by microor-
ganisms entering the brain following sexual
activity helped to support the biological model
of mental illness. The laboratory thus took
center stage as the arena for the investigation



40 Foundations and Fundamentals

of disease. The nineteenth-century discovery
that germs or microorganisms can cause dis-
ease, along with the twentieth-century ad-
vances in medical, genetic, and technological
discoveries have continued to support the
“Cartesian dualism” perspective of Descartes
in the seventeenth century.

However, dualism was tempered in
the last part of the eighteenth century and
during the nineteenth century due to the
work and influence of a variety of physicians
who believed that the mind and body were
connected, not separate. Benjamin Rush
(1745–1813) authored the first American text
in psychiatry, positing that the mind could
cause a variety of diseases. Franz Mesmer
(1733–1815), an Austrian physician, and oth-
ers noticed that many people experiencing
paralysis, deafness, and blindness had no bio-
medical pathology, leaving psychological
causes suspect. Claude Bernard (1813–1878)
was a prominent physician who argued for
recognition of the role of psychological factors
in physical illness. Jean Martin Charcot
(1825–1893), a French physician, used hyp-
nosis to treat a wide variety of conversion dis-
orders (i.e., physical symptoms such as
paralysis, blindness, deafness without appar-
ent physical cause). Thus, many nineteenth-
century physicians laid the groundwork for
today’s current theories and practices integrat-
ing the influences of physical, psychological,
and social factors on health and well-being.

These advances lead to greater sensitivity
and sophistication regarding the treatment of
individuals with mental illness. A psychosocial
approach to mental illness called moral ther-
apy, emerged during this time. Moral therapy
sought to treat patients as humanely as possi-
ble and encouraged the nurturance of inter-
personal relationships. Its founder, French
physician, Philippe Pinel (1745–1826), did
much to improve the living conditions and
treatment approaches used by mental hospi-
tals during the nineteenth century. He became

director of several mental hospitals in France
and altered the treatment facilities to maxi-
mize patient welfare and humane forms of
treatment. Using the same principles in the
United States, Eli Todd (1769–1833) devel-
oped a retreat-like program for the treatment
of the mentally ill in Hartford, Connecticut.
This program is still in operation today and is
called the Institute of Living. William Tuke
(1732–1822) also developed more humane
treatment approaches in English mental hospi-
tals. Dorothea Dix (1802–1887), a Massachu-
setts school teacher, worked heroically for 40
years to improve treatment conditions for the
mentally ill in the United States. During the
Civil War, she acted as the head nurse for 
the Union Military. Due to her efforts, New
Jersey became the first state to build a hospital
for the mentally ill in 1848. Many states
quickly followed suit.

Significant improvements in the diagnosis
of mental illness emerged during this time
as well. Efforts to apply scientific methodol-
ogy to better classify and diagnose abnormal
behavior were implemented. For example, in-
fluential German physician Emil Kraeplin
(1856–1926) defined the term dementia praecox
to describe the constellation of behaviors we
generally now consider schizophrenia [named
by Eugen Bleuler (1857–1930)]. Kraeplin also
asserted that mental disorders were brain
disorders, and mental illness could be classi-
fied as rising from either exogenous or en-
dogenous influences. The thinking and work
of Kraeplin, Bleuler, and others during this
period not only helped to better understand
mental disorders as medical problems but also
assisted in developing a classification system
for understanding and categorizing many
mental disorders.

Franz Alexander (1891–1964) also studied
the association between psychological factors
and both physical and mental illnesses (Mora,
1985). He proposed that as a specific stressor
occurred, a genetically predetermined organ
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system of the body responded. By repressing
conflict, for example, Alexander felt that psy-
chic energy could be channeled into the sym-
pathetic division of the autonomic nervous
system, thus overstimulating this system and
producing disease. Therefore, while one per-
son might repress conflict and eventually
develop an ulcer (due to gastric acid secre-
tion), another person might develop colitis,
headache, or asthma. Alexander argued that
specific personality styles, as opposed to un-
conscious conflicts, resulted in specific dis-
ease. For example, he felt that dependence
would typically result in the development of
ulcers while repressed rage would result in
hypertension. Research continues to reveal
biological, psychological, and social influ-
ences in the development of ulcers, hyper-
tension, and other diseases.

A confluence of factors thus led to the
birth of psychology as an independent disci-
pline and science separate from, but related
to, philosophy, medicine, and theology. We
can see the roots of today’s mind–body inte-
grative and biopsychosocial perspective. The
evolution of the Western view of medicine
and of abnormal behavior; the use of the sci-
entific method to make new discoveries in
biology, chemistry, physics, and math; the
emergence of psychoanalytic thinking; and
the interest in individual differences in be-
havior together combined to set the stage for
the subsequent emergence of the science and
practice of psychology.

The Birth of Psychology

In 1860, Theodor Fechner (1801–1887)
published The Elements of Psychophysics while
Wilhelm Wundt (1832–1920) published the
Principles of Physiological Psychology in 1874.
These publications were the first to indicate
clearly that techniques of physiology and
physics could be used to answer psychological
questions. The first laboratory of psychology

was subsequently developed by Wundt at the
University of Leipzig, Germany, in 1879 and
psychology was born. Wundt was especially
interested in individual and group differences
in sensation and perception, studying human
reaction times in various laboratory experi-
ments. He was also interested in using both
the scientific method and introspection to bet-
ter understand the structure and components
of the mind. William James also established a
psychology laboratory at Harvard University
at about the same time that Wundt was devel-
oping his laboratory. Whereas Yale University
offered the first formal PhD in “Philosophy
and Psychology” in 1861, Harvard University
offered the first American PhD in psychology
in 1878. G. Stanley Hall established the second
American psychology laboratory at Johns
Hopkins University in 1883 while James
McKeen Cattell established the third Ameri-
can laboratory in 1888. Hall also established
the first independent psychology department
at Clark University in 1887.

In 1890, James published Principles of Psy-
chology, which became the first classic psychol-
ogy text. In 1891, James Baldwin established
the first psychology laboratory in Canada at
the University of Toronto. In 1892, the Amer-
ican Psychological Association (APA) was
founded, and G. Stanley Hall was elected its
first president. During the beginning months
and years of this new field, American psychol-
ogy nurtured its roots in experimental psy-
chology and was less interested in clinical or
applied psychology. The early members of the
APA tended to be academics in universities
conducting empirical research.

In addition to sensation, perception, and
understanding the dimensions of the mind
through experimentation, the early psycholo-
gists were interested in the development and
use of mental tests. Although not a psycholo-
gist, Francis Galton, a relative of Charles
Darwin, was interested in statistical analysis
of differences among people in reaction time,
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sensory experiences, and motor behavior. He
developed a laboratory in England to study
these issues in 1882. In the United States,
James McKeen Cattell (1860–1944) also stud-
ied reaction time and other differences in
human behavior. Cattell coined the term men-
tal test in 1890 to refer to measures that he
developed in the hopes of tapping intellectual
abilities. At the University of Freiburg, Ger-
many, Hugo Münsterberg also developed a se-
ries of tests to investigate the mental abilities
of children in 1891. This emerging interest in
testing later grew into one of the fundamental
cornerstones and contributions of the disci-
pline of clinical psychology.

Thus, psychology was founded, and its early
years were launched by academic psycholo-
gists interested in empirically measuring
various aspects of human behavior to better
understand the components of the mind. They
had very little interest in applying their find-
ings to assist people with emotional, behav-
ioral, or intellectual problems or disorders.
The desire to apply these newly developed
methods and principles of psychology to peo-
ple in need was soon to result in the birth of
clinical psychology (Maher & Maher, 1985b).

The Founding of Clinical Psychology

While psychology was born as a distinct disci-
pline with the founding of the APA in 1892,
the birth of clinical psychology as a speciality
area occurred four years later in 1896 with
the opening of the first psychological clinic at
the University of Pennsylvania by Lightner
Witmer (1867–1956). Witmer completed his
undergraduate studies at the University of
Pennsylvania in 1888 and earned his PhD in
psychology at the University of Leipzig under
Wilhelm Wundt in 1892. Following his doc-
toral studies, Witmer returned to the Univer-
sity of Pennsylvania to become director of
their psychology laboratory.

Witmer became the first psychologist to use
his understanding of the principles of human
behavior to help an individual with a particu-
lar problem. He was asked by a teacher to help
one of her students who was not performing
well in school. After assessing the child’s prob-
lem, Witmer developed a specific treatment
program. He found that the child had diffi-
culty in spelling, reading, and memory, and
recommended tutoring, which later proved to
be a successful intervention (McReynolds,
1987).

In 1896, Witmer described his methods of
diagnosis and treatment to members of the
newly formed APA. He proposed that a psy-
chological clinic could be devoted to diagno-
sis and evaluation, individual treatment,
public service, research, and the training of
students. Apparently, his thoughts were not
well received by his professional colleagues
at the time (Brotemarkle, 1947; Reisman,
1976). His colleagues disliked the notion that
psychology as a science should be applied to
actual clinical problems. It is important to
note that during this time, psychology was
considered a science and its purpose was to
better understand general (not abnormal or
dysfunctional) human behavior. Despite the
lukewarm reception, Witmer independently
developed his psychological clinic at the Uni-
versity of Pennsylvania along with programs
to assist children with primarily school-
related difficulties and challenges.

Many of the principles that Witmer devel-
oped in his psychological clinic are still used
today. For example, he favored a diagnostic
evaluation prior to offering treatment proce-
dures and services. He favored a multidiscipli-
nary team approach as opposed to individual
consultation. He used interventions and diag-
nostic strategies based on research evidence.
Finally, he was interested in preventing prob-
lems before they emerged.

By 1904, the University of Pennsylvania
began offering formal courses in clinical
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psychology. In 1906, Morton Price published
the first edition of the Journal of Abnormal Psy-
chology. By 1907, Witmer began the first pro-
fessional journal dedicated to the field of
clinical psychology entitled The Psychological
Clinic. Through these activities and landmark
events clinical psychology was born. How-
ever, while Witmer helped launch the clinical
psychology specialty, a variety of other people
and events further molded clinical psychology
into its current form.

The Influence of Binet’s
Intelligence Test

In 1885, Alfred Binet, a French scientist and
attorney, founded (along with Henri Beaunis)
the first psychology laboratory in France.
Binet and his colleagues were especially inter-
ested in developing tests to investigate mental
abilities in children. In 1904, a French com-
mission invited Binet and his colleague,
Theodore Simon, to develop a method to assist
in providing mentally disabled children with
appropriate educational services. Binet and
Simon developed an intelligence test that
could be used with children in order to assist
teachers and schools in identifying children
whose mental abilities prevented them from
benefitting from regular classroom instruc-
tion. The Binet-Simon scale was then devel-
oped in 1908 specifically for school use. Binet
felt that the test did not provide a comprehen-
sive and objective index of intellectual func-
tioning and highlighted the limitations of his
testing methods for use beyond the classroom.

Henry Goddard, who had developed a clinic
for children at the Vineland Training School in
New Jersey, learned about the Binet-Simon
scale while in Europe during 1908. He was
impressed with the scale and brought it back
to the United States for translation and use. In
1916, Stanford University psychologist Lewis

Terman revised the scale and renamed it the
Stanford-Binet. The Binet approach to testing
became remarkably popular in the United
States, as various institutions throughout the
country adopted the Binet-Simon and later
the Stanford-Binet tests to assess children. By
1914, over 20 university psychology clinics
were utilizing the Binet approach. Measuring
the intellectual abilities of children quickly be-
came a major activity of clinical psychologists
during the early days of the field.

The Influence of the Mental Health and
Child Guidance Movement

The momentum achieved through the emer-
gence of psychological clinics and psychologi-
cal testing soon progressed into the realm of
mental illness and problematic behavior. A
former mental patient, Clifford Beers, who
may be credited with the expansion, founded
the National Committee for Mental Hygiene,
which later became known as the National
Association for Mental Health. Beers was hos-
pitalized with severe depression that also in-
cluded episodes of mania. Today, he would
have likely been diagnosed with bipolar disor-
der (manic depression). His treatment, from a
contemporary viewpoint, would be consid-
ered inhumane although it was common at
the time. Once he was released from the hos-
pital, he wrote a book entitled A Mind That
Found Itself, published in 1908. The book
focused on the inhumane treatment he expe-
rienced while hospitalized. The mission of
his post-hospitalization life and his newly
founded association was to improve the treat-
ment of those suffering from mental illness.

Beers and his organization were successful
due in part to the support of prominent psy-
chologist and Harvard professor William James
and prominent psychiatrist Adolf Meyer. This
success led to the opening of William Healy’s
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Juvenile Psychopathic Institute in 1909 and to
the subsequent establishment of child guid-
ance clinics throughout the country. Unlike
Witmer’s focus on learning differences and
educational challenges, the child guidance
clinics, such as the one developed by Healy, fo-
cused on disruptive behaviors of children in-
teracting with schools, police, and the courts.
The philosophy of these clinics was based on
the view that disruptive behavior in children
was due to mental illness and that intervention
should occur early before significant prob-
lems such as stealing, fire setting, and robbery
began. In 1917, Healy founded the influential
Judge Baker Foundation in Boston, Massachu-
setts. The child guidance movement applied
the new principles of psychology to the treat-
ment of children and their families encounter-
ing mental illness and problem behaviors.
Thus, the child guidance perspective helped to
emphasize the psychological and social influ-
ences of behavior and mental illness.

The Influence of Sigmund
Freud in America

The work and writings of Sigmund Freud
(1856–1939) and his colleagues were highly
influential in further understanding the con-
nection between the mind and body. Freud
proposed that unconscious conflicts and emo-
tional influences could bring about mental
and physical illness. Freud reawakened earlier
Greek notions that a more holistic view of
health and illness including the study of emo-
tional experience was necessary for a fuller
understanding of health, illness, and abnormal
behavior. Freud’s 1900 publication of The In-
terpretation of Dreams resulted in mainstream
acceptance of the psychoanalytic perspective.

Freud had little influence on the develop-
ment of clinical psychology in the United
States until September 1909. At the time,

Freud made his landmark and only trip to the
United States in response to an invitation by
G. Stanley Hall (the APA’s first president and
president of Clark University in Worcester,
Massachusetts). Clark University was cele-
brating its twentieth anniversary as an institu-
tion and Hall invited a large number of
prominent psychologists, psychiatrists, and ac-
ademics for a series of lectures. In addition to
Sigmund Freud, Carl Jung, Otto Rank, Sandor
Ferenczi, James McKeen Cattell, E. B. Titch-
ener, and William James were also in atten-
dance—a veritable “who’s who” of influential
names at the time. This conference stimulated
the widespread acceptance of Freud’s psycho-
analytic theories in the United States. The psy-
chological and child guidance clinics, quickly
growing in the United States at the time,
tended to adopt Freud’s orientation to mental
illness and treatment after the 1909 lectures.
Thus, the psychoanalytic perspective to be-
havioral and mental problems was highlighted
in these clinics. Furthermore, the enthusiasm
afforded psychological testing in the wake of
the Binet-Simon scale grew dramatically dur-
ing this period as well.

The American Psychological Association
and Early Clinical Psychology

The first two decades of the twentieth cen-
tury witnessed tremendous growth in the
field of clinical psychology. During this time,
the APA was interested primarily in scientific
research in academic settings and was largely
disinterested in clinical applications in the
field. Therefore, these rapid developments in
the provision of psychological services in psy-
chological clinics and child guidance clinics
were generally ignored by the association.
The growth of clinical psychology therefore
occurred not because of the APA but in spite
of it. Clinicians frustrated with the lack of
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interest and support by the APA decided to
leave the organization and form the Ameri-
can Association of Clinical Psychologists
(AACP) in 1917. This separation did not last
and in 1919, the AACP and APA agreed to a
reconciliation of sorts and the AACP rejoined
the APA as a clinical section.

The Influence of World War I

When the United States entered World War I
in 1917, a large number of recruits needed
to be classified based on their intellectual
and psychological functioning. The U.S. Army
Medical Department contacted the current

SPOTLIGHT

Sigmund Freud
Sigmund Freud was born in what is now Austria on May 6, 1856, and
spent most of his childhood in Vienna. He came from a large family and
was the oldest of seven children. He appeared to have been the favorite
child getting attention and perks that other children in the family didn’t
get. Like many Jews at the time, he experienced discrimination that led
him to make certain life sacrifices. For example, he wanted to become a
university professor but, as a Jew, he was unable to pursue this desire since
Jews were not allowed these types of positions at the time. He chose med-
icine as an alternative and completed his medical degree at the University
of Vienna in 1881. He initially was attracted to research endeavors and
published several medical articles but eventually switched to private prac-
tice. Freud was not a psychologist or a psychiatrist; he was a neurologist.
He married Martha Bernays and had six children, one, Anna, became a
well-known psychoanalyst.

Freud’s most notable books include Studies on Hysteria (published in
1895) and The Interpretation of Dreams (published in 1900). His influence
grew and by the early 1900s he was highly respected. The influence of his
thinking, writing, and theories had grown enormously in the professional
community. He made one trip to the United States in 1909 to give a series
of lectures at Clark University in Wooster, Massachusetts. Curiously, it was
a trip he later regretted due to the hassles of such travel with few rewards.

Freud had two great loves: antiquities and cigars. His office was full of
small antiquities and he spent a great deal of time (and money) on his
hobby. Although his love of cigars resulted in throat cancer and a number
of years of pain and surgeries, he found it impossible to give up the un-
healthy habit that ultimately killed him. Due to Nazi persecution, he fled
Austria in 1938 and moved to a residential neighborhood in north Lon-
don where he continued writing and seeing patients until just a few days
before his death in September 1939. His London home is now a museum
where many of his antiquities as well as his famous couch and desk can
still be viewed.
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president of the APA (Robert Yerkes) to assist
in developing an appropriate test for the mil-
itary recruits. A committee was formed that
included Henry Goddard, Lewis Terman, and
Guy Whipple (who had published a book
entitled Manual of Mental and Physical Tests in
1910). The committee developed what be-
came known as the Army Alpha and Army
Beta intelligence tests. The Army Alpha was a
verbal test while the Army Beta was a non-
verbal test. Unlike intelligence tests such as
the Stanford-Binet that could only be admin-
istered to one subject at a time, the Army
Alpha and Army Beta tests could be adminis-
tered to very large groups of people. Further-
more, the tests could be used for both literate
and nonliterate adults. To assess psychologi-
cal functioning, the committee suggested that
the Psychoneurotic Inventory (developed by
Robert Woodworth in 1917) also be used.
Approximately two million people were eval-
uated using these tests by 1918. This oppor-
tunity for psychology to contribute to the war
effort through the application of psychologi-
cal tests increased the status and visibility of
psychologists and of psychological testing.

Clinical Psychology between
World Wars I and II

Psychological Testing

Following World War I, psychologists became
well known for their testing skills (Kiesler &
Zaro, 1981; Maher & Maher, 1985b). A testing
development explosion occurred, such that by
1940 over 500 psychological tests had been
produced. These tests included both verbal
and nonverbal intelligence tests, personality
and psychological functioning tests, and career
interest and vocational skill tests. Tests were
available for children of all ages and abilities
as well as for adults. The more popular and

well-known tests included the Rorschach
Inkblot Test (1921), the Miller Analogies Test
(1927), the Word Association Test developed
by Carl Jung (1919), the Goodenough Draw-
A-Man Test (1926), the Thematic Appercep-
tion Test (1935), and the Wechsler-Bellevue
Intelligence Scale (1939). In fact, testing
boomed to such an extent that in 1921 James
McKeen Cattell founded the Psychological
Corporation to sell psychological tests to vari-
ous organizations and professionals.

Projective testing became very popular with
the 1921 publication of Hermann Rorschach’s
Psychodiagnostik, the famous inkblot test.
Rorschach was a Swiss psychiatrist who died
shortly after the publication of his famous test.
In 1937, S. J. Beck and Bruno Klopfer both
published comprehensive scoring procedures
for the Rorschach Inkblot Test that facilitated
much more research to be conducted using the
instrument. In 1939, David Wechsler devel-
oped the first comprehensive and individually
administered intelligence test for adults. The
Wechsler-Bellevue (and subsequent revisions)
quickly became the standard measure with
which to assess adult intellectual abilities.

By the 1930s, 50 psychological clinics and
about 12 child guidance clinics were operating
in the United States. By the end of the 1930s,
some clinical psychologists began to offer their
professional services to clients and patients in
private practice.

Psychotherapy

The early work of clinical psychologists in-
volved primarily psychological and intellec-
tual testing. Psychotherapy and other
treatment services for those suffering from
mental illness were conducted primarily by
psychiatrists. Most psychotherapy during this
time utilized Freud’s psychoanalytic principles
and techniques. Although Freud disagreed
(Freud, 1959), psychiatrists in the United
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States believed that only physicians could 
adequately provide psychotherapy, thus pre-
venting clinical psychologists and other non-
physicians from conducting psychotherapy
services. In fact, it wasn’t until a major law-
suit in the late 1980s that psychologists won
the right to be admitted as full members of
American psychoanalytic institutes, resulting
in their current ability to conduct psycho-
analysis with patients (De Angelis, 1989).
Prior to the lawsuit, most psychoanalytic in-
stitutes admitting psychologists required that
they use their training for research rather
than clinical purposes.

Despite this initial prohibition, clinical
psychologists gradually began providing con-
sultation as an outgrowth of their assessment
work with children. Consultation as well as
treatment evolved naturally from the testing
process. Consultation with teachers, chil-
dren, and parents eventually lead to the pro-
vision of a full range of psychotherapy and
other intervention services. Unlike the psy-
choanalytic treatment provided by psychia-
trists at the time, psychological treatment was
more behavioral in orientation, reflecting the
research developments in academic laborato-
ries. For example, in 1920, John Watson de-
tailed the well-known case of little Albert
who was conditioned to be fearful of white
furry objects (Watson & Rayner, 1920), while
Mary Cover Jones (1924) demonstrated how
these types of fears could be removed using
conditioning techniques.

Training

By the early 1940s, there were no official
training programs or policies regulating the
field of clinical psychology. Though the ma-
jority of clinical psychologists had earned BA
degrees, very few had earned PhD or even
MA degrees. To be employed as a clinical psy-
chologist, one merely needed to have a few

courses in psychological testing, child devel-
opment, and abnormal psychology. The APA
was of little help because of their discomfort
with “applied” psychology. The vast majority
of the APA membership still consisted of aca-
demics primarily interested in research rather
than practice applications. However, in 1935
the APA Committee on Standards of Training
in Clinical Psychology recommended that a
PhD and one year of supervised clinical expe-
rience be required to become a clinical psy-
chologist. The recommendation was largely
ignored because the APA did nothing to en-
force their recommendation at that time
(Sharow, 1947).

Organizational Split and
New Publications

As in 1917, a large group of clinicians again
left the APA in frustration during 1937 to form
a new organization, the American Association
of Applied Psychology (AAAP). History re-
peated itself when this new organization re-
joined the APA, this time eight years later in
1945. The split between basic experimentalists
and those interested in applied areas of psy-
chology have ebbed and flowed throughout
psychology’s history. Nonetheless, clinical psy-
chology continued to develop and define it-
self. The first clinical psychology textbook was
published in 1936 by Chauncey Louttit while
the Journal of Consulting Psychology (now called
the Journal of Consulting and Clinical Psychology)
was first published in 1937.

The Big Picture

Although clinical psychology did not become
a specialty within psychology until 1896, the
many perspectives in understanding, assess-
ing, and treating emotional and behavioral
problems during the preceding centuries set
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the stage for its development. Understanding
the influences of biological, psychological,
and social factors in the development and
maintenance of problem behavior and emo-
tional distress evolved over many years. Each
generation grappled with trying to best un-
derstand the influences of various factors on
behavior. As more and more scientific discov-
eries were revealed, theories about the rela-
tive importance of biological, psychological,
and social factors on behavior and emotions
were altered to accommodate the most up-to-
date discoveries and thinking. However, his-
torical events, influential people, and social
perspectives influenced past and current
thinking about topics of interest to clinical
psychology.

Prior to World War II, clinical psychology
was essentially defining itself, struggling with
its relationship with the APA, and making sci-
entific and clinical inroads. However, World
War II and especially the aftermath of the
war changed clinical psychology significantly.
Chapter 3 chronicles the history and develop-
ment of clinical psychology in modern times,
beginning with World War II.

Humankind has struggled inexorably to
make sense of human behavior in the context
of changing social, theological, and political
times. Changing notions of how the mind,
body, and environment interact to create
mental health and illness has developed
through fits and starts into the roots of our
current integrative appreciation for the dy-
namic interplay of biological, psychological,
and social factors. Psychology as a science
and clinical psychology as a discipline have
emerged in these early eras through experi-
mentation, testing, and, eventually, consulta-
tion and treatment. Yet to come, however, is
the modern era of clinical psychology, and
the exciting explosion of ideas, methods, and
practices applied to human problems in our
contemporary world.

Key Points

1. Before Lightner Witmer opened the first
psychological clinic at the University of
Pennsylvania and coined the term clinical
psychology in 1896, a number of events
during the course of history set the stage
for the development of clinical psychol-
ogy as a profession.

2. The ancient Greeks felt that the gods were
the cause of both health and illness and
that the mind and body were closely in-
terconnected. The famous Greek physi-
cian, Hippocrates (460–370 B.C.) believed
that disease was primarily the result of an
imbalance of four bodily fluids or humors
rather than through spiritual factors.

3. During the Middle Ages (A.D. 500–1450)
the early notions of the relationship be-
tween health, illness, mind, and body re-
turned. Disease and insanity, it was
believed, were caused by spiritual mat-
ters such as the influence of demons,
witches, and the results of sin.

4. During the Renaissance, renewed inter-
est in the physical and medical world
emerged once again with diminishing in-
fluences of the supernatural or religious
viewpoints. New medical discoveries dur-
ing the Renaissance resulted in biomedical
reductionism in that disease, including
mental illness, could be understood by sci-
entific observation and experimentation
rather than beliefs about mind and soul.

5. It wasn’t until the work of Sigmund
Freud (1856–1939) and colleagues, that
the connection between mind and body
reemerged. Freud demonstrated that un-
conscious conflicts and emotional influ-
ences could bring about diseases. As the
ancient Greeks believed, Freud reawak-
ened the notion that a more holistic view
of health, which included the role of
emotional life, was necessary to a fuller
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understanding of health, illness, and ab-
normal behavior.

6. Psychology was born when the first lab-
oratory of psychology was developed
by Wilhelm Wundt at the University
of Leipzig, Germany, in 1879. In 1890,
William James published Principles of Psy-
chology, which became the first classic
psychology text, and in 1892, the APA
was founded and elected G. Stanley Hall
as its president.

7. The birth of clinical psychology occurred
in 1896 with the opening of the first
psychological clinic at the University
of Pennsylvania by Lightner Witmer
(1867–1956). Witmer became the first
psychologist to use his understanding of
the principles of human behavior to help
an individual with a particular problem:
He was asked by a teacher to help one of
her students who was not performing
well in school.

8. Alfred Binet and Theodore Simon devel-
oped an intelligence test that could be
used with children in order to assist
teachers and schools identify children
whose mental abilities prevented them
benefitting from regular classroom in-
struction. The Binet-Simon scale was de-
veloped in 1908 specifically for school
use. In 1916, Stanford University psy-
chologist Lewis Terman revised the scale
and renamed it the Stanford-Binet. The
Binet approach to testing became re-
markably popular in the United States.
Various institutions throughout the
country adopted the Binet-Simon and
later the Stanford-Binet approach to as-
sess children.

9. Former mental patient Clifford Beers
founded the National Committee for
Mental Hygiene, which was concerned
about the inhumane treatment mental
patients experience while hospitalized.

The mission of Beers’ post-hospitalization
life and his newly found association was
to improve treatment for those suffering
from mental illness as well as assist in the
prevention of mental disorders. Beers and
his association founded the child guid-
ance movement, which used the new
principles of psychology to help children
and their families deal with mental illness
and problem behaviors.

10. During World War I, millions of recruits
needed to be evaluated for psychological
and intellectual functioning. The mili-
tary turned to psychology for tests with
which to evaluate the troops.

Key Terms

American Psychological Association
Dementia Praecox
Dualism
Mental Illness
Moral Therapy

For Reflection

1. What influence did the Greeks have on
clinical psychology?

2. Explain how the Greeks combined sev-
eral perspectives on health and illness.

3. Why did the Middle Ages represent a
step backward in mind and body under-
standing?

4. What factors contributed to the rise of
supernatural beliefs regarding mental ill-
ness during the Middle Ages?

5. What was the seventeenth century’s in-
fluence on medicine and, ultimately,
clinical psychology?

6. Why did clinical psychology and the APA
often have significant differences of
opinion?
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7. How did World War I influence the for-
mation of clinical psychology?

8. What happened at Clark University in
1909 that shaped clinical psychology?

9. What causal themes continue to exist in
our understanding of the factors that con-
tribute to health and illness?

Real Students, Real Questions

1. What kind of questions were included in
the Army Alpha and Army Beta tests?

2. Are the IQ test items of the past valid
questions today?

3. What direction might psychology have
gone if World Wars I and II didn’t happen?

Web Resources

To learn more about the history of clinical
psychology, visit these web sites:

www.arches.uga.edu/∼parrott
psychclassics.yorku.ca/witmer/clinical.htm
www.cop.es/English/docs/brief.htm
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Recent History of
Clinical Psychology

Chapter Objectives
1. To highlight the history of clinical psychology from World War

II until the present time.
2. To outline the development of theoretical approaches used in

clinical psychology.

Chapter Outline
Highlight of a Contemporary Clinical Psychologist:

Amy Bassell Crowe, PhD
The Influence of World War II
Clinical Psychology Immediately after World War II
The Rise of Alternatives to the Psychodynamic Approach
A New Training Model Emerges: The Vail Model and Professional

Schools of Psychology

Highlight of a Contemporary Clinical Psychologist

Amy Bassell Crowe, PhD

Dr. Bassell Crowe combines a part-time private practice with being the
mom of three girls.

Birth Date: December 27, 1956

College: Wellesley College (BA in Psychology), 1978

Graduate Program: Masters of Public Health (MPH), University of Cal-
ifornia, Berkeley, 1982

PhD, California School of Professional Psychology (Alameda Campus),
1990

Clinical Internship: San Mateo County Mental Health Department
(1989–1990)

Postdoctoral Fellowship: The Children’s Health Council/Stanford Uni-
versity School of Medicine (1990–1991)

Current Job: Psychologist, Private Practice (Menlo Park, CA)

Pros and Cons of Being a Clinical Psychologist:

Pros: “Versatility. A clinical psychologist is in the unique position of hav-
ing a large array of choices. The opportunity to do research, teach, and/or

3
C h a p t e r



52 Foundations and Fundamentals

do clinical work is unlike any other profes-
sion. My work is never dull as no two days
are alike. As a mother of three, I have found
that that this flexibility allows me to be an in-
volved parent as well as a committed profes-
sional. While it is always a challenge to be
successful in each domain, clinical psychology
allows the flexibility that few other profes-
sions can offer.”

Cons: “Fortunately, these do not outweigh
the pros, but one of the most frustrating as-
pects of this profession is the shrinking role
that clinical judgment plays in determining
the course of treatment. Psychologists are in-
creasingly forced into making decisions about
treatment either because that is what the in-
surer requires or because legal requirements
dictate a course of action rather than what
may be best clinically. Statewide reporting re-
quirements as well as insurance companies’
defined lengths of treatment have become the
predominant factors in determining the
course of an individual’s treatment. The clini-
cian has a smaller role in making may of
these important decisions.”

Future of Clinical Psychology: “It is diffi-
cult to predict, but increasing specialization
seems to be on the horizon. The concept of a
generalist opening a private practice office in
a populated area has become increasingly un-
likely. Psychologists in training today should
consider an area of specialization to deepen
and strengthen their contribution to the field.
In addition, after years of working with chil-
dren and adults, it has become clear that
many of the problems our clients are facing
require interdisciplinary intervention. To be
most successful, the psychologist should be
prepared to work concurrently with profes-
sionals from many fields—including medi-
cine, law enforcement, drug rehabilitation,
and education—to most effectively help the
people who seek our services.”

Theoretical Models: “The two most promi-
nent theoretical models that shape my work

are psychodynamic psychotherapy as well as
cognitive behavioral treatment. The decision
about which approach to use is determined by
the diagnosis as well as the individual request-
ing treatment.”

Influence of the Vail Model: “Attending the
California School of Professional Psychology
gave me the ability to work in several clinical
settings for extended periods of time during
my training. The professional school focus on
the practitioner-oriented clinician as opposed
to a more research-oriented program offered
me an opportunity to gain competency as a
practicing psychologist as well as to make a
well-informed decision about my area of spe-
cialization.”

Typical Schedule:
7:30 School site visit to observe Hispanic pre-

school child with behavioral difficulties.
9:00 Individual psychotherapy with 34-year-

old African American male with social
phobia.

10:00 Individual psychotherapy with 26-year-
old Caucasian female with ADHD.

11:00 Couples therapy.
12:30 Clinical consultant for nonprofit agency.

2:00 Individual psychotherapy with 56-year-
old anxious Caucasian female.

3:00 Pick up children from school.
3:30 Drive one child to soccer practice.
4:30 Attend second child’s volleyball game.
5:00 Drive third child to basketball practice.
6:30 Home for dinner and family time.

The past 50 years have shaped clinical
psychology every bit as significantly as

the previous 2,000 years. Since World War II,
clinical psychology has defined, refined, and
expanded itself in concert with contempo-
rary issues and demands. New theories, med-
ications, and integrative views have led to
today’s field of clinical psychology. Similarly,
current compelling issues related to gender,
culture, ethnicity, other individual differ-
ences, and the changing economic climate of
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health care have demanded an up-to-date
awareness and sensitivity for today’s psychol-
ogists. This chapter details the major develop-
ments in clinical psychology from World War
II to the present (Table 3.1). The conclusion
contains a description of contemporary fac-
tors in training, sensitivity to individual dif-
ferences, and health care.

The Influence of World War II

With the United States’ involvement in World
War II, the need to assess military recruits
again became pressing. As during World War
I, a committee of psychologists was formed
to develop an assessment procedure to effi-
ciently evaluate intellectual and psychological
functioning as well as other skills of potential
soldiers (Maher & Maher, 1985b). Reflecting
the rapid development in psychological test-
ing since World War I, the testing conducted
during World War II was much more exten-
sive and sophisticated than the Army Alpha
and Army Beta used earlier. The committee
developed a group administered intelligence
test called the Army General Classification
Test. The committee also recommended sev-
eral other tests, such as the Personal Inven-
tory, which assessed psychiatric problems,
and brief versions of the Rorschach Inkblot
Test and the Thematic Apperception Test to
assess personality. Additionally, various abil-
ity tests were used to assess military officers
and certain specialty military groups. These
tests were given to over 20 million people
during World War II (Reisman, 1976). Due to
the military’s desperate need for psychologi-
cal services beyond testing, psychologists
were called upon to provide other clinical ser-
vices such as psychotherapy and consultation
(Maher & Maher, 1985b; J. Miller, 1946).

In addition to the enormous needs of the
military during the war effort, additional
advances and developments were associated
with the growth of clinical psychology. For

example, new tests were developed such as the
Minnesota Multiphasic Personality Inventory
(MMPI; Hathaway, 1943). The MMPI was de-
veloped as an objective personality inventory
geared toward assessing psychiatric problems.
The MMPI and current revisions (MMPI-2,
MMPI-A) are among the most widely used
psychological tests today. In 1949, David
Wechsler published the Wechsler Intelligence
Scale for Children (WISC), which became the
first significant alternative to the well-known
and most often used Stanford-Binet. The cur-
rent version of the WISC (the WISC-IV) is the
most commonly used intelligence test for chil-
dren age 6 to 16 given today.

In 1945, Connecticut became the first of
many states to pass a certification law for psy-
chologists, thereby launching the regulation of
the practice of clinical psychology among qual-
ified professionals. Thus, only those deemed
qualified by training and experience could call
themselves “psychologists” and offer services
to the public for a fee. In 1946, the first edition
of the American Psychologist was published, and
the American Board of Examiners in Profes-
sional Psychology (ABEPP) was created to cer-
tify psychologists. The ABEPP developed a
national examination for all clinical psycholo-
gists seeking licensure. This frequently revised
examination is now used in every state.

Clinical Psychology Immediately after
World War II

Following the war, over 40,000 veterans were
hospitalized in Veterans’ Administration
(VA) hospitals for psychiatric reasons, repre-
senting about 60% of the total VA hospital pa-
tient population (J. Miller, 1946). Psychiatrists
and other physicians were unable to meet the
treatment demands of these enormous numbers
of veterans. Therefore, the overwhelming need
for clinical services resulted in a huge increase
in the number of clinical psychologists who
could provide a full range of comprehensive
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Table 3.1 Significant Events in Clinical Psychology after World War II

1940s

1945 AAAP rejoins APA.

1945 Connecticut passes first certification law for psychology.

1946 VA and NIMH fund clinical psychology training.

1947 ABEPP is founded to certify clinicians.

1949 Halstead presents neuropsychological testing battery.

1949 Boulder Conference defines scientist-practitioner model of training.

1950s

1950 Dollard and Miller publish Personality and Psychotherapy: An Analysis in Terms of Learning,
Thinking, and Culture.

1951 Rogers publishes Client-Centered Therapy.

1952 Eysenck publishes The Effects of Psychotherapy: An Evaluation.

1952 American Psychiatric Association publishes diagnostic categories in the Diagnostic and Statistical
Manual (DSM-I).

1953 APA publishes Ethical Standards.

1953 Skinner presents operant principles.

1955 Joint Commission on Mental Health and Illness founded.

1956 Stanford University training conference.

1958 Wolpe publishes Psychotherapy by Reciprocal Inhibition.

1958 Miami training conference.

1959 Mental Research Institute (MRI) founded.

1960s

1960 Eysenck publishes Handbook of Abnormal Psychology: An Experimental Approach.

1963 Congress passes legislation creating community mental health centers.

1965 Chicago training conference.

1965 Conference at Swamscott, MA, starts community psychology movement.

1967 Association for Advancement in Behavior Therapy founded.

1968 First PsyD program founded at the University of Illinois.

1969 First free-standing professional school of psychology founded at California School of
Professional Psychology.
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Table 3.1 Continued

1970s

1970 DSM II published.

1973 Vail training conference.

1976 National Council of Schools of Professional Psychology (NCSPP) founded.

1977 George Engel publishes paper in Science defining biopsychosocial model.

1977 Wachtel publishes Psychoanalysis and Behavior Therapy: Toward an Integration.

1980s

1980 DSM-III published.

1981 APA ethical standards revised.

1982 Health psychology defined.

1986 NCSPP Mission Bay training conference.

1987 Salt Lake City training conference.

1987 DSM-III-R published.

1988 American Psychological Society founded.

1989 NCSPP San Juan training conference.

1990s

1990 NCSPP Gainesville training conference.

1991 NCSPP San Antonio training conference.

1992 Michigan Conference on postdoctoral training.

1994 DMS-IV published.

1995 APA publishes a list of empirically validated treatments.

1998 International Society of Clinical Psychology founded in San Francisco.

1999 Guam authorizes psychologists to prescribe psychotropic medication.

2000s

2001 APA alters its mission statement to reflect psychology as a health care discipline.

2002 APA ethics code revised.

2002 New Mexico and Guam allows psychologists medication prescription authority.

2003 Health Insurance Portability and Accountability Act (HIPAA) becomes law.

2004 Louisiana allows psychologists prescription authority.
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psychological services, including psychological
testing, psychotherapy, consultation, and re-
search. In 1946, the VA requested 4,700 clini-
cal psychologists be employed in the VA
system. The chief medical director of the VA
system met with officials from a group of
major universities to request that formal train-
ing programs in clinical psychology be devel-
oped. By later that year, 200 graduate students
in clinical psychology were being trained at 22
VA institutions (Peck & Ash, 1964). VA hospi-
tals offered clinical psychologists secure job
positions, attractive salaries, and the freedom
to provide a full range of professional services.
By the early 1950s, the VA hospitals became
the largest single employer of clinical psychol-
ogists in the United States (Maher & Maher,
1985b; Peck & Ash, 1964).

Academic psychologists had mixed feelings
about the tremendous boom in clinical psy-
chology due to the needs of the VA hospitals.
Many thought that this was an opportunity to
increase the activities, prestige, and influence
of clinical psychology. Many others were dis-
interested in the applied aspects of psychol-
ogy, preferring to focus solely on the science
of psychology in academic environments. This
division between science and practice has
remained an area of contention within psy-
chology from the very earliest days of the dis-
cipline until the present.

Training

The need for qualified mental health profes-
sionals after World War II resulted in the
National Institute of Mental Health (NIMH)
developing grant programs to help train
clinical psychologists (as well as psychiatrists,
nurses, and social workers). The grant pro-
gram started with $212,000 in 1948 and rose
to $10 million in 1980 (Kiesler & Zaro, 1981).
These monies attracted more and more stu-
dents to the mental health fields necessitating
both new training programs and new guide-
lines quickly.

The APA Committee on Training in Clinical
Psychology under the leadership of David
Shakow sought to develop training standards
and guidelines for graduate and internship
training in clinical psychology (Shakow, 1947).
Ultimately, the committee’s guidelines not only
became the “gold standard” for clinical training
but were used to determine if federal monies
would be used to support these graduate train-
ing programs. The guidelines included the cen-
tral admonishment that clinical psychologists
be trained rigorously in a four-year doctoral
program along with a one-year clinical intern-
ship. The guidelines also created the standard
that training include several different content
areas such as biological, cognitive, individual
difference, and social aspects of behavior
(Shakow, 1947, 1976, 1978). In addition, psy-
chologists were to be trained as both scientists
and clinicians. The committee recommended
that training be comprehensive in research,
treatment, and assessment. In 1948, the Amer-
ican Psychological Association (APA) began to
carefully evaluate, critique, and accredit doc-
toral training programs. These guidelines led
to the most influential training conference in
the history of clinical psychology: The 1949
Boulder Conference.

The Boulder Conference

Two years after the training report was re-
leased, a committee met in Boulder, Colorado,
and formally adopted the advised model of
clinical training. The Conference was finan-
cially supported by the Veterans’ Administra-
tion as well as the U.S. Public Health Service
via the NIMH. The financial support provided
by these government agencies reflected the
enormous interest and stake the U.S. govern-
ment had in the field of clinical psychology.
Clinical psychology had come a long way
since its humble beginnings in Witmer’s clinic
in 1886. The Boulder model also became
known as the scientist-practitioner model,
and emphasized that clinical psychologists
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should be competent in both conducting
research and providing professional psycho-
logical services such as psychotherapy and as-
sessment. This training model stated that a
PhD degree in psychology from a university-
based training program plus a one-year clini-
cal internship were necessary for adequate
preparation. This model has been the predom-
inant training approach since then (Norcross

et al., 1997; Norcross, Hedges, & Castle, 2002;
Shakow, 1978). In 1995, the Academy of Psy-
chological Clinical Science (APCS) was formed
to re-invigorate the Boulder model and
recommit to the scientific approaches in clini-
cal psychology (Norcross, Hedges, et al.,
2002). By 1948, there were 22 APA-accredited
clinical psychology training programs in uni-
versities and by 1949, 42 schools offered 

SPOTLIGHT

The Boulder Conference
Curiously, doctoral training in psychology had been going on for more than
60 years before a national conference was called to discuss guidelines for
training graduate students. Prior to 1949, individual psychology depart-
ments in universities across the country had a great deal of freedom to de-
termine how they should run their training programs. The Boulder
Conference was the first national meeting to discuss standards for doctoral
training in psychology. Seventy-three people were invited to attend the two-
week long conference at the University of Colorado at Boulder during the
summer of 1949 (see pages 58–59). Part of the impetus for the Conference
was related to the federal government’s desire to provide adequate mental
health services to the many veterans following World War II. They teamed
with academic psychology and the VA hospital network to develop strategies
to best train psychologists who could apply their skills to the assessment,
psychotherapy, and consultation needs of returning World War II veterans.

The resulting recommendations from the Conference were published in a
book entitled, Training in Clinical Psychology, edited by Victor Raimy in 1950.
The American Psychologist (Vol. 55, No. 2, 2000) published a series of articles
reflecting on the 50 years following the now famous Boulder Conference.

After two grueling weeks, the Conference participants reached consen-
sus on 70 resolutions regarding training clinical psychologists. They coined
the notion of the scientist-practitioner model that included extensive training
in both research and clinical practice. They agreed on standards for a grad-
uate core curriculum, clinical specialties, ethics training, funding issues,
pre- and postdoctoral internship training, and a host of other aspects of doc-
toral training. Remarkably, the consensus reached by these 73 people from
across the country at the 1949 conference still reflects the training model
used today in most graduate training programs in clinical psychology. Al-
though many people criticize aspects of the Boulder model, the results of
the Conference have stood the test of time.
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accredited doctoral training in clinical psy-
chology, almost doubling the number in just
one year.

Post-Boulder Conference Events

Not everyone was pleased with the re-
sults and recommendations of the Boulder
Conference (G. Frank, 1984; Korman, 1976;
Strother, 1956). Additional conferences con-
vened to discuss the pros and cons of the clin-
ical psychology training model. Conferences
occurred at Stanford University in 1955
(Strother, 1956), Miami Beach in 1958 (Roe,
Gustad, Moore, Ross, & Skodak, 1959),
Chicago in 1965 (Zimet & Throne, 1965), Vail
in 1973 (Korman, 1976), and Salt Lake City
in 1987 (Bickman, 1987). The Chicago Con-
ference was the first to question seriously the
wisdom of the Boulder model. Some Confer-
ence participants felt that because only about
10% of psychologists actually publish re-
search, too much emphasis and energy were
being spent teaching graduate students how
to conduct psychological research (Brems,
Johnson, & Gallucci, 1996; G. Frank, 1984;
L. Levy, 1962). Although this concern has
continued to be expressed over the years, 
no resolution regarding this conflict has oc-
curred in university-based training programs.
The advent of the PsyD degree and freestand-
ing professional schools of psychology have
attempted to deal with this issue by offering
more practiced-based (and less research-
based) training.

By the early 1950s, over 1,000 members of
the APA were members of the Clinical Divi-
sion. The growth of clinical psychology during
the 1950s was enormous. APA membership
more than doubled during the 1950s and fed-
eral research grants supporting psychology
training and research tripled during the same
time period.

In 1953, the first attempt to outline ethical
principles for psychologists was published. The

ethical principles have been revised nine times
since then and as recently as 2002. The Ethics
Code outlines expected behavior among all
psychologists including those involved with
clinical, research, teaching, forensic, and ad-
ministrative activities and is discussed in detail
in Chapter 13.

The Rise of Alternatives to the
Psychodynamic Approach

During the first half of the twentieth century,
the psychoanalytic approach founded by
Freud and, to a much lesser extent, the behav-
ioral conditioning approach founded by John
Watson served as the eminent theoretical and
treatment approaches to mental illness. Dur-
ing the 1950s, 1960s, and 1970s, many new
approaches were developed as alternatives to
the traditional psychodynamic approach. Psy-
chologists were becoming well established in
psychotherapy, augmenting their already ac-
knowledged testing services. The humanistic,
behavioral, cognitive-behavioral, and family
systems approaches to treatment emerged as
compelling and popular alternatives to the
more traditional theories and interventions.
Furthermore, the rise of the community men-
tal health movement in the 1960s as well as
the introduction of psychotropic medication
in treating mental illness had powerful in-
fluences on clinical psychology. During the
turbulent yet optimistic 1960s and early
1970s, clinical psychology continued to ex-
pand with increasing knowledge, tools, and
professional resources. Finally, integrative ap-
proaches, such as the biopsychosocial perspec-
tive emerged, adding to the sophistication of
thought and practice in the field. This chapter
examines these alternatives to the psychody-
namic viewpoint from a historical perspective.
I introduce the persons responsible for these
theories and how they emerged over time. The
next two chapters highlight these perspectives
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in more detail focusing on how the theories
and principles are applied to issues of concern
in clinical psychology.

The Behavioral Approach

The behavioral approach applies theories of
learning and conditioning to the understand-
ing of human behavior and the treatment
of behavioral and psychological problems.
Rooted in the conditioning research of Ivan
Pavlov (1849–1936) in Russia as well as the
American research on behaviorism and learn-
ing theory conducted by John Watson, Ed-
ward Thorndike, Clark Hull, John Dollard,
Neal Miller, and B. F. Skinner, behavioral
principles in psychological treatment became
an attractive alternative to medical and psy-
chodynamic strategies during the 1950s and
1960s. Many psychologists were unimpressed
with both the methods and outcomes of the
medical or psychodynamic approaches prac-
ticed by psychiatrists and other professionals.
For example, the review article by Eysenck
(1952) examining psychotherapy treatment
results was not favorable to psychoanalytic
techniques. The behavioral platform was
especially attractive to research-oriented cli-
nicians who felt that behavior therapy ap-
proaches proved more effective in empirical
research trials relative to traditional theories
and methods such as psychoanalysis. There-
fore, the behavioral approach to understand-
ing human behavior, diagnosis, and treatment
of mental illness was viewed by many as more
scientifically based, and thus justified, than
the psychodynamic approach. Furthermore,
behavior therapy approaches were advanced
by researchers because, more than other
treatment modalities, behavioral techniques
were more readily operationalized to allow
for research. For example, it was easier to
measure the number of times a child had a
temper tantrum or a person had a panic at-
tack than measuring constructs such as the id,

transference, or unconscious conflicts. Behav-
ioral approaches allowed for greater ease of
measuring outcome data, defining concepts,
and statistical analysis.

Behavior therapy approaches to treatment
were being developed in South Africa by
Joseph Wolpe and colleagues and England by
Hans Eysenck, M. B. Shapiro, and Stanley
Rachman, among others. Wolpe (1958) had
developed systematic desensitization to treat a
variety of anxiety-based disorders such as pho-
bias. Eysenck and colleagues at the University
of London Institute of Psychiatry and the
Maudsley Hospital used research supported
techniques guided by learning theory to treat a
number of psychiatric complaints (Eysenck,
1960). These later researchers were applying
the principles of conditioning and learning 
theory to treat a variety of clinical problems
including phobia, obsessive-compulsive behav-
ior, anxiety, and disruptive behavior in chil-
dren. The publication of several books by
these professionals set the stage for behavior
therapy to be widely accepted and practiced in
the United States (e.g., Eysenck, 1960; Kras-
ner & Ulmann, 1965; Skinner, 1953; Wolpe,
1958; Wolpe & Lazarus, 1966).

Behavior therapy was also well suited to
the Boulder model because clinical psychol-
ogy training was designed to emphasize both
the science and practice of psychology. The
behavioral approach also was well suited to
the social and political influences of the time
that included the optimistic notion that we
could create a more perfect society using so-
cial engineering and conditioning techniques
(Skinner, 1948).

Although there are various types of be-
havior therapy such as applied behavioral
analysis (G. Wilson & Frank, 1982), social
learning theory-based treatment (Bandura,
1969, 1982), and cognitive-behavioral ther-
apy (Kendall & Bemis, 1983), there are also
several commonalities to the behavior thera-
pies in terms of their understanding of human
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behavior and approach to assisting those who
experience emotional and behavioral prob-
lems. These include the notion that most
problematic behavior is learned and can be al-
tered through the use of learning principles.
Furthermore, treatment methods are based on
scientifically derived procedures and can be
objectively used and evaluated. Finally, be-
havior therapy is not imposed on others but is
agreed to by clients through a collaborative
and contractual relationship (K. O’Leary & Wil-
son, 1987). In 1967, the Association for Ad-
vancement of Behavior Therapy (AABT) was
founded and remains as one of the major pro-
fessional organizations for clinical psycholo-
gists who not only conduct behavior therapy
but who are broadly interested in the applied
application of scientifically derived data.

The Cognitive-Behavioral Approach

Although the cognitive approach became pop-
ular during the 1970s after the rise of several
other methods that will be discussed later in
this chapter, since it is closely related, the cog-
nitive approach is presented here following the
behavioral discussion. During the 1970s, many
researchers and clinicians adhering to the be-
havioral approach to research and treatment
acknowledged a number of significant limita-
tions in their model. Primarily, a strict focus on
overt behavior neglected the contributions of
thinking and attitudes in human behavior.
The work of Albert Ellis (A. Ellis, 1962; A. Ellis
& Grieger, 1977) using Rational-Emotive Ther-
apy (RET; now called Rational-Emotive Behav-
ior Therapy, REBT); Aaron Beck (1976) using
cognitive treatments for depression; the cogni-
tive restructuring work of M. Mahoney (1974);
the stress inoculation work of Meichenbaum
(1977); and the self-efficacy work of Bandura
(1969, 1982) led the charge in integrating cog-
nitive approaches with behavioral approaches.
Treatment focusing on changing thinking, feel-
ing, and expectations became as important as
the goal of changing overt behavior.

For example, Ellis’ REBT attempts to alter
the patient’s irrational beliefs concerning
the “shoulds” and “oughts” about themselves
and others. Beck’s cognitive approach fo-
cuses on the notion that depressed people
tend to view themselves, others, and the
world as more negative than nondepressed
persons. Altering maladaptive thought pat-
terns and developing more adaptive ways of
thinking are central to Beck’s approach. Me-
ichenbaum’s self-instructional approach uses
self-talk to guide and alter problematic think-
ing and behavior. While there are a number
of different cognitive therapies, commonali-
ties include the notion that learning and be-
havior are cognitively mediated by attitudes
and attributions and that the role of the
therapist is to serve as a coach, educator, or
consultant in assisting the alteration of mal-
adaptive cognitive processes and behavior
(Ingram & Scott, 1990; Kendall & Bemis,
1983). The cognitive approach has become
so popular that by 1990 the majority of
AABT members (69%) identified themselves
as being cognitive-behavioral while only
27% reported being strictly behavioral in
orientation (W. Craighead, 1990). Further-
more, while only 2% of clinical psychologists
in the APA identified themselves as being
cognitive in their theoretical orientation in
1973, 28% identify themselves as cognitive
in 2003 (Norcross et al., 2004).

The Humanistic Approach

The humanistic approach employed philoso-
phy, existentialism, and theories of human
growth and potential to understand human
behavior and offer strategies for psychological
treatment. The humanistic approach focused
on the patient’s experience or phenomenology
of their concerns and offered warmth, empa-
thy, and unconditional positive regard in
psychotherapeutic interactions. During the
1950s and 1960s (during an age of anxiety fol-
lowing World War II and during the Cold
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War), the humanistic approach to psychologi-
cal treatment gained widespread acceptance.
Frustrated with the limitations of the psycho-
dynamic and behavioral approaches regarding
treatment process, outcome, and both client
and therapist satisfaction, as well as the per-
ceived negative psychodynamic and be-
havioral views of human nature (e.g., the 
psychodynamic emphasis on neuroses as well
as infantile and primitive needs; the behav-
ioral focus on governing behavior through ex-
ternal reinforcement), many mental health
professionals began to incorporate the more
optimistic and embracing views purported by
the humanistic school of thought. The human-
istic approach became known as the third force
in psychology following the psychodynamic
and behavioral approaches.

The humanistic approach was strongly in-
fluenced by philosophy as well as the exis-
tential approach to psychotherapy. The
existential approach became especially pop-
ular after the atrocities of World War I and
most especially in response to Nazi Germany
during World War II (Frankl, 1963, 1965).
The existential approach had its roots in 
European philosophy in the works of
Kierkegaard, Nietzsche, Sartre, Buber, and
Heidegger among others. This approach fo-
cused, for example, on the human need to
seek and define meaning in life. American
writers such as psychologist Rollo May (May,
1977; May, Angel, & Ellenberger, 1958) and
psychiatrist Irvin Yalom (1981) helped to de-
lineate and popularize the existential ap-
proach to humanistic therapy in the United
States. Psychoanalytic writers such as Hans
Kohut, Otto Kernberg, and Merton Gil have
integrated some of the humanistic perspec-
tive into their writing as well.

Leading humanistic psychotherapists and
theorists such as Carl Rogers, Abraham
Maslow, Frederick Perls, Victor Frankl, and
others all uniquely contributed to the devel-
opment of the humanistic approaches to pro-
fessional psychotherapy. Whereas each offered

a somewhat different approach, their com-
monalities are notable and together comprise
the humanistic school. These commonalities
include the commitment to the phenomeno-
logical model that emphasizes that humans
are able to be consciously reflective and have
the ability to experience self-determination
and freedom. Thus, therapists must be able to
fully understand a person’s perception of in-
ternal and external reality in order to not only
better understand their feelings and behavior
but also offer assistance. Another commonal-
ity included the notion that humans strive to-
ward growth and are not, for example, trying
to maintain homeostasis by satisfying various
primitive needs and conflicts. The humanistic
approach also championed a belief in free will
and regarded human behavior as not just a
by-product of early childhood experiences or
merely conditioned responses to the external
environment. Finally, the humanistic ap-
proach is person-centered with maximum 
respect for the individual and his or her expe-
riences (Tageson, 1982).

The client-centered and phenomenological
approach of Carl Rogers became the most in-
fluential humanistic therapy. While Rogers
was trained in the more traditional psycho-
dynamic approach, he rejected it to provide 
a compelling alternative with the client-
centered approach. The approach emphasizes
therapist empathy, unconditional positive re-
gard, congruence, intensive active listening,
and support to help individuals and groups
reach their full human potential (Rogers,
1951, 1954, 1961). Rogers felt that humans
naturally strive toward their potential and
that psychotherapy was a catalyst that could
assist them in this endeavor.

The Family Systems Approaches

Unlike the psychodynamic, behavioral, and
humanistic approaches already outlined, the
family systems approaches tend to utilize the
entire family in understanding and treating
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problematic feelings and behavior. Rather
than working with an individual patient who
reports problematic symptoms, the family ap-
proaches generally work with the entire (or a
subset of the) family. Prior to the 1950s, most
psychological treatment focused on the identi-
fied patient defined as the person regarded
within the family as manifesting problematic
symptoms, behaviors, or attitudes. The family
members of the identified patient were gener-
ally left out of the treatment and not viewed
as potentially active agents of dysfunction and
potential recovery. During the 1950s, 1960s,
and especially during the 1970s, the family
systems approach to treatment became popu-
lar among clinical psychologists and other
mental health professionals (Haley, 1976;
Minuchin, 1974). The systems approach took
exception to the notion that only the identi-
fied patient was in need of intervention ser-
vices. In fact, the systems approach asserted
that the dysfunction resided in the family as
an interrelated system and not only in one
family member. For example, therapists ob-
served that patient functioning often deterio-
rated when he or she interacted with family
members. Therefore, all family members were
treated together—a radical departure from
traditional treatment modalities. Family ther-
apy became a very common intervention
strategy for numerous problems.

The family systems approach emerged
from the Bateson Project during the 1950s in
California. Gregory Bateson, an anthropolo-
gist, was especially interested in communica-
tion styles, collaborating with Jay Haley (an
expert in communications), John Weakland
(an engineer), and Don Jackson (a psychia-
trist) to examine communication styles such
as double-bind communication and metamessages
in psychiatric patients (especially schizo-
phrenic patients) at the Palo Alto Veterans
Hospital (Bateson, Jackson, Haley, & Weak-
land, 1956). Double-bind messages include
impossible-to-satisfy requests (e.g., someone

ordering another person to be spontaneous)
while metamessages involve what someone
really means rather than what they actually
say (e.g., someone may report deeply loving
someone but never show any actions or
sincere statements that support the claim).
Jackson later founded the Mental Research
Institute (MRI) in Palo Alto, California, in
1959 in conjunction with another well-
known family therapist, Virginia Satir.

Jay Haley later left the Bateson Project and
joined forces with Salvador Minuchin to de-
velop the structural family therapy model at
the Philadelphia Child Guidance Clinic. Haley
later moved to Washington, DC, in the 1970s
and founded the Washington Family Institute
where his wife, Cloe Madanes, developed
the strategic therapy model (Haley, 1976).
Strategic therapy uses paradoxical intention,
or reverse psychology, and techniques to effect
behavioral change. This model of family ther-
apy prescribes the symptom in order to cope
with resistance in treatment. Further details
regarding this and other family therapy ap-
proaches will be provided in the next chapter.

During the 1960s and 1970s, a variety of
models of family therapy emerged in various
parts of the United States and Europe. For ex-
ample, Maria Selvini-Palazoli and colleagues
founded the Milan Associates in the late 1960s
to treat families confronted with anorexia ner-
vosa in a family member. The Milan group
sought to use the family systems theory to
better understand family rules and to avoid
getting trapped into family alliances and coali-
tions. Being trapped or manipulated into fam-
ily alliances (e.g., joining or agreeing with the
parents that all of the problems in the family
are due to the child’s aggressive behavior or
the spouse’s infidelity) may prevent effective
therapy for the whole family. Watzlawick,
Weakland, and Fisch (1974) developed the
Brief Therapy Project at the Mental Research
Institute. The program focused on repetitive
cycles of interpersonal behavior that often
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tend to reinforce problems rather than solve
them. Some family theorists (such as John
Bell, Ivan Nagy, James Framo, Lyman Wynne,
and Murray Bowen) used psychoanalytic the-
ory in their application of family therapy (J.
Bell, 1961; Bowen, 1978). Others, such as Carl
Whitaker and Virginia Satir, focused on expe-
riential models with an emphasis on intuition
and feelings (Satir, 1967, 1972; Whitaker &
Keith, 1981). Still others, such as Nathan Ack-
erman and Salvador Minuchin, developed
structural family therapy and focused on fam-
ily boundaries and generational hierarchies,
especially among child-focused families.

While a wide variety of family therapy ap-
proaches and strategies emerged following
the Bateson Project throughout the later part
of the twentieth century (especially during
the 1960s and 1970s), commonalities primar-
ily included a focus on the role of the entire
family system in producing and maintaining
problematic behavior, communication pat-
terns associated with family problems, and
ongoing maladaptive relationship patterns
among family members. Intervention at the
family level rather than at the individual level
became the goal of each of these treatment
strategies.

Psychotropic Medication

Although biological treatments and medica-
tions such as opium, insulin, bromides, and
electric convulsive therapy (ECT) were used to
treat mental illnesses during the early and mid
part of the twentieth century, it was not until
the 1950s that effective medications were
developed to treat severe disorders such as
schizophrenia and bipolar illness. Typical of
many discoveries, it was by accident that these
psychotropic medications were found to be
effective in the treatment of mental illness.

Australian psychiatrist, John Cade, noticed
that guinea pigs became calm when they were
given lithium chloride, a natural salt. Cade

then gave lithium to psychotic patients and
found that it had the same calming effect as
discovered in the guinea pigs. French physi-
cian, Henri Laborit, used the medication in an
attempt to lower blood pressure prior to sur-
gery and found that it lowered patient anxi-
ety. In 1952, two French psychiatrists (Pierre
Deniker and Jean Delay) gave the medication
(chlorpromazine or Thorazine) to psychiatric
patients. They found that patients were less
anxious and that schizophrenic patients expe-
rienced fewer hallucinations and delusions.
Thus, the discovery of rauwolfia serpentona
(or reserpine) and the neuroleptics (such as
Thorazine and Haldol) proved helpful in re-
ducing the hallucinations, delusions, and agi-
tation of psychotic patients. Furthermore,
benzodiazepines (such as Valium) were found
in the early 1960s to be effective in reducing
profound symptoms of anxiety.

The initial response to the discovery of
these medications was marked by tremen-
dous enthusiasm in the professional and lay
communities. Later, however, problematic
side effects and treatment limitations tem-
pered the initial enthusiasm. Nonetheless, the
effectiveness of these treatments ultimately
enabled patients to leave mental hospitals in
droves. For example, in 1950 there were ap-
proximately 500,000 patients hospitalized in
state and county mental hospitals in the
United States. This number dropped to only
57,000 by 1998 (Lamb & Weinberger, 2001).
This number continues to decrease with an
even larger population. These medications
also created a new role for psychiatrists who
were generally providing only psychoana-
lytic, limited biological (e.g., electro convul-
sive therapy), and custodial treatments for
their patients. The effectiveness of medica-
tion further solidified the notion that many
mental illnesses were brain diseases and thus
did not emerge from unconscious conflicts
alone. The increasing use of medication to
treat psychiatric problems also promulgated
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the frequent leadership role physicians cur-
rently take in treating mental illness. Today,
about 20% to 30% of all medications pre-
scribed are intended to impact emotional or
behavioral factors such as depression, anxi-
ety, and impulsive behavior (Glasser, 2003).

Community Mental
Health Movement

During the 1950s, psychotropic medication al-
lowed many psychiatric patients to leave the
institutional setting of mental hospitals and
reenter society. Furthermore, reflecting the
sociopolitical climate of the time, the “ware-
housing” of patients in mental hospitals was
replaced by more humane community-based
treatments. During this period of deinstitu-
tionalization, psychiatric patients needed
outpatient services to readjust to society, ob-
tain gainful employment, and cope with the
stresses of life and increased social demands
and opportunities. Furthermore, interest in
the prevention of mental illness as well as the
social factors that contribute to mental ill-
ness—such as poverty, homelessness, racism,
unemployment, and divorce—developed a
more prominent role in the theories and inter-
ventions associated with mental illness. This
resulted in the rise of the community
mental health movement. Congress passed
legislation in 1955 to create the Joint Com-
mission on Mental Health and Illness, which
sought to develop community mental health
services outside of the inpatient mental hospi-
tal setting. In 1963, legislation was passed to
use federal monies to create community men-
tal health centers throughout the United
States. In 1965, a group of psychologists met
in Swampscott, Massachusetts, to plan for the
unique role psychology would play in this
movement. The mission of the community
mental health movement was to provide af-
fordable mental health services to all aspects
of society on an outpatient basis, as well as to
use early intervention and detection programs

to prevent mental illness from developing.
The community mental health clinics that
opened throughout the United States were
typically funded by state and federal grant
monies. The movement resulted in opportu-
nities for psychologists to provide a wide
range of professional services including psy-
chological testing, consultation, treatment,
crisis intervention, and services focused on
the prevention of mental illness (e.g., educa-
tion). However, within 20 years of passing the
legislation that created the community mental
health movement, the federal and state gov-
ernments significantly reduced funding and
most of the programs closed, reduced services,
or were incorporated into private clinics.

The Integrative Approaches

After the explosion of new theories and ap-
proaches during the 1950s, 1960s, and 1970s,
many researchers and clinicians felt dissatis-
fied with strict adherence to one particular
theory or theoretical orientation. Each school
of thought (behavioral, cognitive-behavioral,
humanistic, family systems, psychodynamic)
developed their own philosophy or worldview
of human behavior and translated these views
into strategies for effecting positive change in
feelings, behavior, and relationships. During
the late 1970s and early 1980s, many profes-
sionals sought to integrate the best that the
various schools of thought had to offer on a
case-by-case basis. Rather than focusing on
the differences in these approaches, an em-
phasis was placed on common factors. The fact
that research was unable to demonstrate that
any one treatment approach or theoretical ori-
entation was superior relative to the others
(M. Smith, Glass, & Miller, 1980) and the find-
ing that the majority of practicing clinicians
identified themselves as being eclectic or inte-
grative (Garfield & Kurtz, 1976; Norcross &
Prochaska, 1983a; Norcross et al., 2002, 2003)
further motivated the professional community
to consider integrative approaches to theory,
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research, and practice (O’Brien & Houston,
2000).

In the 1950s, Dollard and Miller (1950) at-
tempted to understand psychodynamic con-
cepts through behavioral or learning theory
language. Other authors, especially during
the 1970s, took an interest in integrating psy-
chodynamic and behavioral concepts and
techniques (Feather & Rhoads, 1972; Wach-
tel, 1975, 1977, 1984). The most notable
work in this area was the work of Paul Wach-
tel. Wachtel sought to take the strengths of
each approach by incorporating elements of
both in a logical and consistent manner. He
focused on the importance of unconscious in-
fluences, meaning, and fantasies as well as
the importance of empirical evidence, the pa-
tient’s goals of treatment, and respect for the
environmental influences and context of
behavior.

Jerome Frank (1961, 1982) examined the
commonalities of various treatment methods
(as well as placebo effects and faith healing)
and found that they all include instilling hope
and emotional arousal in the patient, encour-
aging improved morale and understanding of
self and others, a healing setting (e.g., psy-
chotherapy office), and supporting change out-
side of the treatment environment. Other
authors focused on the nature of the profes-
sional relationship as being a common curative
factor in all types of therapies (Rogers, 1954;
Schofield, 1964; Truax & Mitchell, 1971).

Other, more recent, authors have focused
on eclecticism and the integrative use of tech-
niques from various theoretical orientations
without specific allegiance to the theoretical
underpinnings of these techniques (Beutler,
1986; Lazarus, 1981, 1986; Norcross et al.,
2002; Stern, 2003). These approaches focus on

SPOTLIGHT

George Engel
George Engel, MD, is the “father” of the biopsychosocial model. He coined
the term biopsychosocial model in a landmark 1977 article in Science. George
Engel was born and raised in New York City. He began college at the age
of 16 in 1930 majoring in chemistry at Dartmouth College in New Ham-
phire. During the summer of his junior year, he worked at the well-known
Woods Hole Marine Biological Laboratory in Massachusetts which led to
his first published paper in 1935 at the age of 21. After graduation from
college, he attended Johns Hopkins Medical School and graduated in
1938. He completed his residency training at Mount Sinai Hospital in New
York City. He then moved to the University of Cincinnati College of Med-
icine in 1942 with positions in both medicine and psychiatry departments
and then to the University of Rochester in 1946. At both Cincinnati and
Rochester, Engel worked closely with Dr. John Romano. Together, they
published a variety of papers on the biopsychosocial model and empha-
sized multidisciplinary training in medicine developing a progressive and
unique curriculum for medical education. Dr. Engel retired in 1979 from
the University of Rochester but remained active as a professor emeritus
until his death at the age of 85 in December 1999.
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a more functional and pragmatic approach to
incorporating various treatment strategies to
fit the needs of the individual patient (O’Brien
& Houston, 2000).

The Biopsychosocial Approach

Ever since the seventeenth century and the in-
fluence of Descartes and Newton, theories of
health and illness have tended to separate the
mind from the body. Thus, Western medicine
often tends to view illness, including mental
illness, as being influenced either by biology,
such as genetics and neurochemical imbal-
ances, or by the mind, such as personality and
interpersonal conflicts. Advances in medicine,
science, psychology, sociology, ethnic and mi-
nority studies, and other fields during the last
half of the twentieth century have provided
evidence for interactive multidimensional in-
fluences on health and illness, including men-
tal illness. New discoveries in genetics and
neurochemistry, along with new techniques to
investigate the brain such as neuroimaging,
have solidified the contribution of biology
to emotion and behavior. The effectiveness of
psychotropic medications further provided
clues to the profound biological influences im-
pacting behavior. The new theories and sup-
porting research proposed by the behavioral,
cognitive-behavioral, humanistic, and family
systems perspectives provided further evi-
dence and credence to psychological and social
factors influencing health, illness, emotions,
and behavior. Finally, the community mental
health movement beginning in the 1960s
demonstrated the influence of social, cultural,
and economic factors in mental illness. The
confluence of these new discoveries and per-
spectives allowed a biopsychosocial orienta-
tion to emerge during the late 1970s.

In 1977, George Engel published a paper in
the journal Science that proposed the bio-
psychosocial approach as the optimal model
of understanding and treating illness. The

approach, with its roots in the ancient Greek
notions of Hippocrates discussed earlier,
suggests that physical and psychological
problems are likely to have a biological, psy-
chological, and social element that should be
understood in order to provide effective in-
tervention strategies. Thus, rather than a uni-
dimensional causal approach to problems,
the biopsychosocial perspective utilizes a
multidimensional and interactive approach.
The biopsychosocial framework suggests that
the biological, psychological, and social as-
pects of health and illness intimately influ-
ence each other.

The biopsychosocial perspective is not new.
As was discussed in the previous chapter,
the appreciation for biological, psychological,
and social influences on behavior, emotions,
and health was recognized centuries ago.
However, over the years, emphasis has been
placed on different elements of the perspec-
tive, which has sometimes excluded other el-
ements. Furthermore, scientific discoveries,
influential people, and social thinking of the
time have tended to highlight either biologi-
cal, psychological, or social influences.

The biopsychosocial approach has been ac-
cepted in both medicine and psychology with
research support to demonstrate its useful-
ness (Frankel, 2003; Institute for the Future,
2000; Institute of Medicine, 2000, 2001; N.
Johnson, 2003; McDaniel, 1995). For exam-
ple, research has indicated that many diverse
problems such as obesity, alcoholism, learn-
ing disabilities, anxiety, and depressive dis-
orders all involve a complex interaction 
between biological, psychological, and social
influences. An understanding of and appreci-
ation for these interactions should be taken
into consideration when designing treatment
and prevention interventions. The biopsy-
chosocial approach became the foundation
for the field of health psychology in the early
1980s (G. Schwartz, 1982). It has become an
influential perspective in clinical psychology
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as well. The APA endorsed this model when it
changed its mission statement and other pol-
icy statements (see N. Johnson, 2003 for a re-
view). The Institute of Medicine (2001) also
stated that “health and disease are deter-
mined by dynamic interactions among bio-
logical, psychological, behavioral, and social
factors. . . . Cooperation and interaction of
multiple disciplines are necessary for under-
standing and influencing health and behav-
iors” (p. 348). Therefore, psychologists must
be aware of multidimensional biopsychoso-
cial influences to understand and treat others
(N. Johnson, 2003).

A New Training Model Emerges

The Vail Conference

A turning point in the philosophy of clinical
psychology training occurred during the
1973 Vail Conference held in Vail, Colorado
(Korman, 1976). The Conference was held to
discuss how training could be altered to ac-
commodate the changing needs of both clini-
cal psychology students and society. The
National Conference on Levels and Patterns
of Professional Training in Psychology re-
ceived financial support from NIMH. The
most significant outcome of the Conference
was the acceptance of a new training model
for clinical psychology. In addition to the
Boulder or scientist-practitioner model, the
Vail or scholar-practitioner model was
endorsed as an appropriate alternative. This
model suggested that clinical training could
emphasize the delivery of professional 
psychological services while minimizing re-
search training. Furthermore, the Confer-
ence endorsed the notion that graduate
training need not occur only in university
psychology departments but could also occur
in free-standing professional schools of 
psychology. Free-standing schools were 

developed independent of university affilia-
tion. One of the first and largest schools is the
California School of Professional Psychology
with four campuses and over 5,000 students
enrolled. Following the Conference in 1973,
the National Council of Schools of Profes-
sional Psychology was formed to address is-
sues unique to these new schools and
programs. Finally, the Conference endorsed
the PsyD (or doctor of psychology) degree as
an alternative to the PhD degree. The PsyD
degree would be given to clinicians trained in
the Vail model who were more practitioner-
oriented than those trained in the traditional
Boulder model, which emphasized both re-
search and clinical training. This new model
allowed students to choose the type of em-
phasis they wanted in their graduate educa-
tion. Vail model program’s have become very
popular. Students trained in Vail model pro-
grams outnumber those in Boulder model
programs by a ratio of approximately 4 to 1
(Norcross et al., 2002, 2004). These choices
are still available for current students seeking
graduate training. The first PsyD program de-
veloped in 1968 at the University of Illinois
(Peterson, 1968) is no longer in existence.

For the first time ever, the Vail Conference
also endorsed the notion that recipients of
a terminal master’s degree be considered
professional psychologists rather than only
prospective recipients of a doctoral degree.
However, in 1977, the APA stated that a doc-
torate was needed for the title psychologist,
thereby diminishing the role of the terminal
master’s degree supported by the Vail Confer-
ence. Although numerous graduate programs
across the United States and Canada offer ter-
minal master’s degree programs in clinical
psychology and many states license master’s
level professionals as counselors, the APA has
chosen not to support terminal master’s de-
gree education as adequate for the indepen-
dent practice of psychology. In practice,
professionals with master’s degrees often
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provide independent professional services
under the title counselor or marriage and fam-
ily therapist but not psychologist.

Salt Lake City Conference

During 1987, the National Conference held yet
another meeting to examine how training
models best fit the needs of students, society,
and the profession. This Conference endorsed
the notion that all graduate training in clinical
psychology, regardless of the degree (PhD or
PsyD) or setting (university or free-standing
professional school), should include a core
curriculum containing courses such as re-
search methods, statistics, professional ethics,
history and systems, psychological assessment,
and on the biological, social, cognitive, and
individual difference bases of behavior.
However, the Salt Lake City Conference tem-
pered the Vail Conference’s enthusiasm for
free-standing professional school training of
clinical psychologists. Most notably, the Con-
ference stated that by 1995, all APA accredited
programs should at least be affiliated with a
regionally accredited university. This measure
was passed in order to maintain better control
over the training conducted at the rapidly pro-
liferating free-standing professional schools
(Bickman, 1987). However, this recommenda-
tion has largely been ignored to the extent
that, by 2004, the majority of free-standing
professional schools of psychology are still not
associated with any universities. In fact, about
50% of all doctorates in clinical psychology
are now awarded from these free-standing
professional schools not associated with uni-
versities, with the vast majority being located
in California.

Additional Conferences

The National Council of Schools in Profes-
sional Psychology held several national meet-
ings: Mission Bay in 1986, San Juan in 1989,

Gainesville in 1990, and San Antonio in 1991.
These meetings led to a refinement of the mis-
sion of Professional Schools of Psychology.
New goals included an emphasis on adequate
training in service to ethnic minorities and
underserved groups as well as a recommit-
ment to integrating science and practice into
clinical training.

Michigan Conference on
Postdoctoral Training

In October of 1992, the National Conference
on Postdoctoral Training in Professional Psy-
chology was held at the University of Michigan
to specifically address postdoctoral training is-
sues in psychology (Larsen et al., 1993). While
the APA accredits and provides detailed guide-
lines for graduate and internship training, no
comprehensive APA guidelines have been pro-
vided for postdoctoral training. Since most
states require postdoctoral training prior to li-
censure, almost all clinical psychologists had
been participating in postdoctoral training
programs without APA guidance. Many pro-
fessionals have called for national standards
for postdoctoral training (Belar et al., 1989;
Plante, 1988). The Michigan Conference de-
veloped guidelines and plans for further con-
trol and regulation of postdoctoral training
in clinical psychology. For example, recom-
mendations included the completion of APA-
accredited doctoral and internship training
programs prior to admission to accredited
postdoctoral training programs; at least two
hours per week of face-to-face supervision by
a licensed psychologist; and a systematic evalu-
ation mechanism for examining the trainees
and program among others.

Present Status

Contemporary clinical psychology, ever evolv-
ing, is currently adapting to numerous changes
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and challenges. While a detailed discussion ad-
dresses these current issues in Chapter 14,
brief mention is warranted at this point re-
garding clinical psychology’s response to in-
creasing imperatives regarding diversity and
cultural sensitivity, changing trends in profes-
sional training, and ongoing economic and pri-
vacy issues affecting the study and practice of
clinical psychology.

The United States is both blessed and chal-
lenged with tremendous diversity. Diversity in
gender, culture, ethnicity, language, religious
faith, sexual orientation, physical ability and
disability, and the entire spectrum of individ-
ual differences has necessarily informed and
enriched the practice and study of psychology.
No longer can researchers, educators, or clini-
cians assume a white, male, English-speaking,
heterosexual population. For example, of the
281 million Americans, 35 million are African
American (13%); 35 million are Latino or His-
panic (13%); and 13 million (5%) are of Asian
descent. The number of mixed racial groups
are difficult to quantify. Increasingly, it has
become incumbent upon clinical psychologists
to acquire the education and insight necessary
to develop important sensitivities in their
work with diverse individuals and populations
(APA, 2003). The contribution of diversity to
the field is more fully explored in Chapter 14,
but can be seen throughout this book given its
contemporary emphasis. Training itself is un-
dergoing significant changes. First, more than
half of all clinical psychologists now train in
free-standing professional schools of psychol-
ogy rather than in traditional university
programs. This has resulted in many more
psychologists seeking employment, as well as
many more being trained within the Vail (i.e.,
scholar-practitioner), rather than the Boulder
(i.e., scientist-practitioner), model. Second,
after being predominantly a male profession,
the gender distribution of students and new
graduates in clinical psychology has changed
from being mostly men to being mostly

women. While about 60% of the APA mem-
bers are men (representing all areas of psy-
chology), the majority of new doctorates in
clinical psychology are now awarded to
women (APA, 2003; Norcross et al., 2004;
Snyder, McDermott, Leibowitz, & Cheavens,
2000). For example, between 1973 and 1991,
the number of men who entered the field of
psychology rose by 130% while the number of
women choosing psychology as a career in-
creased by 530% (APA, 1995c). The feminiza-
tion of psychology in general and clinical
psychology in particular has significantly al-
tered the face of the field.

Economic factors in health care are also sig-
nificantly altering the landscape for psycholo-
gists. Significant reductions in federal grant
funding have resulted in far less federal dollars
available for clinical psychology research and
training. This has resulted in more competi-
tion for limited research funding. While the
number of clinical psychologists choosing full-
time private practice as their career choice has
grown steadily over the past several decades,
the trend could change due to significant and
sweeping changes in health care. Thus, solo
independent practice may become less attrac-
tive as a career option for psychologists in
the future. Clinical psychology has expanded
beyond the mental health field into the gen-
eral health care and preventative health care
fields. Therefore, clinical psychology has
found its way into general health care with
applications to numerous medical problems
and issues (N. Johnson, 2003; S. Taylor, 2003).
Clinical psychology has also secured more in-
dependence, for example, gaining hospital ad-
mitting privileges in most states, as well as the
ability to prescribe medication in certain set-
tings, such as in the military and in New
Mexico and Guam (Beutler, 2002). This has
expanded the types of professional activities
and roles available to clinical psychologists. Fi-
nally, changes in the health care delivery and
reimbursement systems in the United States
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have posed one of the biggest challenges
to clinical psychology and other health related
fields. Limited services and monies are avail-
able from insurance companies to treat mental
and physical problems. Challenging new
laws regarding managing privacy issues (e.g.,
HIPAA) have altered the way clinical psychol-
ogy is practiced. Each of these current issues is
discussed in more detail in Chapter 14.

The Big Picture

Clinical psychology has come a long way
since Witmer founded the specialty by open-
ing the first psychological clinic in 1886. It is
hard to imagine that about 50 years ago there
were no psychology licensing laws in any
state and no comprehensive clinical psychol-
ogy training guidelines, accreditation stan-
dards, or models of training. Furthermore, it
is astonishing that 50 years ago, clinical psy-
chologists were often not allowed to conduct
psychotherapy since it was the exclusive do-
main of psychiatrists. Today, clinical psychol-
ogy is a thriving field, utilizing the integrated
resources of numerous perspectives and in-
terventions. Clinical psychology is now prac-
ticed in a wide variety of hospitals, clinics,
businesses, and educational settings, among
other locations.

Curiously, while clinical psychology has
come such a long way, its progress has some-
times occurred, not because of but, in spite of
the APA. Several times, the clinical psycholo-
gists resigned from the APA to form their own
independent group. Each time they later de-
cided to rejoin the APA. The differences of
opinion between the applied clinical profes-
sionals and the majority academic and scien-
tific members of APA have been a fact of life
since the APA was founded. The tension be-
tween the science and practice of psychology
will likely continue.

Today, contemporary clinical psychol-
ogy seeks to address and incorporate the 

important issues of diversity, scientific ad-
vances, and changes in professional training
and economic factors affecting health care in
this country. Ultimately, the science and
practice of clinical psychology have con-
tributed broadly to our understanding and
treatment of human difficulties. The science
and application of clinical psychology have
proved effective in enhancing the quality of
life for numerous people throughout the
world. It certainly is an exciting time in 
the clinical psychology field. This excite-
ment is likely to continue for future clinical
psychologists.

Key Points

1. During World War I and World War II,
millions of recruits needed to be evalu-
ated for psychological and intellectual
functioning. The military turned to psy-
chology to provide them with testing to
evaluate the troops.

2. Following World War II, over 40,000 vet-
erans were hospitalized in VA hospitals
for psychiatric reasons. The overwhelm-
ing need for clinical services for these
men resulted in a huge increase in clini-
cal psychologists providing a full range of
comprehensive psychological services,
including psychological testing, psy-
chotherapy, consultation, and research.
In 1946, the VA requested about 4,700
clinical psychologists to be employed in
the VA system.

3. The APA Committee on Training in Clin-
ical Psychology met in 1947 and sought
to develop training standards and guide-
lines for graduate and internship train-
ing in clinical psychology. Ultimately,
the committee’s guidelines became the
“gold standard” for clinical training. The
report included the notion that clinical
psychologists should be trained rigor-
ously in a four-year doctoral program as
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well as with a one-year clinical intern-
ship and be trained as both scientists and
clinicians. The committee recommended
that training be comprehensive in re-
search, treatment, and assessment. In
1949, a committee met in Boulder, Col-
orado, and developed the Boulder model
(also known as the scientist-practitioner
model) of clinical training.

4. During the 1950s, 1960s, and 1970s,
many new treatment and intervention
approaches and perspectives were of-
fered as an alternative to the traditional
psychodynamic approach. Psychologists
were becoming well established in
their psychotherapy skills in addition to
their testing services. The family sys-
tems, behavioral, cognitive-behavioral,
and humanistic approaches to interven-
tion emerged as compelling and popular
alternatives to the more traditional theo-
ries and interventions. Furthermore, the
rise of the community mental health
movement in the 1960s as well as the ad-
vent of psychotropic medication to treat
mental illness exerted powerful influ-
ences on clinical psychology.

5. A turning point in the philosophy of clin-
ical psychology training occurred during
the 1973 Vail Conference. The most sig-
nificant outcome of the Conference was
the acceptance of a new training model
for clinical psychology. In addition to the
Boulder, or scientist-practitioner, model
the Vail, or the scholar-practitioner,
model was endorsed. This model sug-
gested that clinical training could em-
phasize the delivery of professional
psychological services while minimizing
research training. Furthermore, the con-
ference endorsed the notion that gradu-
ate training did not need to occur only in
academic psychology departments at
major universities but could also occur
in free-standing professional schools 
of psychology. Finally, the Conference

endorsed the PsyD degree as an alterna-
tive to the PhD degree.

6. In 1977, George Engel offered the bio-
psychosocial approach as the best possible
model of understanding and treating
physical and mental illness. The approach
suggests that all physical and psychologi-
cal illnesses and problems are likely to
have a biological, psychological, or social
element, which should be understood in
order to provide the most effective inter-
vention strategies. The biopsychosocial
model has been widely accepted in both
medicine and psychology with strong re-
search support to demonstrate its effec-
tiveness. The biopsychosocial perspective
has quickly become an influential model
in clinical psychology.

Key Terms

Behavioral
Biopsychosocial
Boulder Model
Cognitive-Behavioral
Community Mental Health Movement
Family Systems
Humanistic
Integrative
Psychotropic Medication
Scholar-Practitioner Model
Scientist-Practitioner Model
Vail Model
Veterans’ Administration

For Reflection

1. How did World Wars I and II influence
the formation of clinical psychology?

2. Why was the VA hospital so supportive
of clinical psychology?

3. Why did the government feel compelled
to financially support the training of
clinical psychologists?
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4. What was the major outcome of the
Boulder Conference?

5. What was the major outcome of the Vail
Conference?

6. What do the changes in health care have
to do with clinical psychology?

7. What theoretical orientations became
popular between 1950 and 1980?

8. Compare and contrast the behavioral,
cognitive-behavioral, humanistic, and
family systems approaches.

9. How did psychotropic medication revo-
lutionize the field of clinical psychology
during the 1950s?

10. What does the biopsychosocial approach
have to do with clinical psychology?

Real Students, Real Questions

1. Is family therapy still popular today?
Does insurance pay for it?

2. How has technology impacted the likely
direction of psychology?

3. Why is there so much tension between
different branches of clinical psychology?

Web Resources

www.yorku.ca/dept/psych/classics
Learn more about the history of clinical psy-
chology.

www.apa.org/divisions/div12
Learn more about the clinical psychology di-
vision at the APA.
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Research: Design and Outcome

Chapter Objective
1. To outline the most critical issues in understanding research

in clinical psychology.

Chapter Outline
Highlight of a Contemporary Clinical Psychologist: Alan E.

Kazdin, PhD, ABPD
Research Methods and Designs
Cross-Sectional and Longitudinal Designs
Treatment Outcome Research
Questions and Challenges in Conducting Treatment

Outcome Research
Contemporary Issues in Clinical Psychology Treatment

Outcome Research
How and Where Is Research Conducted in Clinical Psychology

and How Is It Funded?

Highlight of a Contemporary Clinical Psychologist

Alan E. Kazdin, PhD, ABPP

Dr. Kazdin maintains a full-time academic career focusing on research
methodology and conduct disorders.

Birth Date: January 24, 1945

College: San Jose State University, (BA, Psychology/Philosophy), 1967

Graduate Program: Northwestern University (MA, PhD, Clinical Psy-
chology), 1970

Clinical Internship: North Shore Association, Evanston, IL

ABPP: Behavioral Psychology

Current Job: Professor and Director, Child Study Center, Yale Univer-
sity School of Medicine, John M. Musser Professor of Psychology, Direc-
tor, Yale Child Conduct Clinic

Pros of Being a Clinical Psychologist:

Pros: “A career in clinical psychology has an extraordinary number of
options. In my own case, I have had four major jobs since completing my
degree. Two were in psychology departments (Pennsylvania State Uni-
versity, Yale University) and two were in psychiatry or equivalent med-
ical school departments (University of Pittsburgh School of Medicine, Yale

4
C h a p t e r
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University School of Medicine). In addition,
over the years, there have been many oppor-
tunities to consult with and work in hospi-
tals and schools. My current job includes a
position in a hospital. Clearly, the range of
job options in clinical psychology is enor-
mous even though, in my own career, there
are several options to which I have not been
exposed. For example, although I am in-
volved in clinical work on a daily basis (ob-
serve and supervise treatment, review
cases), I do not engage in private practice.
Also, I have not worked for the courts, con-
sulted with business and industry, or worked
in broad areas (e.g., health psychology) that
are among the many other options for clini-
cal psychologists.

“My own area of interest, developmen-
tal psychopathology, focuses on understand-
ing adjustment, adaptation, and clinical
dysfunction among children and adoles-
cents, and is particularly rich in career op-
portunities. There are many opportunities to
work and collaborate with colleagues from
related disciplines (e.g., epidemiology, ge-
netics, psychiatry, sociology) that are critical
to understanding psychological processes
and their emergence and course. There are
many urgent questions for research that
have broad implications for individuals and
for society at large. My own energies permit
consideration of only a few of the exciting
topics including aggressive and antisocial be-
havior, childhood depression and suicidality,
and child and adolescent therapy.”

Future of Clinical Psychology: “I hesitate
to predict the future of clinical psychology.
Currently, there continues to be significant
growth within core areas of psychology in-
cluding the vast domains of neuroscience,
cognition, and memory, to mention a few.
Within clinical psychology, improvements in
methodology, research quality, and increased
accountability in relation to clinical work are

additional influences that will direct advances
and directions in research.”

Typical Schedule: “My job is serving as
chair of a multidisciplinary department
(Child Study Center) at the Yale University
School of Medicine. The department has ap-
proximately 275 faculty and staff, plus ap-
proximately 100 clinical (volunteer) faculty.
The department includes a large number of
research labs that focus on diverse topics that
range in scale and scope from brain proteins
and molecules to community interventions.
Multiple disciplines are brought to bear to un-
derstand a broad range of psychiatric disor-
ders for children. The department also runs a
broad range of inpatient and outpatient ser-
vices for thousands of children and families;
has formal training programs in child psychia-
try, clinical psychology, social work, and re-
search in neuroscience; and serves as the
department of child psychiatry for Yale-New
Haven Hospital. A given day is filled with
meetings of the faculty and staff within the
department, heads of foundations, potential
donors, administrators from other depart-
ments, and collaborators from other coun-
tries. The work of the Center falls into
six areas: research, clinical services, training,
community work, international collabora-
tions, and social policy. Activities in each of
these areas serve as the primary basis for
many of the meetings during the day.

“At the end of the day, I go to the Child
Conduct Clinic, an outpatient service on cam-
pus where I meet with therapists and oversee
treatment. The clinic serves children 2 to 14
who are referred for oppositional, aggressive,
and antisocial behavior. The clinical service is
where I conduct research and work with and
supervise graduate and undergraduate stu-
dents. One day a week, I run a research lab
(class) on child treatment at the clinic for stu-
dents who are enrolled.”
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Most people think of psychologists as
practitioners who conduct psycho-

therapy rather than investigators who conduct
research. Yet research forms the very founda-
tion of clinical psychology. Basic and applied
research provides many of the clues to impor-
tant questions about diagnosis, treatment,
and general human behavior, thus allowing
practitioners to implement their techniques
and theories with confidence. In fact, psychol-
ogy is the only mental health discipline that
has its roots in academic research rather than
in practice. Psychiatry, social work, and mar-
riage and family counseling, for example, all
have their roots in practice rather than in
research. Even the academic degree awarded
in psychology reflects its unique role and
foundation in research: the PhD (Doctor of
Philosophy) is historically a research degree
awarded from an academic department at a
university. In contrast, the MD (Doctor of
Medicine), JD (Doctor of Law), and MSW
(Master of Social Work) degrees are generally
awarded from professional schools at univer-
sities and emphasize practice rather than re-
search. Both the scientist-practitioner, or
Boulder, model and the scholar-practitioner,
or Vail, model of training in clinical psychol-
ogy emphasize the value placed on conduct-
ing research and remaining an informed
consumer of research. In many ways, the Vail
model in psychology, usually associated with
the PsyD degree, is similar to the professional
school degrees awarded in medicine, law, and
social work in that emphasis is generally
placed on practice and consuming research
rather than conducting research. However, re-
search is fundamental to both the science and
the practice of clinical psychology regardless
of the training model used in graduate school.

Clinical psychologists conduct research in
hospitals and clinics, in schools and universi-
ties, in the military, and in business settings.
Some researchers use questionnaires, whereas

others perform laboratory experiments with
people or animals. The research may be
archival, using data from existing charts or
records, or it may involve the study of a single
subject over time. Research skills and knowl-
edge are important even for clinical psycholo-
gists who do not actively conduct research
studies. Those who maintain professional in-
dependent practices, for example, must be
able to ascertain what new findings and dis-
coveries are worthy of incorporation into their
clinical work.

Research is needed not only to better under-
stand human behavior but also to develop
psychological assessment techniques and treat-
ment strategies that are reliable, valid, and ef-
fective. Nevertheless, as discussed in Chapter
3, tensions have existed between the research
and applied interests of psychology since clini-
cal psychology began in 1896. For example,
clinicians often feel that researchers conduct
studies that are too obscure or irrelevant to be
of help with actual patients, while researchers
often feel that clinicians provide services that
feel right rather than selecting those that are
supported by empirical research. Furthermore,
researchers often do not provide clinical ser-
vices in a practice setting, and clinicians often
do not conduct empirical research. This situa-
tion tends to enlarge the distance between sci-
ence and practice.

This chapter examines the research foun-
dation of clinical psychology and discusses
the manner in which research is designed and
conducted. Several important research chal-
lenges in clinical psychology are highlighted.

Research Methods and Designs

The general goal of research in clinical psy-
chology is to acquire knowledge about human
behavior and to use this knowledge to help
improve the lives of individuals, families, and
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groups. Clinical psychologists use the scien-
tific method in conducting research activities.
The scientific method is a set of rules and pro-
cedures that describe, explain, and predict a
particular phenomenon. This method includes
the observation of a phenomenon, the devel-
opment of hypotheses about the phenome-
non, the empirical testing of the hypotheses,
and the alteration of hypotheses to accommo-
date the new data collected and interpreted.

During the first stage of inquiry, the clini-
cal psychologist must objectively describe a
given phenomenon. One important research
tool for this purpose is the Diagnostic and
Statistical Manual, fourth edition (DSM-IV),
published by the American Psychiatric Asso-
ciation. The manual describes numerous

clinical syndromes and lists highly specific di-
agnostic criteria for each psychiatric problem
thus enabling researchers to better ensure
that the same criteria are used to describe
each population studied. The diagnostic crite-
ria describe the thinking, feeling, and be-
havior associated with a particular clinical
syndrome. For example, Table 4.1 outlines
the DSM-IV diagnostic criteria for a panic at-
tack. The DSM is discussed in more detail
later. While other diagnostic manuals are
used such as the International Classification
of Impairments, Activities and Participation
(ICIDH) and others, the DSM system is most
commonly used in the United States and
Canada (American Psychiatric Association,
2000; Mjoseth, 1998).

Table 4.1 DSM-IV Criteria for Panic Attack

A discrete period of intense fear or discomfort, in which four (or more) of the following
symptoms developed abruptly and reached a peak within 10 minutes:

1. Palpitations, pounding heart, or accelerated heart rate

2. Sweating

3. Trembling or shaking

4. Sensations of shortness of breath or smothering

5. Feelings of choking

6. Chest pain or discomfort

7. Nausea or abdominal distress

8. Feeling dizzy, unsteady, lightheaded, or faint

9. Derealization (feeling of unreality) or depersonalization (being detached from oneself)

10. Fear of losing control or going crazy

11. Fear of dying

12. Paresthesia (numbness or tingling sensations)

13. Chills or hot flushes

Source: From Diagnostic and Statistical Manual-IV (DSM-IV), by American Psychiatric Association, 2000,
Washington, DC: Author. Reprinted with permission from the American Psychiatric Association.
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Once a careful description is constructed, a
hypothesis must be developed and tested to
adequately explain the behavior of interest.
For example, researchers may be interested
in learning more about the sexual response
changes experienced by patients utilizing
Prozac versus Elavil, two very different antide-
pressants. They may hypothesize that unlike
the inhibited orgasms experienced by women
taking Elavil, Prozac users do not experience
this particular side effect to any noticeable de-
gree. Researchers may be interested in exam-
ining the influence of poverty on urban elderly
residents’ cognitive functioning by measuring
their memory and motor performances in
comparison to those members of other elderly
groups. Once a hypothesis is developed, it
must be tested to determine its accuracy and
usefulness and adapted to accommodate con-
sistent and inconsistent research findings. A
valid hypothesis can then be used both to ex-
plain and to predict behavior. Accurately pre-
dicting behavior based on hypotheses becomes
an index demonstrating that those hypotheses
are indeed valid. Many different types of re-
search experiments and investigations are used
to test hypotheses.

Experiments

Conducting an experiment is the fundamen-
tal way to utilize the scientific method in an-
swering research questions. For example,
suppose we were interested in designing a
procedure for reducing student test-taking
anxiety. We wish to find out if relaxation or
aerobic exercise might be useful in helping to
reduce test anxiety prior to a stressful exam.
First, a hypothesis is needed. In this case, we
may believe that while both aerobic exercise
and relaxation might help to lower test-taking
anxiety relative to a control (comparison or
baseline) condition, the relaxation technique
might prove the superior method. Relaxation
has been shown to be helpful with other

types of fears and anxieties, and it helps to re-
duce the physiological arousal (e.g., elevated
heart rate and blood pressure) associated
with anxiety.

Identifying Independent and Dependent Vari-
ables: After a hypothesis is proposed, an ex-
periment must be designed to evaluate the
hypothesis. The researcher must select both
independent and dependent variables. The in-
dependent variable is manipulated by the re-
searcher and provides the structure for the
study. Therefore, treatment condition (i.e.,
relaxation, aerobic exercise, or a control con-
dition) would be the independent variable in
the test-anxiety study. The dependent variable
is the variable that is expected to change as a
result of the influence of the independent
variable. In other words, the dependent vari-
able is what is measured by the researcher to
determine whether the hypothesis can be
supported or not. In this case, scores on a
test-anxiety scale following treatment might
be the dependent variable. Research studies
evaluate the influence of the independent
variable(s) on the dependent measure(s). The
study must be constructed such that all other
factors that might influence the dependent
variable are controlled, with the exception of
the independent variable.

Minimizing Experimental Error: A critical
goal of all experiments is to minimize experi-
mental error. Experimental error occurs when
changes in the dependent variable are due
to factors other than the influence of the in-
dependent variable. For example, if the ex-
perimenter is aware of the hypothesis that
relaxation is superior to aerobic exercise in
reducing test-taking anxiety, yet conducts
both laboratory sessions with the research
subjects, his or her biases may influence the
results. The experimenter might behave dif-
ferently toward the subjects in the relaxation
condition, perhaps being more friendly to
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them than to subjects in the exercise or con-
trol conditions. This scenario is termed experi-
menter expectancy effects.

The experimenter must minimize potential
error or bias by controlling potentially influ-
encing variables (other than the independent
variable manipulated by the experimenter).
For example, the experimenter might avoid
bias in conducting the laboratory sessions by
using a research assistant who was unaware
of (and uninvested in) the hypotheses of the
study. The research assistant might also be in-
structed to read from a prepared script and
wear the same lab coat so that all interactions
with each subject are consistent.

Furthermore, the experimenter would min-
imize potential error or bias caused by un-
known or uncontrollable influences by using a
randomization procedure. The experimenter
randomly varies a variable across experimen-
tal and control conditions such that the influ-
ence of the variable does not differentially
affect one or more of the experimental or con-
trol conditions. For example, test-anxious stu-
dents may differ in the intensity or degree of
their anxiety, in their belief that test-anxiety
intervention techniques might prove useful
to them, in academic performance, and in a
host of other variables. Because all of these
potentially confounding (influencing) vari-
ables cannot be controlled or accounted for in
the experiment, the researcher would ran-
domly assign the pool of research subjects to
experimental and control conditions. There-
fore the potential influence of these variables
would be (theoretically) evenly distributed
across experimental and control conditions.

Experimenters must use both reliable and
valid measures of assessment in research
studies as well. Reliability refers to the stabil-
ity or consistency of a measurement proce-
dure. For example, a method for assessing
test anxiety should result in similar scores
whether the test is administered early in the
day, late in the day, or by different research

assistants. Validity refers to the notion that an
instrument should measure what it was de-
signed to measure. An instrument measuring
test anxiety should indeed measure the con-
struct we call “test anxiety” rather than other
constructs such as depression, general anxi-
ety, or low self-esteem. Any measures used in
a research study must demonstrate that they
have adequate reliability and validity.

Furthermore, experimenters can make er-
rors in their choice of instruments and in data
collection, scoring, and analysis. Objective and
precise scoring methods that are both reliable
and valid must be designed and implemented
to minimize error. Checking and rechecking of
coded data, data entry, and data analysis are
necessary in order to spot mistakes and ensure
that the data are completely free of error.

Maximizing Internal and External Validity:
Research experiments must be designed not
only to minimize experimental error and
bias but also to maximize both internal and
external validity. Internal validity refers to
the condition in which only the influence of
the independent variable in an experiment
accounts for results obtained on the depend-
ent variable. Any potential extraneous influ-
ences on the dependent variable (other than
the influence of the independent variable)
becomes a threat to the experiment’s internal
validity. Thus, the experimenter designs a
well-constructed and methodologically sound
research study to ensure internal validity.

Extraneous variables that may threaten the
internal validity of any research study include
the effects of history, maturation, testing, in-
strumentation, statistical regression, selection
bias, and experimental mortality (Campbell &
Stanley, 1963). History refers to events out-
side the experimental situation (e.g., earth-
quakes, death of a loved one, marriage) that
could have a significant impact on the results
of the study. Maturation refers to changes
within subjects over the passage of time (e.g.,
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aging; becoming fatigued, bored, or stronger)
that may influence the experimental results.
For example, students who report that they
are test anxious at the beginning of an aca-
demic year may feel less anxious as the term
proceeds owing to positive experiences with
in-class exams. Others may feel more anxious
because of negative experiences with in-class
exams and stress associated with approaching
finals. Someone participating in a lengthy
study may become tired and bored and there-
fore answer research questions differently at
the end of the study than at the beginning.
Testing concerns the influence of the testing
or evaluation process itself on research results
such as in the use of repeated measures ob-
tained on the same subjects over time. For ex-
ample, one might answer a series of questions
following treatment for test anxiety in a simi-
lar manner as prior to treatment due to prac-
tice or familiarity effects. Instrumentation
refers to the influences of the tests and mea-
surement devices used to measure constructs
in the study. For example, the test anxiety
scale may not be validated for use with the in-
tended population or it may not reliably assess
test anxiety. Furthermore, subjects may re-
spond differently on a scale at different peri-
ods of the experiment.

Statistical regression concerns the tendency of
extreme scores on a measure to move toward
the mean over time. For example, subjects
who score very high in test-taking anxiety
only to score lower at a later date may reflect
regression toward the mean rather than a re-
duction in anxiety associated with treatment.
Selection bias refers to a differential and
problematic selection procedure for choosing
research subjects. For example, bias would
occur when students selected to participate in
the experimental treatment groups on test-
taking anxiety are selected from a campus
student health clinic while control subjects are
selected from an introductory psychology
class. Bias occurs since the treatment and

control subjects were selected from different
populations of students. As discussed earlier,
random assignment into experimental and
control conditions is usually performed to
minimize the chance of any selection bias. Fi-
nally, experimental mortality refers to at-
trition or subject drop out in an experiment.
For example, experimental mortality would
be a problem if 50% of the subjects in the con-
trol condition dropped out of the experiment
on test-taking anxiety while only 10% of the
subjects in the experimental condition did so.
Experimenters must evaluate their research
designs in order to minimize the influence of
these seven threats to internal validity prior to
conducting an experiment. If any threat is op-
erating in a research study, results are likely to
be uninterpretable and the experimenters will
be unable to reach meaningful conclusions
based on their data.

External validity refers to the generaliz-
ability of the research results. The more similar
the research experiment is to a “real world”
situation, the more generalizable the findings.
However, the more careful an experimenter is
about maximizing internal validity, the more
likely he or she will minimize external validity.
A high degree of control and precision is
necessary to minimize experimental and ran-
dom error and thus maximize internal validity.
Therefore, carefully constructed laboratory-
based research maximizing internal validity
may jeopardize the generalizability (external
validity) of the results. For example, in the ex-
periment on test-taking anxiety, all subjects
completed the same stressful “IQ” test admin-
istered in a laboratory rather than a “real” test
such as a final examination in one of their col-
lege courses. Allowing subjects in this study to
take a real examination would increase the
generalizability of the results but compromise
the internal validity of the study because
course exams cannot be uniform. Some exams
are in chemistry, physics, psychology, or busi-
ness. Exams can be multiple choice, essay, or
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oral. Furthermore, some exams are scheduled
on a Monday, some on a Friday, some in the
morning, and some in the afternoon. All these
conditions might influence the results if they
are not uniform or constant for all experimen-
tal and control subjects.

Researchers must carefully examine threats
to external validity prior to conducting their ex-
periments. These threats include testing, reac-
tivity, multiple-treatment interference, and
the interaction of selection biases (Campbell &
Stanley, 1963). Testing refers to the use of a
questionnaire or other assessment device that
may sensitize and alter the subject’s response
and therefore influence the dependent mea-
sure. For example, completing questionnaires
on anxiety may increase the research subject’s
experience of anxiety. Reactivity concerns
the subject’s potential response to participat-
ing in an experiment. The subject may behave
differently in an experiment than in the natu-
ral environment. For example, a subject who
knows that he or she is being observed during
an experiment may behave in a more socially
desirable manner. Multiple-treatment in-
terference refers to exposing a subject to
several treatment conditions or factors such
that the experimenter cannot isolate any
specific condition or factor. For example, a
subject in the relaxation condition may re-
ceive a videotape that presents relaxing music,
nature scenes, and instructions in guided im-
agery and progressive muscle relaxation. So
many different treatment influences (e.g.,
gentle music, pretty images, progressive mus-
cle relaxation instruction, distraction) could
be in operation that the isolation of only one
influencing factor becomes impossible. Finally,
the interaction of selection biases concerns
the notion that subjects in one group may
have been differentially responsive to the ex-
perimental condition in some unique manner.
For instance, subjects assigned to a relaxation
group for test-taking anxiety may enjoy or re-
spond differently than subjects assigned to

another treatment condition (e.g., exercise).
Responses may be a by-product of their enjoy-
ment of the activity and not due to assumed
therapeutic value of the activity itself. Thus,
experimenters must carefully evaluate these
threats to external validity as well as balance
the dual goals of maximizing both internal
and external validity prior to conducting an
experiment and drawing conclusions based on
obtained research data.

Another important threat to external va-
lidity includes the specific population sam-
pled and how similar or different the group is
relative to the overall population of interest
to the researchers. For example, if all of the
students in the test-taking anxiety example
were middle-class Caucasian college students
then the results could not be generalized to
include nonmiddle-class Caucasian students
or to students in elementary or high school
settings. Therefore, researchers must pay
careful attention to the population sampled
to ensure that the group adequately repre-
sents the larger population of interest.

Experimental Designs

There are many different means of carrying
out a research experiment. Each approach of-
fers unique advantages and disadvantages.
No single approach is superior to another for
answering every research question, and all
can be rendered useless if not carefully de-
signed and applied. The trick is to use the
right experimental design with the right
research question and to construct each ex-
periment to maximize both internal and ex-
ternal validity.

True Experimental Designs: To demonstrate
cause-and-effect relationships (e.g., specific
treatment may cause improvement in func-
tioning), true experiments that use random-
ization procedures with experimental and
control conditions must be conducted, and all
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efforts made to minimize and control poten-
tial error and bias as well as to maximize both
internal and external validity. Randomization
is a procedure where research subjects are
selected in such a way that they all have an
equal chance of being placed in the different
experimental and control groups. No bias can
occur in deciding which conditions subjects
are placed into during the experiment. In con-
ducting experiments using randomization
procedures, the experimenter is best able to
determine that outcome measures obtained on
the dependent variable must be due to the in-
fluence of the experimenter-manipulated in-
dependent variable and unlikely due to error
or other factors.

However, several unique challenges are
associated with such studies in clinical
psychology:

• It is often impossible or unethical to ran-
domly assign human beings to certain
experimental or control conditions. For ex-
ample, an experimenter interested in the
effects of sexual abuse and maternal depri-
vation on depression could not randomly
assign children to an experimental group
in which the children would be either sex-
ually abused or deprived of contact with
their mothers.

• It is often impossible or unethical to assign
patients to a control condition in which
they do not receive treatment. For exam-
ple, it would be unethical to assign suicidal
patients to a control condition for several
months without any form of treatment.
Furthermore, many patients would refuse
to wait for treatment or knowingly accept a
placebo treatment.

• Certain disorders are fairly rare, making it
difficult to obtain enough subjects for vari-
ous experimental and control conditions.
For example, an experimenter interested in
different treatment approaches for children
with trichotillomania (i.e., a disorder that

involves compulsively pulling out one’s
hair) may be unable to find enough subjects
for group-designed research conditions in a
timely manner.

• Because many patients experiencing psycho-
logical distress have several diagnoses, co-
morbidity (two or more diagnoses) is likely
to be the rule rather than the exception.
Thus, it is often difficult to find people who
experience only the specific disorder under
investigation. For example, many children
with attention deficit disorders also experi-
ence depression, oppositional defiant disor-
der, learning disabilities, low self-esteem,
and other problems. An experimenter might
think that he or she is treating the attention
deficit disorder, whereas the personal con-
tact between child and therapist might actu-
ally be treating the depression.

In addition to true experimental designs
that include randomization, there are quasi-
experimental designs; between, within, and
mixed group designs; analogue designs; case
studies; correlational methods; epidemiolog-
ical methods; and longitudinal and cross-
sectional designs. Many of these designs are
not mutually exclusive. For example, correla-
tional designs can be either longitudinal or
cross-sectional, or both. A study can include
both between and within group designs. The
experimental and quasi-experimental ap-
proaches can also use between, within, and
mixed group designs. A brief review of each
of these alternative designs follows.

Quasi-Experimental Designs: When random
assignment to experimental and control con-
ditions is not possible because of ethical or
other limitations, an experimenter may choose
to use a quasi-experimental design. For ex-
ample, a treatment-outcome study conducted
at a child guidance clinic must use patients
already being treated at the clinic (Plante,
Couchman, & Diaz, 1995). Client satisfaction
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as well as assessment of problematic symp-
toms are conducted at the beginning, during,
and at the end of treatment. Control subjects
may include persons not being treated at the
clinic or those on a wait-list for treatment. Be-
cause the experimenters cannot always decide
who can receive treatment and who must re-
main wait-listed, randomization is impossible.
Therefore many important differences be-
tween treated children and children not being
treated at the clinic may exist and cannot be
adequately controlled. Such practical limita-
tions require much more caution in the in-
terpretation of research findings than is the
case with true experimental techniques, and
direct cause-and-effect relationships cannot
be inferred.

Between Group Designs: Between group de-
signs use two or more separate groups of
subjects, each of which receives a different
type of intervention or, in the case of a con-
trol condition, no intervention. Therefore the
independent variable is manipulated by the
experimenter so that different groups of sub-
jects receive different types of experiences. In
the test-taking anxiety example, one group of
subjects received relaxation, a second group
received aerobic exercise, while a third group
received a control condition (i.e., magazine
reading). Ideally, subjects are randomly as-
signed to treatment and control conditions in
a between group design. The experimenter
then assumes that all other factors that could
potentially influence the study results (e.g.,
age, motivation, intelligence, severity of anxi-
ety) will be evenly distributed between the
groups. To ensure that potential factors that
might influence the results do not differen-
tially affect the experimental and control
groups, the experimenter may wish to use a
matching procedure. For example, to ensure
that gender and age are similar in each exper-
imental and control condition, the experi-
menter would match subjects such that males
and females as well as different ages are

evenly distributed across the groups. Or in the
test-taking anxiety example, to ensure that
the severity of test-taking anxiety is evenly
distributed among the groups, the experi-
menter would match subjects in each group
on the basis of the severity of anxiety.

There are several different types of between
group research designs. The pretest-posttest con-
trol group design includes two or more subject
groups. While one group receives treatment,
the other does not. Subjects are evaluated
both before and after treatment on the dimen-
sion of interest. For example, a test-anxiety
questionnaire might be used both before the
treatment begins and after the completion of
treatment. Control subjects (i.e., those not re-
ceiving treatment) would complete the test-
anxiety questionnaire at the same time the
experimental group completes the materials.
One disadvantage of the pretest-posttest de-
sign is that the administration of a pretest
might sensitize subjects or influence their re-
sponse to treatment. A posttest-only control
group could be added to control for pretest
sensitivity.

Another between group design, the facto-
rial design, provides an opportunity to study
two or more factors in a given study. There-
fore two independent variables of interest
(e.g., gender and ethnic background of thera-
pist) can be examined at the same time. For
example, treatment might be conducted with
four groups: male African American thera-
pist, female African American therapist, male
Caucasian therapist, female Caucasian thera-
pist. This would be considered a 2 × 2 factorial
design. Adding two additional ethnic groups
to the design (e.g., Asian American, Hispanic
American) would create a 2 (gender) × 4
(ethnicity) factorial design. An advantage of
conducting factorial designed studies is that
the experimenter can examine the role of in-
teractions between factors.

Within Group Designs: Within group de-
signs are used to examine the influence of the
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independent variable (such as treatment) on
the same subjects over time. Subjects are not
assigned to different experimental and control
groups as they are in a between group design
but are all assigned to experience the same re-
search procedure, treatment, or protocol. The
same patient is examined at different points of
time, such as during a baseline or pretreat-
ment period, a treatment intervention period,
and a follow-up or posttreatment period. Thus
each subject serves as his or her own control.
For example, subjects at risk for the develop-
ment of hypertension were asked to partici-
pate in a study to examine their blood
pressure and heart rates while they performed
different intellectual and cognitive tasks
(Plante, Lantis, & Checa, 1997). All subjects
had their heart rates and blood pressures taken
before, during, and after a series of laboratory
experiences. Changes within the same sub-
jects over time allowed the experimenters to
study the association between stress and phys-
iological reactivity among hypertensive high
risk persons.

There are several within group designs
to choose from in conducting clinical psychol-
ogy research. Since experimenters using
within group designs must be especially care-
ful with ordering or sequencing effects, most
variations on the design methods attempt to
control for these influences. Ordering effects
refers to the influence of the order in which
treatment or experimental conditions are
presented to the subjects. The experimental
or treatment condition in the crossover design
switches or “crosses over” during the course
of the experiment. Generally, two or more
groups receive the same treatments; only
the order of presentation is altered for each
group. The crossover design counterbalances
the treatments so that order of presentation 
is controlled. For example, the hypertension
study just discussed (Plante et al., 1997)
counterbalanced two laboratory stressors
(i.e., a stressful IQ test and the Stroop Color
Naming test) such that for half the subjects

one stressor was presented before the second,
while for the other half the second stressor
was presented before the first.

Three or more treatments make crossover
designs very complicated. These designs are
called multiple-treatment counterbalanced 
designs. For example, if three treatments 
or experimental conditions are used, six
counter-balanced presentations are needed.
Suppose three different treatment strategies
were being used to treat cannabis abuse. These
could include behavioral contracting, group
therapy, and interpersonal psychotherapy. All
subjects would receive the same three treat-
ments, but the order of presentation would be
altered so that various subgroups of subjects
would receive the treatments in different
order. Controlling the order of presentation is
necessary because treatment effects could be
influenced by which treatment was experi-
enced first, second, or third. If group therapy
were provided to all subjects first, it would be
difficult to determine if subjects benefitted
from the behavioral contracting or interper-
sonal psychotherapy procedures because of
carryover or residual effects of the group
treatment experience. Table 4.2 outlines the
different counterbalanced presentations
needed in a three-treatment study.

Mixed Group Designs: Mixed group designs
include elements of both between and
within group designs. In mixed group de-
signs, experiments are constructed in such a
way that different groups of subjects receive
different treatment or experimental experi-
ences (between group) while subject re-
sponses are assessed over time at different
phases of the experiment (within group). For
example, in the hypertension study men-
tioned earlier, control groups of subjects who
were not at risk for the development of hy-
pertension were also used. Thus, the pres-
ence or absence of hypertension risk acted as
a between group variable, while the experi-
mental tasks were within group variables.
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Mixed group designs, which are more com-
plex than between or within group designs
alone, are very commonly used in clinical
psychology.

Analogue Designs: Analogue designed stud-
ies use procedures, subjects, and measures
that approximate a real-life clinical situation
and are usually conducted in a laboratory
where experimental conditions can be con-
trolled better than in the natural environ-
ment. For example, subjects may or may not
be suffering from disorders that are of interest
to the experimenter. Procedures may or may
not be identical to those used in the natural
or clinical environment. Therapists may or
may not be licensed mental health providers.
The test-anxiety experiment previously men-
tioned was conducted in a laboratory using a
testing condition that was somewhat removed
from testing conditions experienced by test
anxious students (e.g., final examinations).
The subjects were students who identified
themselves as being test anxious and who
scored high on a questionnaire measuring test

anxiety rather than students who sought
treatment for the condition at a campus coun-
seling center. Furthermore, the treatment
conditions of relaxation training and aerobic
exercise were conducted in the laboratory
rather than in a more natural setting (e.g., a
dorm room or campus apartment, a health
club, a clinic). Analogue studies may use
trained research assistants to conduct “treat-
ment conditions” and may involve subjects
who do not meet specific diagnostic criteria
for a particular disorder. The advantages of
analogue designs are that they maximize in-
ternal validity more effectively than studies
conducted in a more natural environment.
However, disadvantages include threats to ex-
ternal validity, since generalizability of re-
search findings may be compromised. For
example, subjects may respond less genuinely
and honestly in a laboratory environment
than in a clinical environment, or, treatment
provided by research assistants may differ in
important ways from treatment provided by
licensed clinicians in practice.

Case Studies

A case study is an in-depth investigation, ob-
servation, and description of a single person
or situation. The case study method was the
primary technique used by Sigmund Freud
and his colleagues to describe cases of hyste-
ria and other problems. Case studies are not
experiments, because they lack dependent
variables, experimenter manipulation of in-
dependent variables, and randomized assign-
ment of subjects into treatment and control
conditions. Rather, case studies provide an
intensive observation of a person and phe-
nomenon that allows for the development of
hypotheses and theories. Case studies can be
especially helpful for examining a new, rare,
or unusual phenomenon or during the early
descriptive stages of a research program. The-
ories developed through case study methods

Table 4.2 Order of Presentation in a 
Three-Treatment Counterbalanced Design

First Second Third

Treatment 1 Treatment 2 Treatment 3

Treatment 2 Treatment 3 Treatment 1

Treatment 3 Treatment 1 Treatment 2

Treatment 1 Treatment 3 Treatment 2

Treatment 2 Treatment 1 Treatment 3

Treatment 3 Treatment 2 Treatment 1

Example: Treatment 1 (relaxation training)

Treatment 2 (aerobic exercise)

Treatment 3 (thought stopping)
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can be tested later with more intensive re-
search designs.

One of the most famous case studies in psy-
chology is the case of Anna O. described by
Joseph Breuer and Sigmund Freud (Breuer &
Freud, 1895/1957). Anna O. experienced hys-
teria, or what the DSM-IV would term a con-
version disorder today. She was healthy and 
relatively problem free until she was 21 years
old, and caring for her failing father. After sev-
eral months of care giving, Anna O. developed
unusual vision difficulties as well as motor
problems with her right arm and legs that
could not be explained medically. She also had
trouble speaking and developed other symp-
toms (e.g., headaches, recurrent cough, fear of
drinking). She sought treatment from Breuer,
who conducted hypnosis and treated one
symptom at a time. Breuer noticed that symp-
toms disappeared following the hypnosis. The
development of both hypnosis as well as psy-
choanalytic theory (e.g., theories of repres-
sion) occurred partly through the case study
of Anna O. Specific single-case research de-
signs have been developed to further objectify
the case study method. Empirical experimen-
tal procedures applied to single case studies
will be briefly reviewed here.

Single Subject Designs: Single case designs
blend case study and experimental techniques.
While these designs offer the scientific rigor
of experimental methods, they also allow for
practical clinical relevance because they are
used with only one patient or case. Therefore
clinicians can use these methods to both study
and treat individual patients in their practice.
Another advantage of the single subject design
is its robustness in that it avoids the problems
associated with variability among a large
number of subjects. Single subject designs use
time-series methodologies (Barlow, Hayes, &
Nelson, 1984), which require a series of mea-
sures conducted on the same person over a pe-
riod of time (i.e., a pretreatment phase, a

treatment phase, and a posttreatment phase).
Rather than using a separate control group or
control subject, the individual patient acts as
his or her own control during the baseline
phase when data are collected on a phenome-
non of interest without any active treatment
or intervention. For example, binge-eating be-
havior might be assessed in a bulimic patient
by using a questionnaire before, during, and
after treatment and during follow-up. Changes
in self-reported binge-eating behavior can then
be compared with baseline measures in order
to document change. Various baseline and 
intervention phases or conditions can be im-
plemented to examine the short-term and
long-term effectiveness of the intervention.

One of the most commonly used single sub-
ject designs is the ABAB design. The ABAB
refers to alternating between baseline (or
no treatment) and treatment phases during a
single subject intervention for a particular
clinical problem. The ABAB is both a single
subject design and a within subjects design. It
is also referred to as an intrasubject-replication
design. Thus an initial baseline period (A) oc-
curs when the problem behavior is assessed
without any intervention, followed by a
treatment intervention (B), followed by a 
return to no treatment (A), followed by a sec-
ond treatment intervention (B). Treatment-
no treatment phases can alternate numerous
times depending on the needs of the research
and/or treatment. For example, a child who
has an attention deficit/hyperactivity disor-
der (ADHD) might frequently and impul-
sively leave his or her seat in a classroom
setting. This behavior might be highly disrup-
tive to other students and the teacher and
prevent the child from completing classroom
assignments. The teacher might use social re-
inforcement such as praise when the child is
behaving appropriately while sitting in his or
her chair. The teacher might record the num-
ber of times the child leaves the chair without
any reinforcement (i.e., A), and then the
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number of times the problematic behavior oc-
curs while offering the social praise reinforce-
ment (i.e., B). The teacher then withholds
reinforcement, continuing to count the fre-
quency of the problem behavior (i.e., A), and
then reinstates the social praise reinforcement
condition (i.e., B). Collected data (e.g., num-
ber of times child left classroom seat without
permission) can be tabulated for each base-
line and intervention period for analysis of
the success of the intervention.

One cautionary note expressed about
ABAB designs concerns the ethics associated
with withdrawing helpful treatment during
the A phases of the design. For example, some
children engage in problematic head-banging
or other self-destructive and aggressive activi-
ties that could be highly dangerous if allowed
to be untreated during baseline assessment
and treatment withdrawal phases.

A second concern regarding ABAB designs
is the limitation of focusing on only one prob-
lematic behavior. Rarely do patients present
with only one specific target behavior. For ex-
ample, the child mentioned earlier may not
only leave the classroom seat but also im-
pulsively and poorly complete assignments,
interrupt and disturb other children, and have
temper tantrums. An adult who is depressed
may also have obsessive-compulsive traits,
an eating or sleeping disturbance, suicidal
thoughts, relationship conflicts, and alcohol
abuse problems. Multiple baseline designs are
used when more than one target behavior is
evaluated and treated.

An additional problem with the ABAB
design is that it is often impossible to with-
draw treatment because a new skill has been
learned in the A condition. Therefore, once a
new skill has been learned it may be impossi-
ble to “unlearn” it during the B condition.

Multiple Baseline Designs: With a multiple
baseline design, baseline data are collected for
all the behaviors of interest. Then treatment is

provided for one target behavior while base-
line data are still collected on the other be-
haviors. Treatment intervention might then
target a second behavior while continuing or
removing treatment for the first behavior. For
example, the child with attention deficit dis-
order mentioned earlier might not complete
homework assignments and might also get
into frequent fights with other children dur-
ing recess periods at school. Baseline data
such as the daily frequency of these problem-
atic behaviors are tabulated. Reinforcements
such as earning points toward a special gift or
privilege might be used to target improve-
ment in getting homework assignments com-
pleted. Following several weeks of treatment,
reinforcement for the homework assignments
is supplemented with social praise for playing
cooperatively with other children. Social
praise is used to improve the child’s social be-
havior for several weeks. Data concerning the
frequency of the problematic behaviors are
collected continuously throughout the vari-
ous baseline and intervention periods. If tar-
get behaviors do not improve during the
intervention periods, new intervention strate-
gies can be developed and implemented later
on. Figure 4.1 shows results of a multiple
baseline design used for several children with
autism to improve both social interaction and
reading skills through tutoring.

Although all single subject designs can pro-
vide a great deal of information about treat-
ment for one individual, generalizing and
applying the findings to others is of serious
concern. Treatment interventions, for exam-
ple, may work well for one person but not
for another. Replication of the interventions
aimed at target behaviors would need to be
conducted with many others to determine
whether generalizability exists. While most
single subject study designs such as ABAB
are used by professionals with behavioral or
cognitive-behavioral orientations, the princi-
ples can be extended to assess any range of
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Figure 4.1
Multiple baseline results for cooperative behavior among children in several preschool classes.
Source: From “Classwide Peer Tutoring: An Integration Strategy to Improving Reading Skills and
Promote Peer Interactions among Students with Autism and General education Peers,” by D. M.
Kamps, P. M. Baretta, B. R. Leonard, and J. Delquadri, 1994, Journal of Applied Behavior Analysis, 27,
pp. 49–61.
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interventions as well as integrated into
biopsychosocial or multimodal approaches.

Multiple baseline designs can be used to
investigate two or more behaviors, settings,
or individuals. Multiple baseline designs are
often used when a return to baseline without
reinforcement might prove to be problematic
or dangerous. For example, if a child with at-
tentional and impulsivity problems engages
in dangerous behaviors such as running into
a busy street, it would likely be too dangerous
to withdraw reinforcement and risk that the
child could get injured or killed. A multiple
baseline design might be used to first collect
baseline data at school and home and then
provide reinforcement (e.g., social praise,
rewards) at the school setting first, followed
by reinforcement at the home setting. Once
the reinforcement begins, it is not with-
drawn. If reinforcement works, it would be
expected that improvements in behavior
would be noted in the school environment
first, followed by the home environment.

Multiple baseline designs can mix individ-
uals, settings, and behaviors and may with-
draw interventions at some levels but not
others. For instance, Bay-Hinitz, Peterson,
and Quilitch (1994) conducted a study that
used a multiple baseline design to investi-
gate the influence of competitive and coop-
erative games on aggression and cooperative
behavior among preschool children. Chil-
dren from four different preschool classes
were used in the study. Results demonstrate
that while cooperative games increased co-
operative behavior and decreased aggres-
sive behavior, competitive games increased
aggressive behavior and decreased coopera-
tive behavior. Figure 4.2 provides data from
this study.

Correlational Methods

The sin qua non of experimental research,
random-assignment experimental and control

conditions, is often impossible to implement
in clinical psychology research. Single case
study designs are also not feasible in many
clinical or research settings. Ethical, legal, and
other limitations on experimentation with
human beings must be taken into considera-
tion before a research design can be selected.
Many of the limitations that prevent experi-
mental methods from being used can be alter-
natively addressed through the application of
correlational methods. Correlational designs
examine the degree of association between
two or more variables. While correlational de-
signs do not allow cause-and-effect conclu-
sions (e.g., treatment cured a problem), they
do provide researchers and clinicians useful
information concerning the degree of associa-
tion between constructs of interest. Thus, cor-
relational methods inform the experimenter
how closely two or more variables tend to cor-
respond to each other.

Correlations can be either positive or nega-
tive. A positive correlation refers to two or more
variables that move in the same direction. As
one variable increases, so does the other. For
example, the more depressed someone feels,
the more hopeless he or she may feel. Thus
depression and hopelessness tend to correlate
and in the same direction (i.e., high degrees
of depression are associated with high de-
grees of hopelessness, whereas low degrees of
depression are associated with low degrees of
hopelessness). The more marital arguments a
couple experiences, the more dissatisfied they
are with their marriage. The more alcohol one
consumes, the more work or school days he or
she is likely to miss.

A negative correlation refers to two or more
variables that move in opposite directions. As
one variable increases, the other decreases. For
example, the more television a student
watches, the less time he or she devotes to
studying. Thus, television viewing and studying
tend to go together in different directions (i.e.,
a lot of time watching television is associated
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with little time studying, whereas little time
watching television is associated with a lot of
time studying). The more depressed someone
feels, the less time he or she spends with
friends. Therefore, negative correlations
imply that two or more variables tend to go
together in opposite directions.

None of these correlations or associations
between variables is perfect. In other words,
some variation is expected in all the exam-
ples presented. For instance, some couples
who tend to have frequent arguments may
report high marital satisfaction, while some

students who watch a great deal of televi-
sion may still be able to spend many hours
studying. The degree of association between
variables is expressed by a correlation coef-
ficient. A correlation coefficient is a score rang-
ing from − 1.00 to +1.00. Scores close to 
− 1.00 reflect a nearly perfect negative corre-
lation, that is, while one variable is high, the
other is low. For example, if hours of televi-
sion watching and studying were assessed in
a large class and it was determined that all
the students who watched a lot of television
studied infrequently while all of the students

Figure 4.2
Example of multiple baseline approach for several children with autism. Source: From “Cooperative
Games: A Way to Modify Aggressive and Cooperative Behavior in Young Children,” by A. K. Bay-
Hinitz, R. F. Peterson, and H. R. Quilitch, 1994, Journal of Applied Behavioral Analysis, 27, pp. 435–446.
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who did not watch television studied fre-
quently, a perfect − 1.00 correlation coeffi-
cient would likely surface from the statistical
equation that calculates the coefficient.
Scores close to +1.00 reflect a nearly perfect
positive correlation; as scores on one vari-
able increases, so do the scores on the other.
Furthermore, a positive correlation also oc-
curs when scores on both variables of inter-
est are low. For example, if scores on
depression and scores on hopelessness are
assessed in a large group of people, they are
likely to be positively correlated. Thus, those
who tend to score high on depression are
also likely to score high on hopelessness,
while those who score low on depression are
also likely to score low on hopelessness.
When there is no correlation between two
variables (e.g., shoe size and intelligence),
the correlation is close to .00.

It is important to emphasize that the asso-
ciation between two or more variables does
not mean that one necessarily caused the
other. Correlation does not imply causality.
Thus, television viewing does not necessar-
ily cause inadequate studying, and depres-
sion does not necessarily cause hopelessness.
Additional variables not assessed in a given
experiment or study may operate to influ-
ence the correlation coefficient. For exam-
ple, perhaps unmotivated students watch a
great deal of television and spend very little
time studying. Perhaps these students would
spend very little time studying no matter
how much television they watched. Other
factors (e.g., interest in the subject matter)
may also play a role.

Epidemiological Methods

Clinical psychologists are often interested
in the use and results of epidemiological re-
search methods. Epidemiology refers to the ex-
amination of the incidence or distribution of a
particular clinical problem or variable of in-
terest. Epidemiological research describes

the prevalence and incidence of a particular
issue of concern, seeking to answer questions
such as “How many people have alcohol prob-
lems? How many college students are clini-
cally depressed? How many people have
schizophrenia? How many new cases of at-
tention deficit/hyperactivity disorder were di-
agnosed last year? How many adolescent girls
have unwanted pregnancies?” Epidemiologi-
cal data may be collected from a variety of
sources including government census, survey
approaches, and hospital records. For exam-
ple, epidemiological research has indicated
that approximately 750,000 people die of
heart disease each year (American Heart As-
sociation, 2001), and that about 11 million
people in the United States are alcoholics (Na-
tional Institute on Alcohol Abuse and Alco-
holism, 2000). Epidemiological research has
shown that approximately 1% of the United
States population experiences schizophrenia,
and between 0.5% and 1% of female adoles-
cents or young adults experience anorexia
nervosa (American Psychiatric Association,
2000). Not only does epidemiological re-
search attempt to accurately estimate the
number of people who experience certain
problems, but it also tries to provide detailed
information concerning other demographic
characteristics of interest (e.g., ethnic, eco-
nomic, age, or gender differences in those
who have heart attacks before age 55). Data
from epidemiological research is usually col-
lected from government documents and
records, hospital and clinic records, national
polls, generalized from large scale multisite
research projects and other sources of infor-
mation usually outside of the controlled labo-
ratory experiments.

Cross-Sectional and Longitudinal Designs

Experimental, correlational, epidemiological,
and even single case designs can be con-
structed to be cross-sectional or longitudinal.
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Many studies can incorporate both cross-
sectional and longitudinal methods into the
same investigation and are called cross-
sequential designs. Cross-sectional designs
provide a “snapshot” view of behavior at a
given moment in time. Most of the research
in clinical psychology as well as most other
areas of psychology applies cross-sectional
methods because they are generally easier and
less expensive to complete. The study on test-
taking anxiety mentioned earlier is an ex-
ample of a cross-sectional research design.
Test-anxious subjects were provided labora-
tory “treatment” and then participated in a
simulated “IQ test” during one brief labora-
tory session. The study provided a snapshot
view of test-anxious students to determine
whether a brief treatment might be useful
in reducing anxiety during one isolated labo-
ratory session. Longitudinal designs gener-
ally collect research data over a long period
of time. Examining test-anxious subjects
throughout the course of their high school
and college education would be an example
of a longitudinal design method. In this ex-
ample, levels of test-taking anxiety would be
assessed periodically during high school and
college and thus would take approximately
eight years to collect.

Suppose a clinical psychologist were inter-
ested in determining whether the develop-
ment of hypertension (high blood pressure)
was associated with a person’s reaction to
stress over time. Using a cross-sectional ap-
proach, the psychologist might take self-report
and physiological (e.g., blood pressure) mea-
sures during a stressful laboratory procedure.
He or she might be interested in determining
whether hypertensive patients experience
greater reactivity to the laboratory procedure
than do nonhypertensive control subjects. On
the other hand, a researcher who decided to
use a longitudinal approach might assess a
random group of people on their self-reported
and physiological responses to laboratory
stress periodically for many years. Then the

researcher would determine which subjects
developed hypertension and which subjects
did not. The researcher would then determine
whether earlier measurements could have pre-
dicted the later development of hypertension.
While longitudinal designs can be extremely
useful, their cost and other limitations often
make this type of research difficult to conduct.

Treatment Outcome Research

Clinical psychologists conduct research to an-
swer questions on the development of reliable
and valid assessment instruments, on strate-
gies to better understand and diagnose clinical
syndromes, and on predicting problematic be-
havior such as aggression and suicide. But
perhaps the most frequently asked and com-
pelling research questions concern treatment
outcome: Does psychotherapy work? Which
type of therapy works best for which type of
condition? Is longer term treatment better
than shorter term treatment? Which therapist
characteristics are associated with treatment
success? Which patient characteristics are as-
sociated with treatment success? A great deal
of research in clinical psychology attempts to
answer one or more of these questions. Treat-
ment outcome research has become critical in
recent years. Although treatment outcome re-
search has been conducted for many years, the
changes in the health care delivery and reim-
bursement systems have demanded that treat-
ment outcome research demonstrate that
psychological and other forms of treatment do
indeed work and therefore justify the expendi-
ture of funds.

To conduct research on treatment out-
come, different strategies are employed de-
pending on the specific question of interest.
Kazdin (1991) outlined seven treatment
outcome research strategies for effectively
evaluating treatment outcome research.
These include treatment “package” strategy,
dismantling treatment strategy, constructive
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treatment strategy, parametric treatment
strategy, comparative treatment strategy,
client and therapist variation strategy, and
process research strategy (Table 4.3). Each
method will be briefly described in the fol-
lowing section.

Treatment Package Strategy

The treatment package strategy approach
attempts to answer the basic question, “Does
treatment work?” This approach seeks to de-
termine whether a specific treatment is effec-
tive for a specific clinical problem or disorder.
In this approach, a treatment package is usu-
ally employed, while a control condition such
as a no-treatment control or a wait-list con-
trol group is used for comparison. Package
refers to the fact that most treatment ap-
proaches include a variety of potentially help-
ful components. For example, relaxation
training might include the learning of specific

breathing techniques, muscle relaxation tech-
niques, and visual imagery techniques, as
well as problem-solving strategies to use the
techniques on a daily basis. A package ap-
proach does not isolate one or several highly
specific components that are believed respon-
sible for the positive therapeutic effects. 
Because many nonspecific factors (e.g., atten-
dance at sessions, belief that therapist is help-
ful and knowledgeable) could also be
involved in patient improvement, researchers
usually include a control condition that in-
volves some form of pseudotreatment. A
pseudotreatment might involve many aspects
of real treatment (e.g., meeting with a mental
health professional in a professional setting,
discussion of problems, regular sessions) but
would not involve what the researchers be-
lieve are the active ingredients of treatment
(e.g., specific techniques or strategies). For
example, suppose researchers conducting the
test-anxiety study mentioned earlier wanted

Table 4.3 Treatment Outcome Research

Treatment Outcome
Research Strategy Approaches Questions Attempted to Answer

Treatment “Does treatment work?”

Dismantling “What aspect of treatment works?”

Constructive “What might be added to an effective treatment to make it even
more effective?”

Parametric “What aspect of treatment can be altered to make treatment
work better?”

Comparative “Which treatment approach works better?”

Client and therapist variation “Which type of therapist or which type of patient is treatment
most likely to be effective?”

Process “How does the actual process of therapy impact treatment
outcome?”

Source: A. E. Kazdin, The Clinical Psychology Handbook, second edition. Published by Allyn and Bacon, Boston, MA.
Copyright © 1991 by Pearson Education. Adapted by permission of the publisher.
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to know if relaxation training actually helped
test-anxious students reduce anxiety. One
group might receive relaxation therapy in-
cluding instructions on specific techniques
presented on videotape. Another group might
watch a videotape that had pleasant pictures
and music but no specific instructions on how
to use relaxation techniques. A third group
might receive nothing. Additional groups
could be used to determine if other strategies
helped to reduce anxiety.

Dismantling Treatment Strategies

Dismantling treatment strategies attempt
to answer the question, “Which aspect of
treatment works?” The focus of dismantling
treatment strategies is to identify the active in-
gredient of a particular treatment strategy
after the treatment has been determined effec-
tive. To conduct a dismantling research study,
different patients or groups of patients receive
different aspects of a given treatment. Some
may receive the entire treatment, while others
receive the treatment without an important
component. For example, interpersonal psy-
chotherapy has been found to be helpful in
treating patients with binge-eating disorder
(Agras et al., 1995; Wilfley et al., 1993). A
dismantling strategy might include one group
that receives standard interpersonal psy-
chotherapy conducted by a licensed psycholo-
gist in a clinic setting. Another group might
receive the same treatment, conducted by a
fellow group member in a self-help format. A
third group might receive the same treatment
but use a workbook rather than an actual
treatment provider. Therefore, the therapist
role is examined using a dismantling strategy
to determine if experience, training, and face-
to-face contact are necessary for interper-
sonal psychotherapy to work in the case of
binge eating. The dismantling strategy thus
seeks to determine the basis for change during
treatment.

Constructive Treatment Strategies

Constructive treatment strategies attempt
to answer the question, “What might be added
to an effective treatment to make it even more
effective?” The constructive treatment ap-
proach adds various components to the treat-
ment to determine whether the additions will
improve treatment outcome. For example, in-
terpersonal treatment for binge eating might
be enhanced if the treatment also included
additional sessions with family members or
a reading list for patient use. Furthermore,
adding cognitive-behavioral treatment to the
interpersonal therapy may be helpful (Agras
et al., 1995). One group of patients might re-
ceive the standard treatment, while others
receive the standard treatment with differ-
ent additional components. The constructive
treatment approach allows the researcher to
empirically construct a treatment package by
adding new components piece by piece.

Parametric Treatment Strategy

The parametric treatment strategy seeks
to answer the question, “What aspect of treat-
ment can be altered to make treatment work
better?” This approach changes a specific as-
pect of the treatment to determine whether
the change can enhance treatment effective-
ness. Often the parametric approach involves
altering the treatment time or intensity. For
example, interpersonal therapy for binge eat-
ing might be enhanced (i.e., fewer symptoms
following treatment and client reported satis-
faction with treatment) if the standard treat-
ment were conducted for a longer period (e.g.,
90-minute sessions instead of 60 minutes, 20
weeks of treatment instead of 12 weeks) or
with scheduled follow-up sessions. Thus, a
parametric treatment strategy might include
a group of patients receiving standard treat-
ment while another group receives longer and
more intense treatment.
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Comparative Treatment Strategy

The comparative treatment strategy
attempts to answer the question, “Which
treatment approach works better?” This  ap-
proach generally compares different strate-
gies for producing change in a clinical
problem. For example, a comparative treat-
ment approach to binge eating might include
a group receiving cognitive-behavioral psy-
chotherapy, a second group receiving inter-
personal psychotherapy, and a third group
receiving a combination of both cognitive-
behavioral and interpersonal psychotherapy.
Each group of patients would be evaluated to
determine if symptoms were reduced more
in one group relative to the others.

Client-Therapist Variation Strategy

The client-therapist variation strategy
seeks to answer the question, “With which
type of therapist or for which type of patient is
treatment most likely to be effective?” Thus,
the client-therapist variation strategy alters
the types of therapists or patients to determine
which combinations optimize treatment out-
come. For example, would treatment work
better if the therapist were of the same gender,
sex, or ethnicity as the patient? Might treat-
ment outcome improve if the therapist has
also experienced the disorder first-hand (e.g.,
sponsors in Alcoholic Anonymous)? Might
treatment be more effective if the patient is
highly motivated rather than only moderately
motivated?

Process Research Strategy

Finally, the process research strategy at-
tempts to answer the question, “How does the
actual process of therapy impact treatment
outcome?” This research approach seeks to
determine which aspects of the psychothera-
peutic process are associated with positive

treatment outcome. The process approach
might attempt to answer specific process ques-
tions such as, “What makes a satisfying and
productive session between a therapist and pa-
tient?” For example, patient hostility, therapist
friendliness, and level of patient disclosure
might affect treatment process and outcome.

Questions and Challenges in Conducting
Treatment Outcome Research

Conducting treatment outcome research is ex-
tremely challenging. Problems associated with
the design, implementation, and interpreta-
tion of research results are common to this
realm of research. Several common questions
regarding treatment outcome research will be
briefly reviewed here.

Is a Research Program’s Treatment
Similar to the Treatment in
Actual Practice?

To conduct an effective research study, a great
deal of control and precision are needed to de-
termine whether changes in the dependent
variable are due to the manipulation of the in-
dependent variable. Therefore, research strate-
gies must be employed very carefully in any
study. However, treatment designed for a re-
search study may or may not be typical of the
treatment provided in the professional com-
munity. For example, suppose a researcher
wished to compare cognitive-behavioral
therapy with psychodynamic therapy for 
a particular clinical population such as 
obsessive-compulsive disorder. To ensure that
patients receive the same type of therapy, the
researcher might use treatment manuals and
instruct the therapists participating in the
study never to deviate from the manual as
they work with obsessive-compulsive re-
search subjects and patients. To ensure that
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the therapists do not deviate from the treat-
ment manuals, sessions might be videotaped
and evaluated by trained experts. To control
the duration of treatment for the two groups,
each therapist might be required to see the
patients for 12 consecutive weeks (1 session
per week) and terminate treatment on
the 12th session. These strict limitations gen-
erally do not occur in actual clinical practice.
Patients may often be seen for longer or
shorter lengths of time; integrative treatment
approaches using, for example, both psycho-
dynamic and cognitive-behavioral techniques
are common in actual practice; videotaping
of sessions rarely occurs in most practices;
and participation in a research study in and
of itself might alter the patient’s perception
of the treatment. Therefore results from the
study may not be generalizable. Researchers
must design studies that approximate the real
world as much as possible to maximize the
external validity of their study, while moni-
toring experimental control to maximize its
internal validity.

Are the Patients and Therapists
Used in a Research Study Typical of
Those in Actual Practice?

A patient who is willing to receive treatment
provided in a research study may or may not
be typical of someone who seeks treatment
privately through the services of a mental
health professional in the community. Often
patients who agree to participate in a re-
search study are able to get professional ser-
vices at no cost or may even be paid to
participate. These financial incentives may or
may not result in securing a pool of research
patients who are typical of the patient popu-
lation at large. Furthermore, research studies
often need to be very specific about the cri-
teria used to select patients for the study. For
example, if a researcher is interested in

studying obsessive-compulsive disorder, he or
she may wish to secure a patient subject pool
that meets the DSM-IV diagnostic criteria for
obsessive-compulsive disorder without also
having other coexisting psychiatric problems
(e.g., depression, personality disorder, eating
disorder). While selectivity in deciding who
should participate in the research project en-
hances the internal validity of the study, the
resulting subjects may or may not be represen-
tative of patients with obsessive-compulsive
disorder in the general population.

Similar concerns exist regarding the selec-
tion of therapists. Therapists participating in
the study may or may not be representative of
therapists in the community providing treat-
ment. For example, research experiments
may use licensed mental health professionals
working in a hospital, clinic, or university set-
ting or research assistants with no professional
license to practice. Research studies often use
clinicians who are primarily researchers rather
than clinicians. Researchers may use thera-
pists with highly specialized treatment ap-
proaches (e.g., hypnosis for pain control) that
may not reflect the type of approaches the
average clinician in the community might
choose to use. Again, efforts to enhance inter-
nal validity may compromise external validity.
Therapist characteristics such as age, gender,
ethnicity, experience, warmth, orientation,
and other factors must be taken into consider-
ation as well.

What Are Some of the Ethical
Problems with Treatment Outcome
Research?

Although ethical issues in both research and
practice are discussed in detail in Chapter
13, it is important to mention some of the
challenging ethical issues and potential dis-
advantages associated with treatment out-
come research here. While it is clear that it is
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important to have a scientific basis for clini-
cal interventions and that treatment outcome
research is an integral part of developing
the scientific understanding about what
works and doesn’t work in clinical practice, a
variety of challenging ethical issues are a by-
product of this effort to increase our knowl-
edge and ultimately offer the best possible
services to those who need them. First, pa-
tient needs must be balanced with the re-
search protocol in such a way that patients
are not put at significant risk. For example, if
a suicidal patient is involved with a treatment
outcome study that is evaluating a particular
type of treatment on severe depression, it is
possible that the patient might be at risk of
hurting him- or herself and the treatment
protocol or manual may not allow for addi-
tional interventions beyond the scope of the
particular treatment being evaluated and of-
fered. It might then be in the best interest
of the patient to withdraw from the study so
that professional services can be tailored to
his or her individual needs. Patient with-
drawal or drop out from the research study
might then jeopardize the integrity of the
study if too many people withdraw from the
investigation or if they do so in significantly
different numbers from one particular treat-
ment group relative to another. Researchers
may feel pressure to do everything they can
to keep patients involved with the study in
order to minimize the problems associated
with too many withdraws. Their need to
complete their research might make them
less able to clearly see what is in the best in-
terest of the patients and their well-being.

The use of control and placebo groups also
presents challenging ethical problems in treat-
ment outcome research as well. For
example, in the hypothetical study on treat-
ment for severe depression, it may be ethically
questionable to ask a group of highly de-
pressed patients to be in a nontreatment con-
trol or placebo group or in a waitlist control

group and not receive much needed services
for several months or more. When people
want to get help for emotional, behavioral,
psychological, or relational problems no mat-
ter how severely or mildly distressed they are,
they generally want the services to begin as
soon as possible. Being placed in a control
condition of any kind might not be suitable for
those in great need of help such as suicidal pa-
tients. Yet, not using control, waitlist, or
placebo groups compromises the quality of the
research project.

These problems underscore the challenge
in conducting high-quality research in the
context of significant human problems
and concerns. While these and other research
problems are not insurmountable, they do
need to be carefully and thoughtfully consid-
ered before undertaking the task of treatment
outcome research.

How and When Is Treatment
Outcome Measured?

The assessment of treatment outcome is much
more complicated than, at the end of treat-
ment, merely asking patients if they feel better
or are no longer troubled by specific problems.
Bias and demand characteristics may operate
in effecting how a patient or therapist per-
ceives the success of treatment. For example,
both a therapist and a patient would likely
be highly motivated to believe that treat-
ment was useful after investing a significant
amount of time and energy into the process.
To overcome potential bias, outcome measures
must be obtained in a variety of ways (e.g., di-
rect observation, self-report, other report).
Outcome measurements might include the
viewpoint of the patient, of the therapist, and
of significant others (e.g., spouse, boss,
coworkers, parents), as well as that of impar-
tial outside observers. Furthermore, reliable
and valid instruments must be used in any at-
tempt to measure outcome. Many instruments
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and programs have been developed to specifi-
cally measure treatment effectiveness as well
as client satisfaction with treatment (e.g.,
Ellsworth, 1981; Nguyen, Attkisson, & Steg-
ner, 1983; Overall & Pfefferbaum, 1962;
Plante et al., 1995; Plante, Couchman, &
Hoffman, 1998; Speer & Newman, 1996). The
timing of the assessment is critical as well. As-
sessment of treatment effectiveness or out-
come is needed not only at the termination 
of treatment but also during periodic follow-
up sessions one to several years after treat-
ment is completed (L. Craighead, Stunkard, &
O’Brien, 1981; Jacobson, 1984; Speer & New-
man, 1996). Treatment outcome measure-
ments conducted at the end of treatment may
reveal different results than measurements
conducted several weeks or months later.

Statistical versus 
Clinical Significance

To determine whether research hypotheses
are supported, probability and statistical
significance have been traditionally used in
psychology as well as in most other scientific
fields. Statistical significance refers to the very
small probability of obtaining a particular
finding by error or chance. The convention is
that if there is less than a 5 in 100 times
chance that the means of two groups come
from the same population, then the null hy-
pothesis (i.e., no difference) is rejected and
the hypothesis of the study is supported. This
is referred to as p < .05; that is, the probability
of error is less than 5%. A number of statisti-
cal techniques or tests can be used to derive
this probability statement for a given study
(e.g., t-test, analysis of variance, multiple
analysis of variance). Statistical tests have
also been developed to measure the size of a
given effect beyond merely determining sta-
tistical significance. These tests measure what
is referred to as effect size. Effect size reflects
the strength or degree of impact a given result

or effect has on the results of the study. The
design and purpose of the study determine
which statistical test is used.

Many researchers feel that demonstrating
statistical significance in treatment outcome
and other clinical psychology research is in-
sufficient. They argue that researchers must
be able to demonstrate clinical or practical
significance in addition to statistical signifi-
cance for a research finding to have meaning
(Jacobson & Revenstorf, 1988; Kazdin, 1991;
Kendall, Holmbeck, & Verduin, 2004; Kendall
& Norton-Ford, 1982). For example, a study
was conducted to examine personality differ-
ences among 80 hospitalized clergy who
sexually abused minors and 80 hospitalized
clergy who did not sexually abuse minors
(Plante, Manual, & Bryant, 1996). All the
clergy were hospitalized in a psychiatric facil-
ity that specialized in the treatment of clergy.
A number of psychological tests were admin-
istered to the patients, including both person-
ality and cognitive tests. One of the findings of
the study included a significant difference be-
tween the two clergy groups on a measure of
overcontrolled hostility from the Minnesota
Multiphasic Personality Inventory-2 (MMPI-
2). Overcontrolled hostility refers to the
tendency to try to suppress aggressive and
hostile impulses. Using analysis of variance
(ANOVA), the researchers found that the
overcontrolled hostility measure was signifi-
cantly higher in the sexually abusive group (p
< .05). Therefore hospitalized clergy who sex-
ually abused minors tended to experience
more overcontrolled hostility than those who
did not sexually abuse minors. However, the
actual mean scores on overcontrolled hostility
for the sexual abusive group was 56 while for
the nonabusing clergy it was 53. Although the
difference between the two scores might be
statistically significant if the study had used
a large number of subjects, little practical or
clinical significance can be obtained from these
results. It would therefore be inappropriate
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for a clinician to use the overcontrolled hostil-
ity measure as a screening instrument for sex-
ual abuse based on this study. Another
example might include measuring change
in depression following a given treatment. Pa-
tients may have lower scores on measures of
depression following treatment but still may
feel depressed. While they may be less de-
pressed than they were when they entered
treatment and score significantly lower on a
standard measure of depression (e.g., Beck
Depression Inventory), they may still feel un-
happy when they terminate treatment.

It has been suggested that treatment out-
come research use other criteria more relevant
than statistical significance to determine treat-
ment effectiveness (Kendall et al., 2004). These
criteria might include a return to premorbid or
baseline level of functioning, change that re-
sults in improvement in social or occupational
functioning, or the elimination of the present-
ing symptoms (Jacobson & Revenstorf, 1988;
Kendall & Norton-Ford, 1982). Many investi-
gators have called for treatment outcome and
other clinical psychology research to move
away from the use of statistical significance as
the only measure of success and to use more
useful and practical measures such as evidence
that the patient has moved from a dysfunc-
tional to a more functional state (Kazdin,
1991; Speer & Newman, 1996).

One method to mathematically define clini-
cal significance is the use of the reliable
change index (RCI; Jacobson & Truax, 1991).
The RCI calculates the number of clients or pa-
tients who have moved from a dysfunctional to
a more functional level of experience. The RCI
measures the difference between post and pre-
treatment scores and then divides by the stan-
dard error of measurement. The RCI thus
examines the degree of change and the reliabil-
ity of the measure to estimate the significance
of the change in functioning. It is a valuable
tool when used with good measurements
(Kendall et al., 2004).

How Can Treatment Outcome
Decisions Be Made When Studies
Reach Different Conclusions?

Research investigations attempting to answer
similar research questions often do not agree.
Threats to both internal and external validity
may play a role in what appear to be con-
tradictory conclusions. Furthermore, research
must be replicated in order to develop confi-
dence in the conclusions obtained. One popu-
lar yet controversial method to examine all the
research conducted on a given topic or ques-
tion is the use of meta-analysis (M. Smith,
Glass, & Miller, 1980). Meta-analysis is a sta-
tistical method for examining the results of a
large number of research studies. Effect size,
or result, is estimated by, for example, sub-
tracting the average outcome score of a control
group from the average outcome score of the
treatment or experimental group and then di-
viding the difference by the standard deviation
of the control group. The larger the effect size,
the larger the treatment effect. For example,
in a frequently quoted study of the use of
meta-analysis for psychotherapy treatment
outcome, M. Smith and Glass (1977) reported
that the effect size for the studies they re-
viewed was 0.68 and concluded that the aver-
age patient would have a better outcome with
psychotherapy than without psychotherapy
about 75% of the time.

Many authorities have criticized the
M. Smith and Glass (1977; M. Smith et al.,
1980) studies for a wide range of procedural
and statistical reasons (e.g., Landman &
Dawes, 1982; G. Wilson & Rachman, 1983).
Critics argue that only high-quality research
studies should be used when conducting
meta-analysis, and that using results from
mediocre or flawed studies will result in erro-
neous conclusions. In other words, “garbage
in, garbage out.” In addition to statistical
techniques such as meta-analysis, the devel-
opment of a program of research examining



Research: Design and Outcome 101

research findings and designing additional
studies to continue fine-tuning hypotheses is
also used by researchers. A program of re-
search allows one study to inform the devel-
opment of a second study, which then
informs the design and implementation of
further studies in a step-by-step and organ-
ized manner.

What Is a Program of Research and
How Is It Conducted?

One research study can never answer an im-
portant research question. Newspapers fre-
quently report the results of a recently
published study and make sweeping general-
izations based on those results. For example,
a study may report that oat bran lowers cho-
lesterol or that drinking moderate amounts
of red wine reduces the risk of heart attack. A
single research study, however, rarely pro-
vides a full understanding of a particular
phenomenon. Even the best designed and
completed studies have limitations. Further-
more, replication is needed to ensure that the
results are consistent and stable and not due
to chance or unknown factors. Therefore the
understanding of various phenomenon devel-
ops through a series of related research stud-
ies or programs of research rather than from
a single study.

Agras and Berkowitz (1980) outlined a re-
search program method to assist in gaining a
better understanding of the treatment out-
come of new intervention techniques. First, a
new technique or procedure can be used in
several case studies to determine whether it
appears to be a reasonable intervention. Then
short-term outcome studies can be designed
to compare the new procedure to no treat-
ment. If the short-term effectiveness of the
procedure is supported, then studies can be
designed to examine the most effective and
efficient manner to utilize the procedure as
well as to understand the basic ingredient

that results in positive treatment outcome.
The next step is to conduct field effectiveness
research to determine whether the proce-
dures developed and studied in a laboratory
setting can be applied to various clinical set-
tings (e.g., private practice, clinics). All the
research designs and approaches discussed in
this chapter (e.g., single case study designs,
correlational designs, experimental designs)
could be utilized in various stages to deter-
mine the usefulness of a new therapeutic
technique or procedure. Usually these re-
search programs start with uncontrolled
case studies and then lead from single case
study designs to between group designs with
a small number of patients over a short pe-
riod of time, followed by between group de-
signs with a large number of patients over a
long period of time. G. Wilson (1981) also
proposes a model of research that starts in
the laboratory and ends in the consultation
room of a clinician (Table 4.4).

Contemporary Issues in Clinical
Psychology Treatment Outcome Research

Research conducted in clinical psychology has
evolved to a high level of sophistication and
complexity. Contemporary clinical psychology
treatment outcome research involves much
more than determining if a particular treat-
ment approach works relative to a control
group conducted by a few therapists in one
clinic location. While there are many fascinat-
ing current issues and trends in contemporary
clinical psychology treatment outcome re-
search, several selected compelling ones will
be highlighted in this section. These include
research regarding biopsychosocial approaches
to psychopathology research, meta-analysis,
empirically validated treatments, large com-
prehensive and collaborative multisite re-
search projects, and large scale community
wide interventions.
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Biopsychosocial Approaches to
Psychopathology Research

Research on psychopathology historically
focused on specific and unidimensional in-
fluences on the development, maintenance,
and treatment of psychopathology. Some re-
searchers would focus on the biological in-
fluences while others would investigate
psychological or social influences. Whereas
many researchers continued their focus on
the influence of a very specific variable on
human behavior and psychopathology, re-
searchers now recognize the complex influ-
ence of numerous interacting factors. As
more and more research has been conducted,
complex and interactive biopsychosocial in-
fluences on psychopathology have been de-
scribed, and research designs adapted to
better study these complex interactions.

Alcohol abuse is an excellent example of a
complex biopsychosocial problem. Biological
factors including genetic predisposition, phys-
ical dependency, and tolerance conspire with
psychological vulnerabilities (e.g., depres-
sion, denial, stress) and social factors (e.g.,
friends gather at local pub, raised in family
where drinking was excessive, media depic-
tions of drinking as macho) to create the per-
vasive physical, interpersonal, intrapsychic
and work-related difficulties associated with

alcoholism. Treatments are therefore largely
multidimensional. In order to evaluate the
efficacy of a treatment program that utilizes
inpatient detoxification, group therapy, and
antabuse follow-up (i.e., a medication which
causes violent illness when combined with
alcohol), a constructive treatment strategy
research design may be applied. Thus, out-
come measures would be taken at baseline,
after the completion of inpatient treatment,
then after the addition of group therapy, and
finally, again after the addition of antabuse.
Thus, the relative contributions of each com-
ponent and their synergistic effects can be
statistically analyzed and scientifically tested.

Depending on the specific research ques-
tions of interest to an experimenter, research
investigating treatment outcome must take
these biopsychosocial influences into consid-
eration. For example, programs of research in
these and other areas may use a variety of
research design strategies to answer important
questions. Although all of the designs dis-
cussed earlier may be used in a particular
study, the comparative and constructive treat-
ment strategies as well as longitudinal designs
are often especially useful. These designs bet-
ter reflect the types of complex questions
asked of researchers in contemporary clinical
psychology regarding the multiple influences
on clinical problems.

Table 4.4 Different Levels of Research from Basic Research to Clinical Practice

Level 0 Clinical practice. Therapists may measure outcome in case studies or clinical series.

Level 1 Basic laboratory research on factors associated with behavior change.

Level 2 Analogue treatment research to identify effective ingredients of therapeutic procedures under
controlled laboratory conditions.

Level 3 Controlled clinical research with patient populations.

Level 4 Clinical practice. Therapists may measure outcome in case studies or clinical series.

Source: From “Some Comments on Clinical Research,” by G. T. Wilson, 1981, Behavioral Assessment, 3, pp. 217–226.
Reprinted by permission, Association for Advancement of Behavior Therapy.
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Comprehensive biopsychosocial treat-
ments often must intervene at multiple levels
and examine or account for multiple influ-
encing factors. For example, treatment out-
come research for schizophrenia must reflect
realistic clinical practice and examine the role
of medication, social support, individual,
family, and group psychotherapy, vocational
counseling, housing assistance, and other
possible intervention strategies. Contempo-
rary treatments rarely use one narrowly de-
fined intervention strategy but rather attempt
intervention at multiple biological, psycho-
logical, and social levels. Therefore, re-
searchers now must follow suit and design
research programs that take this complexity
into account.

Meta-Analysis

As mentioned earlier, meta-analysis is a statis-
tical technique that allows researchers to
examine the results from numerous research
studies. Ever since M. Smith and Glass (1977;
M. Smith et al., 1980) conducted their land-
mark studies on the effectiveness of psy-
chotherapy, meta-analytic approaches have
been widely used in treatment outcome re-
search. Because hundreds and perhaps thou-
sands of research studies examining treatment
outcome and other topics have been con-
ducted over the years, this technique is espe-
cially useful in consolidating overall results
across studies. Criteria are developed to deter-
mine which studies to include and which must
be excluded. The measurement of effect size
or the strength of a treatment effect relative
to control conditions is determined for each
study and evaluated with other studies. The
use of well-designed and controlled research
studies is fundamental to the meta-analysis
technique (G. Wilson & Rachman, 1983).
More and more research conducted in con-
temporary clinical psychology utilizes meta-
analysis techniques (Kendall et al., 2004).

Empirically Supported Treatments

Research is needed to determine if treatments
used in clinical psychology are effective. The
Task Force on Promotion and Dissemination of
Psychological Procedures (1995) of the APA
Division of Clinical Psychology (Division 12)
has developed guidelines for psychotherapy
treatments based on solid research findings (D.
Chambless et al., 1996). Empirically sup-
ported treatments are well established
treatment approaches that have received sig-
nificant research support demonstrating their
efficacy (D. Chambless & Ollendick, 2001;
Rehm, 1997; W. Sanderson, 1994; W. Sander-
son & Woody, 1995). Criteria for acceptance as
empirically supported treatments include the
demonstration of efficacy using well-designed
between group and/or a large series of single
case design experiments. Results from these
experiments must have demonstrated treat-
ment superiority to placebo or other treat-
ments as well as having used enough subjects
to have adequate statistical power. Further-
more, the experiments must be conducted
using treatment manuals and the characteris-
tics of the clients must be very clearly speci-
fied. Finally the effects must be found by at
least two independent researchers or research
teams. These standards have been applied to
the numerous treatment approaches that have
been used to treat a large range of problems.

Empirically supported treatments have been
developed for the treatment of chemical abuse
and dependency, anxiety, depressive, sexual,
eating, and health problems. Examples of em-
pirically supported treatments include expo-
sure treatment for phobias and posttraumatic
stress disorder, cognitive-behavior therapy
for headache, panic, irritable bowel syndrome,
and bulimia, and insight-oriented dynamic
therapy for depression and marital discord.
Many contemporary clinical psychologists
argue that only empirically validated treat-
ments should be used in clinical practice 
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SPOTLIGHT

Empirically Supported Treatments and the Tension
between Science and Practice
Empirically supported treatments have taken the clinical psychology pro-
fessional community by storm in recent years. Following the 1995 APA Di-
vision 12 (Clinical Psychology) task force report (APA, 1995d), numerous
articles have been published about the pros and cons of empirically sup-
ported services. Nearly all researchers and clinicians would agree that clin-
ical practice should be informed by the best available research evidence.
However, great controversy exists regarding the ability of empirically sup-
ported and manualized treatments to adequately help actual clinical pa-
tients who can be highly unique in their biopsychosocial constellation of
symptoms, life circumstances, motivation for change, support systems, and
so forth. In general, many researchers insist that clinical practice should
only use empirically supported treatments that closely follow treatment
manuals. Practitioners generally resist manualized treatments citing the
highly unique needs of each client even if they share a similar diagnostic
problem (Plante, Boccaccini, & Andersen, 1998). Recent writings and con-
troversy about empirically supported treatments underscore the historical
tensions between researchers (who rarely if ever treat real clinical patients
in the real world) and clinicians (who rarely conduct or even read much of
the empirical research literature).

Research that studies treatment for various clinical problems must use
very clear procedures for the selection of patients and therapists, the ad-
ministration of treatment, and the evaluation of treatment outcome and
follow-up. Many have argued that the important experimental efforts to
conduct high-quality research that maximizes the internal validity of the
treatment protocol make it difficult if not impossible to generalize to the
real world of clinical work. Therefore, efforts to increase internal validity
often result in a decrease in external validity.

For example, if we were interested in developing a quality empirically
supported treatment for panic disorder, we would want to study those
with this condition using a specific treatment protocol. David Barlow
from Boston University has done exactly this and has published a variety
of articles and treatment manuals about panic disorder (e.g., Barlow &
Craske, 2000). If we used the standard protocol with Mary, the panic
patient discussed throughout this text, we would find some difficulties in
following the manualized treatment approach. For example, in addition to
panic, Mary experiences a variety of other concerns and conflicts that
need to be addressed when they emerge. She may experience a conflict
with her husband or son that is not related to her panic symptoms and
might wish to discuss them for a number of weeks rather than focusing on 
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(D. Chambless, 1996; D. Chambless & Ollen-
dick, 2001; Crits-Christoph, 1996; Meehl,
1997; Nathan & Gorman, 2002; Rehm, 1997).
Others are more skeptical of empirically sup-
ported approaches citing limitations to these
approaches (B. Cooper, 2003; Garfield, 1996;
Havik & VandenBos, 1996; Ingram et al.,
2000). Skeptics often cite problems such as the
difficulty making the generalization from re-
search findings to actual clinical practice and
the complexity of each unique individual as
reasons for being less enthusiastic about the
development of these treatment approaches.
Nonetheless, contemporary clinical psychology
research focuses on developing empirically

supported treatments and using them in many
research and clinical investigations.

Although developing empirically supported
treatments has been of interest to clinical psy-
chologists for several decades, changes in
health care reimbursement systems and the
advent of managed health care have resulted
in a great deal of financial impetus to research
and development of validated treatments.
Funding sources are in increasingly shorter
supply, and require increasing assurance of
cost-effectiveness prior to committing re-
sources. While managed health care will be
discussed in detail in Chapter 14, the in-
creased demand for accountability in both

her panic symptoms. She may experience alcohol problems, marital diffi-
culties, physical illness, and so forth that need attention. Since Mary, like
most people who seek psychological services, experiences comorbidity
and thus contends with several different diagnostic problems, it is often
difficult to determine the use and effectiveness of various techniques
when there are a number of target symptoms to work on at the same
time. Mary may also not respond to all of the exposure and response pre-
vention techniques offered in the panic disorder treatment manual. She
may like or agree with some but not others. She may cooperate with some
aspect of the treatment but not with all.

Variability in therapist skills, personality, and interests as well as vari-
ability in therapy conditions (e.g., managed care, private practice), and
clients (e.g., comorbidity, ethnicity, race, gender, support systems) all in-
teract in a way that may make the rigid use of empirically supported treat-
ment manuals unrealistic and even undesirable in certain circumstances
(M. Lambert, Bergin, & Garfield, 2004).

Most critics and commentaries on empirically supported treatments
tend to conclude that while the scientific emphasis on developing and in-
vestigating treatments that work are noble and worth pursuing, they must
be tailored to the individual needs of clients and therapists in order to
make them useful in the real and very complex world of clinical practice
(Beutler, Moleiro, & Talebi, 2002; Garfield, 1998; Ingram et al., 2000;
Kazdin & Weisz, 2003; M. Lambert et al., 2004; Plante, Boccaccini, et al.,
1998). Efforts are needed to bridge the gap between the scientists who de-
velop and publish empirically supported treatments and the clinicians
who need to treat complex clients with many different needs (DeLeon,
2003; Sheldon, Joiner, Pettit, & Williams, 2003).
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cost-effective and validated treatments has
been of interest to contemporary mental
health professionals, managed care com-
panies, and the public.

Comprehensive and
Collaborative Multisite
Clinical Trial Research Projects

Whereas clinical psychology treatment out-
come research was conducted historically
in isolated clinic, hospital, or practice settings
by one primary investigator, contemporary
research approaches use comprehensive and
collaborative multiple sites in large scale
studies. Conducting collaborative research in
many different sites across the country and
using many different therapists enhances the
external validity of treatment studies by
representing more of a cross section of treat-
ment situations. One of the best known and
often cited comprehensive and collaborative
multisite research projects in treatment
outcome is the National Institute of Mental
Health (NIMH) depression study (Elkin,
1994; Elkin, Parloff, Hadley, & Autry, 1985;
Elkin et al., 1989). The NIMH study will be
briefly discussed as an example of these re-
search methods.

The goal of the NIMH depression study was
to utilize a large scale collaborative clinical
trial study to evaluate the effectiveness of
several brief treatments for depression. Large
scale collaborative clinical trials have been
used frequently in medicine to investigate the
effectiveness of medication and other med-
ical interventions but had not been used in
clinical psychology until this study. A collab-
orative clinical trial is a well-controlled treat-
ment outcome study in a wide variety of
settings that provides support for the reliabil-
ity, validity, and generalizability of results.
The NIMH depression study compared
cognitive-behavioral psychotherapy, interper-
sonal psychotherapy, and medication with

case management for treating depression at
three research sites (University of Pittsburgh,
George Washington University, and Univer-
sity of Oklahoma) as well as at three training
sites (Yale University, Clark University, and
Rush Presbyterian-St. Luke’s Medical Cen-
ter). A medication with case management
placebo control condition was also included.
Two-hundred-fifty patients were randomly as-
signed to the four treatment conditions at the
three research sites. Experienced clinicians
were used as therapists in the study and were
audiotaped to ensure that they followed treat-
ment protocols. Results included assessment
before, during, and after treatment. These 
results revealed that all treatments proved
useful relative to the control condition. Med-
ication resulted in a quicker treatment re-
sponse but psychotherapy proved equally as
effective as medication over time. Collabora-
tive multisite treatment outcome studies have
been conducted investigating other disorders
such as panic and attention-deficit disorders
(Sholomskas et al., 1990).

Community-Wide Interventions

Contemporary clinical psychology research
seeks to study and influence entire communi-
ties in addition to involving individuals (R.
Cohen, Stunkard, & Feliz, 1986). While there
are many examples of research and interven-
tion projects being conducted on a large scale
community level, the Stanford Heart Disease
Prevention Program (Meyer, Maccoby, & Far-
quhar, 1980; Meyer, Nash, McAlister, Mac-
coby, & Farquhar, 1980) serves as an excellent
example of this type of clinical research proj-
ect. The purpose of the Stanford program was
to alter health damaging behavior in several
California communities. Two towns were pro-
vided with an intense mass media campaign
to encourage residents to stop smoking and
improve their diet and exercise in an effort to
lower their risks of developing cardiovascular
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disease. Television, radio, mailings, and tele-
phone contacts were all employed to attempt
to help residents live a more healthy lifestyle.
A third town served as a control condition
and thus was evaluated without any interven-
tion. In addition to mass media appeals, spe-
cific behavioral instructions were provided to
at-risk subjects. Results indicated that lower
blood pressure and reductions in smoking oc-
curred as a result of the community-wide in-
tervention project (Meyer et al., 1980). Other
community-wide intervention projects
such as the Multiple Risk Factor Intervention
Trial (MRFIT) following 320,000 men over 16
years and the North Karelia project in Finland
have been used to alter high-risk behavior.
Studies designed to minimize teen pregnancy,
sexually transmitted diseases, and violence
have been developed as well. In this way, clin-
ical psychology has expanded its techniques to
influence the behavior and health of entire
communities.

Cross Cultural Research

For too many years, research in clinical psy-
chology (and psychology in general) used
convenient samples of college students and
then attempted to generalize findings to the
wider community. For example, if a treat-
ment or diagnostic procedure appeared to
work well with a sample of Caucasian college
students, then it might be applied to clinical
samples that are heterogeneous in terms of
age, ethnicity, race, socioeconomic status,
and so forth. In recent years, it has become
clear that our increasingly multicultural com-
munity demands quality research that re-
flects the diversity of the general population
(APA, 2003; Rogler, 1999). Research studies
must be designed that are sensitive to cul-
tural, ethnic, racial, gender, and other differ-
ences. This has implications not only in terms
of being sure that various groups are repre-
sented in the research studies but also that

questionnaires and other assessment devices
are in the appropriate language and that cul-
tural traditions are respected. For example,
having research associates or consultants
from the culture being studied can often
maximize the chances that quality multicul-
tural research can be conducted successfully.

How and Where Is Research
Conducted in Clinical Psychology
and How Is It Funded?

Research in clinical psychology is conducted
in numerous settings including colleges and
universities, hospitals, outpatient clinics, inde-
pendent research institutes, and even private
practices. However, most clinical psychology
research is conducted in academic settings
such as colleges, universities, and university-
affiliated medical settings or in institutions
(e.g., clinics, hospitals).

Research is funded by various sources.
Grants from government agencies such as the
National Institute of Mental Health (NIMH),
the National Institutes of Health (NIH), the
Veterans Administration (VA), and the Na-
tional Science Foundation (NSF) fund re-
search in clinical psychology. In the United
Kingdom the Medical Research Council funds
many projects. Private foundations such as
the American Heart Association, the March of
Dimes, the American Cancer Foundation, the
John D. and Catherine T. McArthur Founda-
tion, and the James T. Irvine Foundation also
fund clinical psychology research projects.
Many colleges, universities, hospitals, and
corporations budget some money to provide
small grants to researchers affiliated with
their institutions. A researcher completes an
application form and research proposal, hop-
ing that his or her project will be selected for
funding. Most national granting programs are
highly competitive. For example, only ap-
proximately 20% of NIMH grant applications
are funded (NIMH, 1999).
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Often research can be conducted without
grant money or other financial support. Many
agencies allow some release time from clini-
cal, teaching, or other professional responsi-
bilities to allow time for research projects;
they may also provide support such as secre-
tarial time as well as photocopying, computer,
and telephone services to assist in the comple-
tion of research projects. Finally, volunteers
such as college and graduate students are
often instrumental in helping to complete re-
search projects.

How Are Research Results
Communicated and Incorporated
into Practice?

Completed research is usually communicated
to the professional community through pub-
lication in scholarly professional journals and
through presentation at national and regional
conferences. When a project is submitted to a
professional journal, it is generally mailed to
several experts in the field for peer review.
Usually two to four professionals as well as
the editor or associate editor of the profes-
sional journal carefully review the research
paper to determine whether it is worthy of
publication. To minimize potential bias, the
reviews are sometimes conducted anony-
mously, with the authors’ names and affilia-
tions removed from the research paper while
under review, and the names of the reviewers
are withheld from the authors of the paper.
The review process often takes three to eight
months to complete before feedback is pro-
vided to the authors. The reviewers may ac-
cept the paper as written, or with revisions
requested, or they may reject the paper. If a
paper is rejected, the authors usually incor-
porate the feedback of the reviewers to en-
hance the quality of the paper or subsequent
investigation. Once a paper is accepted and
the requested revisions are made, it can take
several months to a year or more before the

paper is published. Therefore, several years
can elapse between the time a research proj-
ect is submitted and when it is actually pub-
lished. Authors are allowed to submit their
research to only one professional journal at a
time. Nor do they get paid for their article
when it is accepted and published in a profes-
sional journal. In recent years, most profes-
sional journals have made great efforts to
speed up the submission and review process.
Many now allow electronic submission of ar-
ticles and request faster electronic review of
manuscripts by their consulting reviewers.

While this peer review process has a num-
ber of disadvantages (e.g., the length of time
for publication), advantages include careful
review by experts in the field to maximize
the chances that only high-quality and signif-
icant research is published. Although re-
searchers are interested in learning more
about their field of inquiry and sharing their
findings with the professional community,
regular publishing is generally expected and
required for job retention (e.g., tenure) and
promotion in academic, medical, and other
settings. The well-known phrase “publish or
perish” captures these publishing require-
ments and pressures. Of the numerous pro-
fessional journals in clinical psychology,
some are highly competitive, accepting few
papers submitted to them by researchers;
others are moderately competitive; and still
others are fairly uncompetitive.

The peer review process is also used for
submissions to professional conferences.
Most professional organizations at both the
national and regional levels (e.g., American
Psychological Association [APA], American
Psychological Society, Western Psychological
Association, New England Psychological As-
sociation, Society of Behavioral Medicine)
hold a yearly conference for their members
and others interested in the field. Papers,
posters, and symposiums are presented 
over several days in various cities across the
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country (for national organizations) or across
the region (for smaller regional conferences).
Research papers are submitted about six
months prior to the conference and are re-
viewed by experts in the field.

Many have expressed concern that research
findings tend to be communicated more to the
research community than to the clinical com-
munity (e.g., Addis, 2002; Beutler, Williams,
Wakefield, & Entwistle, 1995; Fensterheim &
Raw, 1996; Hayes, 2002; Nezu, 1996). For ex-
ample, practitioners often do not read many of
the professional scientific journals nor do they
regularly attend national or regional confer-
ences. Rather, they learn of new techniques
and strategies by attending continuing educa-
tion workshops or hospital grand rounds pre-
sentations. Some argue that because research
precision is so highly valued and many proj-
ects focus on such specialized areas of study
that they are not useful to the average clini-
cian practicing in the field. The dilemma is ex-
acerbated by the fact that many researchers
know few clinicians and many clinicians know
few researchers. Hence, academic and clinical
circles do not always overlap. This separation
between research and practice has been an
important issue in psychology since the field
began in 1896 and continues to be a hotly de-
bated topic (Addis, 2002; Clement, 1996; Fen-
sterheim & Raw, 1996; Hayes, 1996; Nezu,
1996; Rice, 1997).

Researchers often argue that some clini-
cians are misguided and uninformed in their
efforts to help their patients and that quality
research is needed to correct this problem
(Davison & Lazarus, 1994; Garfield, 1994).
Clinicians often feel that many research stud-
ies are oversimplified and that researchers
are not in touch with the complicated chal-
lenges that clinicians face in trying to help
their patients (Clement, 1996; Edelson, 1994;
Havens, 1994). However, some studies sug-
gest that clinicians value research more than
researchers generally believe they do, and

that clinicians try to incorporate research
findings into their practices whereas re-
searchers tend less often to incorporate the
concerns of clinicians into their research
(Addis, 2002; Beutler et al., 1995).

Several professional journals have been de-
veloped to specifically bridge the gap between
research and practice (e.g., Clinical Psychology:
Science and Practice; In Session: Psychotherapy in
Practice). Talley, Strupp, and Butler (1994)
proposed that research be made more rele-
vant to clinicians by providing a therapeutic
context for research results and interpreta-
tion, and that research funding be made more
sensitive to the needs of clinicians. Stricker
and Trierweiler (1995) and Clement (1996)
suggested that clinicians bring the same rigor-
ous scientific thinking and attitude to their
practice as researchers bring to their experi-
ments. Fensterheim and Raw (1996) sug-
gested that clinical research and practice are
such distinct areas that they should “deinte-
grate clinical research from clinical practice so
that workers from each area can meet as
peers, each accepting that the other has dif-
ferent modes of thinking, of researching, and
respecting that difference” (p. 170).

The Big Picture

Research is fundamental to the goals and ac-
tivities of clinical psychology. Research pro-
vides helpful answers to important questions
about human nature and ways to improve the
quality of life for many. For instance, quality
research can be used to design studies investi-
gating improved ways to assess and treat
numerous clinical problems. Research can
also help validate and fine-tune biopsychoso-
cial models of psychopathology and treatment.
Furthermore, research training helps to de-
velop critical thinking skills that can be em-
ployed in both research and nonresearch
activities and settings. Psychologists have 
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developed a wide variety of sophisticated re-
search design methods to use with various
research and clinical questions. All of the
different designs and research methods seek
to study a particular issue of importance to
clinical psychology while minimizing or
eliminating potential research error and bias
but maximizing internal and external valid-
ity. The scientific method is used in all areas
of clinical psychology research and can be
successfully employed in clinical practice as
well as in research laboratories. Conducting
high-quality, ethical, and useful research
programs and incorporating these findings
into the actual practice of psychologists is a
challenging goal for contemporary psychol-
ogy. Clinical psychologists who do not actu-
ally conduct research must be informed
consumers of research in order to evaluate
findings and incorporate the information
into their clinical or other professional work.
Future clinical psychologists will likely use
more sophisticated research methods to an-
swer more complex questions about the
workings of the mind and behavior. These
strategies will likely integrate methods and
knowledge from other disciplines such as
medicine, sociology, and epidemiology.

Key Points

1. Research is at the very foundation of
clinical psychology. Basic and applied
research provides many of the answers
to important questions about diagnosis,
treatment, and general human be-
havior, thus allowing both researchers
and practitioners to use their techniques
and theories with confidence. Research
is fundamental to both the science and
practice of clinical psychology.

2. The general goal of research in clinical
psychology is to acquire knowledge
about human behavior and use this

knowledge to help improve the lives of
others. Clinical psychologists use the
scientific method in conducting their re-
search activities. The scientific method
is a set of rules and procedures that de-
scribe, explain, and predict a particular
phenomenon.

3. Conducting an experiment is the typical
and basic way to utilize the scientific
method in answering research questions.
Experiments must identify the indepen-
dent and dependent variables, minimize
experimenter error and bias, and maxi-
mize internal and external validity.

4. There are several types of extraneous
variables that threaten internal and ex-
ternal validity, which must be considered
and addressed in any research study.
Threats to internal validity include the
effects of history, maturation, testing, in-
strumentation, statistical regression, se-
lection bias, and experimental mortality.
Threats to external validity include test-
ing, reactivity, multiple-treatment inter-
ference, and the interaction of selection
biases.

5. There are many different approaches
to constructing and carrying out a re-
search experiment. Many of the differ-
ent experimental designs offer unique
advantages and disadvantages. These
include experimental designs, quasi-
experimental designs, between group de-
signs, within group designs, mixed group
designs, analogue designs, case studies,
correlational designs, epidemiological de-
signs, cross-sectional designs, and longitu-
dinal designs.

6. The cornerstone of true experiments that
allow cause-and-effect statements is ran-
domization. Randomization of subjects
into experimental and control conditions
is the hallmark of true experiments.
However, randomization is often im-
possible in many clinical psychology 
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research studies due to legal, ethical, and
practical limitations.

7. Between group designs use two or more
separate groups of subjects, each of
which receive a different type of inter-
vention or no intervention in the case of
a control condition. Therefore, the inde-
pendent variable is manipulated by the
experimenter in such a way that differ-
ent groups of subjects receive different
types of experiences that are being in-
vestigated.

8. Within group designs examine the influ-
ence of the independent variable (such
as treatment) with the same subjects
over time. Therefore, subjects are not as-
signed to different experimental and
control groups as they are in a between
group design but are all likely to experi-
ence the same research protocol. In
within group designs, comparisons are
made with the same patient at different
points of time, such as during a baseline
or pretreatment period, during a treat-
ment intervention period, and during a
follow-up or posttreatment period.

9. Case studies provide an intensive obser-
vation of a person and phenomenon,
which allows for hypotheses and theo-
ries to be developed. Case studies can be
especially helpful when researchers and
clinicians are interested in examining a
new, rare, or unusual phenomenon, or
during the early descriptive stages of a
research program.

10. Analogue designs use procedures, sub-
jects, and measures that approximate a
real-life clinical situation and are usually
conducted in a laboratory where experi-
mental conditions can be controlled bet-
ter than in the natural environment.

11. Correlational designs examine the de-
gree of association between two or more
variables. While correlational designs do
not allow cause-and-effect conclusions

to be made (e.g., treatment cured a prob-
lem), they do provide researchers and
clinicians alike useful information con-
cerning the degree of association be-
tween constructs of interest.

12. Cross-sectional studies provide a “snap-
shot” view of behavior at a given mo-
ment of time while longitudinal designs
generally collect research data over a
long period of time.

13. While clinical psychology research is con-
ducted to investigate numerous research
questions, the evaluation of treatment
outcome is one of the most common
areas of study. There are many different
ways to conduct research on treatment
outcome. Different strategies are em-
ployed depending upon the specific re-
search questions of interest. Kazdin
(1991) has outlined seven specific re-
search strategies for effectively evaluating
treatment outcome research. These in-
clude the treatment strategy approach,
the dismantling treatment strategy ap-
proach, the constructive treatment strat-
egy approach, the parametric treatment
strategy approach, the comparative treat-
ment strategy approach, the client and
therapist variation strategy approach, and
the process research strategy approach.

14. Research in clinical psychology is con-
ducted in numerous settings includ-
ing colleges and universities, hospitals,
outpatient clinics, independent research
institutes, and even private practices.
However, most research in clinical psy-
chology is conducted in academic settings
such as colleges, universities, and univer-
sity-affiliated medical settings or in insti-
tutions (e.g., clinics or hospitals) that are
affiliated with academic facilities.

15. One research study rarely results in a
full understanding of a particular phe-
nomenon being studied. Even the best
designed and completed studies have
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limitations. Furthermore, replication is
needed to ensure that the results of a
particular study are consistent and stable
and not due to chance or some unknown
factor or factors. Therefore, understand-
ing various phenomena occurs through 
a series of related research studies or a
program of research rather than from a
single study.

16. Contemporary clinical psychology
treatment outcome research involves
much more than determining if a par-
ticular treatment approach works rela-
tive to a control group conducted by a
few therapists in one clinic location.
Current issues include biopsychosocial
approaches to psychopathology re-
search, meta-analysis, empirically sup-
ported treatments, large comprehensive
and collaborative multisite research
projects, and large scale community-
wide interventions.

Key Terms

Collaborative Multisite Research Projects
Community-Wide Intervention
Empirically Supported Treatments
Experimental Designs
Analogue
Between Group
Case Study
Correlational
Cross-sectional
Epidemiological
Longitudinal
Mixed Group
Quasi-Experimental
True Experimental
Within Group
Meta-analysis
Reliable Change Index
Research Program
Threats to External Validity

Interaction of Selection Biases
Multiple-Treatment Interference
Reactivity
Testing
Threats to Internal Validity
Experimental Mortality
History
Instrumentation
Maturation
Selection Bias
Statistical Regression
Testing
Treatment Outcome Research Strategy
Client and Therapist Variation
Comparative
Constructive
Dismantling
Parametric
Process
Treatment

For Reflection

1. Why is research needed in clinical psy-
chology?

2. What are the considerations that are
needed to design a quality research ex-
periment?

3. What are the different design methods
used in clinical psychology and what
are the advantages and disadvantages to
each?

4. What are the different methods to con-
duct treatment outcome research and
what are some of the advantages and dis-
advantages of each?

5. How are research ideas communicated?
6. How do research findings get incorpo-

rated into practical clinical activities such
as professional practice?

7. How is research funded?
8. What are some advantages and disad-

vantages of the peer-review process for
publishing research findings?
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9. How can the need to maximize internal
validity and external validity be balanced?

10. How is error and bias minimized in re-
search studies?

11. Design a research study to investigate
three treatments for depression.

12. Why is a program of research important
and beneficial when compared with the
results of one research study?

13. Why is meta-analysis used in research?
14. Why are biopsychosocial approaches

needed in treatment outcome research?
15. What are empirically supported treat-

ments?
16. What are some advantages of large scale

collaborative multisite research projects?
17. Why should research studies consider

multicultural issues?

Real Students, Real Questions

1. How do professors and researchers choose
what they want to research? Is it personal

interest? Do they get suggestions by the
school or by the department of what top-
ics to study?

2. When companies such as drug or tobacco
producers offer research claiming their
products are good, do they have valid
tests and researchers to back them up?
How do they get the results they want?

3. What is the process for getting a research
grant?

Web Resources

www.aabt.org
Learn more about cognitive and behavioral
approaches to treatment.

www.apsa.org
Learn more about psychodynamic approaches.

www.psychologicalscience.org
Learn more about the scientific side of clini-
cal psychology from the American Psycholog-
ical Society.
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The Major Theoretical Models:
Paving the Way toward Integration

Chapter Objective
1. To detail the four primary theoretical models used in clinical

psychology and to apply these models to a clinical case.

Chapter Outline
Highlight of a Contemporary Clinical Psychologist: Marcia

Johnston Wood, PhD
The Four Major Theoretical Models in Clinical Psychology
Understanding Mary from Different Theoretical Orientations

Highlight of a Contemporary Clinical Psychologist

Marcia J. Wood, PhD

Dr. Wood works in a part-time private practice, is a member of Oregon
Psychological Association’s Ethics Committee, and is the mother of two
children.

Birth Date: December 21, 1956

College: Williams College, 1979 (English)

Graduate Program: Long Island University, Clinical Psychology, 1987

Clinical Internship: Yale University School of Medicine

Postdoctoral Fellowship: New York Hospital-Cornell Medical Center

Current Job: Private Practice, Portland, OR

Pros and Cons of Being a Clinical Psychologist:

Pros: 1. Emotional and intellectual stimulation.

2. Satisfaction and interest in helping people understand and
change their lives.

3. Flexible schedule and autonomy.

Cons: 1. Can be emotionally draining and anxiety provoking (e.g., sui-
cidal clients).

2. Always (unless away on vacation) “on call.”

3. People’s resistance to change.

Future of Clinical Psychology: “The need for psychotherapeutic help
is not going to disappear and I hope that we will soon see the decline of

5
C h a p t e r
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some kinds of managed care and capitation
contracts that may not be truly in a client’s
best interest. As consumers realize that cost
containment is important but not always ef-
fective in anything more than the very short-
term and also, as more outcome and therapy
research is done, therapies are becoming
more tailored to effectively address particular
diagnostic groups and problems so they can
be targeted more specifically to match a
client’s needs.”

Nature of practice: “I see adolescents,
adults, and couples in psychotherapy. Occa-
sionally family members may join a session,
or part of it, if it would be helpful to the
client. I see many clients who are depressed,
suicidal, have relationship problems or other
life problems/issues to solve, as well as clients
with personality disorders, Bipolar Disorder,
schizoaffective, and so on. Frequently my
clients (most often for depression or anxiety)
are also on psychiatric medication so I coordi-
nate treatment with a psychiatrist, LPN, or
other primary care doctor. Occasionally, I
have to help arrange hospitalization for a se-
verely depressed or suicidal client.”

Which theoretical models do you gener-
ally find most helpful in your work? “I
was trained psychodynamically and while
that still forms the basis of my work, the
longer I have been in practice, the more I in-
corporate and use theoretical as well as prac-
tical elements of other models; objection
relations, interpersonal, and cognitive theo-
ries and therapies are the primary other in-
fluences on my work.”

Can you give an example of how your
theoretical model impacted what you
did with a patient? “I had begun to treat a
young woman in her late twenties who had
been chronically depressed most of her life.
She spent the first several sessions mostly
‘complaining’ and telling me all the reasons
that everything I suggested wouldn’t work, or
that she had already ‘tried those suggestions

with many previous therapists and they didn’t
work.’ I became a little more confrontive
about her resistance and what she wanted out
of therapy. Her response was that she just
wanted ‘someone to complain to,’ someone
who would listen to her long list of complaints
and not try to ‘push or change her.’ My first
response was even more confrontive until
I began to reflect on it over the next couple
of sessions and I substantively changed my
stance to be much more supportive and em-
pathic without the expectation that she look
more rigorously at changing anything or doing
anything different yet. My reflection had led
me to consider more strongly the role and im-
pact of early disrupted object relationships for
her, on other words, the pathological relation-
ships with her family members that had never
provided a safe and secure holding environ-
ment and to consider the reparative work that
might need to precede a more confrontive ap-
proach focused on later trauma and dynamics.
This change in approach proved very helpful
and under the guise of ‘listening to her com-
plain’ and not challenging or pushing this
client too far or too fast, we worked on early
relationship issues through the therapy rela-
tionship, laying the groundwork for continued
later progress. Without my shift to emphasize
the perspective of both object relations and in-
terpersonal therapy, I think this client would
have dropped out of therapy after the first
couple of months and would have added mine
to the long list of unsuccessful therapies she
had experienced.”

Typical Schedule:
9:30 Psychotherapy patient: 20-year-old Cau-

casian girl experiencing depression with
suicidal thinking.

10:30 Psychotherapy patient: 33-year-old Latino
woman experiencing relationship and
work conflicts associated with a personal-
ity disorder.

11:30 Psychotherapy patient: 29-year-old Cau-
casian man experiencing anxiety, depres-
sion, and spiritual issues.
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1:00 41-year-old Caucasian man with Bipolar
Disorder coming to grips with the after-
math of first major bipolar break.

2:30 Lesbian couple in 50s working on com-
mitment issues.

3:00 Pick up children from school and do
“mom time” and other after school activ-
ities almost everyday.

The field of clinical psychology in the
contemporary era has been founded

on four predominant theoretical models or
orientations to the understanding and treat-
ment of human difficulties. Theoretical mod-
els can be understood as worldviews or
philosophies about human behavior that pro-
vide a conceptual framework for research, as-
sessment, and treatment of psychological
problems. These four psychological orienta-
tions include the psychodynamic, cognitive-
behavioral, humanistic, and family systems
models and each have received substantial
research and clinical support. Whereas the
previous chapter introduced these theories
and persons responsible for their develop-
ment from a historical perspective, these fun-
damental psychological perspectives are
reviewed in greater depth in this chapter in
terms of how they are applied to actual clini-
cal issues. Although each approach can be
used to understand behavior in a wide range
of settings, the use of each method in treat-
ment of psychological and behavioral prob-
lems is highlighted here. Discussing how each
approach is used in the treatment of behav-
ioral problems helps illustrate the differences
between them and how they can be applied
to actual clinical problem areas. Keep in
mind, however, that in contemporary science
and practice, it has become increasingly diffi-
cult to adhere to one single theoretical ori-
entation in considering all problems and
questions regarding human behavior. Al-
though some professionals still closely align

themselves with one of these orientations,
most psychologists today use a combination
of these perspectives to fully understand and
assist others. A sound knowledge of each
of the four major theoretical models is essen-
tial to a thorough grounding in the building
blocks of contemporary clinical psychology.

The theoretical models are used through-
out the chapter to understand the panic and
other problematic symptoms experienced by
Mary, a middle-aged Caucasian woman pre-
sented in the case study.

The Four Major Theoretical Models in
Clinical Psychology

The Psychodynamic Approach

The psychodynamic approach began with
the work of Sigmund Freud. Often people as-
sume that those who utilize the psychody-
namic approach are Freudian and that they
most likely look and act like Freud. People
frequently picture a psychodynamic psychol-
ogist as a middle-aged or elderly man with a
beard, sporting a tweed jacket replete with a
pipe. They often envision someone who will
analyze everything and require that their pa-
tients lay on a couch, talk about their rela-
tionship with their mother, and disclose all
of their sexual fantasies. Various films and
other media influences have perpetuated this
stereotype of the psychodynamic therapist.
This narrow stereotype of psychodynamically
oriented professionals is obviously outdated
and inaccurate. Psychologists of all ages, eth-
nicities, and both genders identify themselves
as being psychodynamically oriented. While
Freud is usually credited with being the
founding father of the psychodynamic per-
spective, many neoFreudians and other revi-
sionists have greatly adapted, broadened, and
challenged Freud’s basic approach over the
past 100 years. Freud, if alive today, might
even be surprised (or appalled) to behold the
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array of current theories and intervention
strategies utilized by modern psychodynamic
psychologists.

The psychodynamic perspective maintains
certain assumptions about human behavior
and psychological problems (Table 5.1). First,
the psychodynamic perspective holds that
human behavior is influenced by intrapsychic
(within the mind) drives, motives, conflicts,
and impulses, which are primarily uncon-
scious. Second, various adaptive and mal-
adaptive ego defense mechanisms are used to
deal with unresolved conflicts, needs, wishes,
and fantasies that contribute to both normal
and abnormal behavior. Third, early experi-
ences and relationships, such as the relation-
ship between children and their parents, play
a critical and enduring role in psychological
development and adult behavior. Fourth, in-
sight into these mostly unconscious influ-
ences combined with working through them
(discussing and integrating them into every-
day life) help to improve psychological func-
tioning and behavior. Finally, the analysis of
the transferential relationship that develops
between the patient and therapist also helps
to resolve conflicts and improve psychologi-
cal functioning and behavior. Transference
involves the projection of early relationship

dynamics onto the therapist who represents
an authority figure similar to the patient’s
parents, for example. Countertransference
involves projection by the therapist onto the
patient in response to the patient’s transfer-
ence behavior.

The psychodynamic approach can be gen-
erally classified into several categories, in-
cluding the traditional Freudian perspective,
the revisionist perspective, and the modern
object relations perspective. While there are
numerous further divisions of psychody-
namic theory, these three major views will be
presented here.

Freud’s Psychoanalytic Perspective: Freud’s
psychoanalytic perspective is often called clas-
sical analysis or classical Freudian analysis.
Freud developed an understanding of human
behavior based on three mental structures
that are usually in conflict. The id, developed
at birth, operates on the pleasure principle and
represents all of our primitive wishes, needs,
and desires. The ego, developed at about age
one, operates on the reality principle and rep-
resents the rational and reasonable aspects of
our personality helping us to adapt to a chal-
lenging world. Finally, the superego, devel-
oped at about age 5 following the successful

Case Study: Mary

Mary is a 60-year-old Irish Catholic Cau-
casian woman who experiences panic,
weight, and marital problems and lives with
her husband. She is the mother of three adult
children and has never worked outside of the
home. She is significantly overweight. Fol-
lowing the death of her father from a cardiac
arrest when she was 5, she was raised by a
single mother who also suffered from panic
attacks and was the eldest of two children,
having a brother two years her junior.

Presenting Problem: Mary experiences
frequent and severe panic attacks involving
symptoms of rapid breathing, trembling,
faintness, and intense fear. During these
episodes, which only occur outside her home,
she fears that she will die of a heart attack.
Her symptoms have confined her to her home
and several other “safe” locations such as her
church and her daughter’s house. She is also
expressing some marital conflict centering
around her perceived inability to work de-
spite a recent financial setback in the home.
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resolution of the Oedipus complex, represents
the internalization of familial, cultural, and
societal norms and mores. The superego in-
cludes the ego ideal (the perfect image or rep-
resentation of who we are and who we can
become) and our conscience (the rules of good
and bad feelings, thinking, and behavior). The
conscience involves what we perceive to be
“right” and “wrong.”

Inevitable conflict between the id, ego,
and superego lead to anxiety and discomfort
and the need to utilize ego defense mecha-
nisms. Defense mechanisms are strategies
developed by the ego to protect the person
from these internal and mostly unconscious
conflicts (Table 5.2). Thus, they help us cope,
either adaptively or maladaptively, with the
inevitable anxiety and discomfort associated
with being human. There are a variety of ego

defense mechanisms individuals can draw
upon. Examples include repression (keeping
unpleasant thoughts, feelings, wishes, and
conflicts out of consciousness), denial (deny-
ing that problematic feelings, thoughts, or be-
haviors exist), reaction formation (consciously
thinking or feeling the opposite of the uncon-
scious impulse), projection (one’s own uncon-
scious conflicts, feelings, and drives are
perceived in someone else), sublimation
(channeling unacceptable impulses and de-
sires into socially acceptable activities), and
displacement (channeling unacceptable im-
pulses toward less threatening sources). The
maladaptive use of these defense mecha-
nisms to cope with anxiety and conflict often
lead to psychopathology.

Freud also outlined several psychosexual
stages of development that he regarded as

Table 5.1 Examples of Psychodynamic Techniques and Concepts

Free association Stating whatever is on the patient’s mind without filtering. For example, Mary is
encouraged to say whatever is on her mind no matter how silly or embarrassing it
may be to her.

Transference Projecting the issues and dynamics between the patient and significant figures
in their lives (e.g., mother, father) onto the therapist. For example, Mary’s
feelings of love and longing for her father are projected onto her male therapist.

Insight Better understanding unconscious influences and impulses. Making the
unconscious conscious. For example, Mary learns that she really hates her
mother and her panic is partially a guilt reaction to her wish that her mother
died when she experienced episodes of panic.

Working through Assimilating and incorporating new insights into daily life. For example, Mary
learns to accept and cope with her new insight concerning the hate she
experienced regarding her mother.

Dream analysis Understanding the unconscious influence of dreams in everyday life. For
example, Mary reports that she had a dream that she came to a therapy session
and her therapist was not there to see her. In discussing her dream, she reports
fears of being abandoned by her therapist as well as other important figures in
her life.

Countertransference Therapist responding to the transference of the patient through projecting their
needs, wishes, and dynamics onto the patient. For example, Mary’s therapist
experiences Mary as being similar to his mother and behaves toward her as he
would behave toward his mother.
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universal. These include the oral, anal, phallic,
latency, and genital phases. Libidinal, or life
energies, are channeled toward different
areas of the body that demand gratification
during each of these phases. Potential con-
flicts and problems can develop as a by-
product of fixations at any one of these
stages. For example, one might become fix-
ated at one stage of development (e.g., oral)
due to too much or too little stimulation dur-
ing that stage. This fixation may then result
in problems in adulthood such as smoking,
eating, or drinking too much. Freud espe-
cially focused on the Oedipus complex
(named after a character in the Greek
tragedy, Oedipus Rex) that occurs during the
phallic stage of development. Although one
of Freud’s most well-known theories, this
complex notion was not a central feature of
many of his writings. During the oedipal
phase, a boy develops incestuous and mur-
derous desires, wishing to be unified with his
mother while necessarily eliminating his fa-
ther. The resulting fears of retaliation and

castration result in repression of these im-
pulses and the use of reaction formation to
identify with the father instead. Freud felt
that a similar situation occurs for girls involv-
ing the desire for unification with the father
and elimination of the mother. This female
variation of the Oedipus complex is referred
to as the Electra complex although Freud him-
self did not like or use this term.

The goal of Freud’s approach was insight
(understanding the unconscious factors that
lead to problematic feelings, thinking, and be-
havior) and working through of the insights
to improve daily functioning. The working-
through process involves a careful and in-
depth examination of the role of unconscious
wishes, drives, impulses, and conflicts in
everyday life. Techniques such as free asso-
ciation (saying whatever is on one’s mind
without censoring), dream analysis and inter-
pretation, and the analysis of transference as well
as everyday thoughts, feelings, and behavior
were used to help understand and treat vari-
ous problems. Furthermore, understanding

Table 5.2 Examples of Ego Defense Mechanisms using the Case Study of Mary

Repression Mary’s hate of her mother is so anxiety and guilt provoking she does not allow
these feelings to become conscious—keeping them repressed into her
unconscious.

Denial Mary denies having hateful feelings towards her mother.

Reaction formation Mary’s hateful feelings toward her mother are so powerful and frightening that
she feels and behaves in a very loving manner towards her mother. She
expresses a great deal of affection for her and has difficulty not being in close
contact with her.

Projection Mary’s dislike of her mother is projected onto her female therapist who she feels
is cold, aloof, and uncaring.

Sublimination Mary’s hate of her mother has led her to channel these feelings into nonprofit
organizations that work to prevent child abuse. She has become an active
volunteer in efforts to help children who are abused by their parents.

Displacement Mary’s hate toward her mother can not be channelled toward her for fear of
retaliation along with the experience of extreme anxiety and guilt. However,
Mary becomes very irritable and critical of her husband for no apparent reason.
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and analyzing inevitable defensiveness and
resistance to treatment is also a goal of psy-
chodynamic therapy.

The Revisionist or Neo-Freudian Perspective:
The psychodynamic perspective proposed by
Freud has been expanded and adapted in vari-
ous ways by numerous theorists since the days
of Freud. These revisions actually began dur-
ing Freud’s lifetime. Carl Jung (1875–1965)
was one of the first members of Freud’s
inner circle to disagree with fundamental as-
pects of Freud’s theory and develop a revi-
sion of the psychodynamic perspective. In
fact, Freud had hoped that Jung would be
his protégé; and heir, carrying on his work
after his death. Freud’s disappointment with
Jung’s iconoclasm led to a great deal of bit-
terness and many angry letters between the
two men.

Most adaptations of Freud’s original theo-
ries focus on the role of development beyond
childhood, the role of societal and cultural
influences, and the role of interpersonal
relationships, and involve a de-emphasis on
unconscious and id-driven impulses and be-
haviors such as sexuality. Erik Erikson
(1909–1993), for example, developed a life-
span perspective stating that psychosocial de-
velopment continues far beyond the five
psychosexual stages of childhood outlined by
Freud. Alfred Adler (1870–1937) felt that
Freud’s emphasis on the id and sexuality as
well as his underemphasis of the ego were
critical flaws in his approach. Furthermore,
unlike Freud, Adler felt that compensation
for feelings of inferiority were very impor-
tant in the formation of personality and 
psychological functioning. Carl Jung also 
rejected Freud’s emphasis on sexuality. Fur-
thermore, Jung emphasized spiritual influ-
ences as well as the role of the collective
unconscious (symbols and innate ideas that
are shared with our ancestors). Harry Stack
Sullivan (1892–1949) focused on the role of

interpersonal relationships in personality
and psychological development. Karen Hor-
ney (1885–1952) took issue with Freud’s the-
ories of penis envy and the role of women.

The contributions of these neo-Freudians,
or revisionists, significantly diverged from
Freud’s original theories. Fundamentally,
Freud’s emphasis on the id was de-emphasized
among the revisionists who developed theo-
ries that focused more on the functioning of
the ego. Thus, the theories of many of the re-
visionists have become known as forming the
basis of ego psychology. Furthermore, most of
the revisionists agreed that the role of inter-
personal relationships was fundamental in
the development of personality and psycho-
logical functioning. Finally, the revisionists
generally agreed that psychological develop-
ment continues beyond the early years ad-
dressed by Freud. These aspects of the
revisionists’ theories set the stage for current
object relations theory.

The Object Relations Perspective: Even though
Freud’s psychoanalytic theory focused heavily
on early childhood experiences, he never once
treated a child in psychoanalysis. Freud made
inferences about childhood development and
experiences through his analysis of adult pa-
tients who reflected on their childhoods. Crit-
ics of Freud often state that because his
theories were based on his experience of treat-
ing a small number of upper-class and primar-
ily adult female patients in Vienna during the
Victorian period rather than on more broad
and scientifically based research and experi-
ence, his theories are suspect. One of the first
psychoanalytic writers who focused on the di-
rect treatment of children was Melanie Klein
(1952). Klein felt that the internal emotional
world of children focuses on interpersonal re-
lationships rather than on the control of im-
pulses and drives. Klein and several colleagues
including W. R. D. Fairbairn (1954) and Mar-
garet Mahler (1952) became known as the
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British School of object relations theory,
whereas the American contributions of Otto
Kernberg (1975, 1976, 1984), James Master-
son (1981), and Heinz Kohut (1971, 1977,
1984) further developed object relations
theory in the United States. Object relations
theorists have been especially influential in
further developing and fine-tuning current
psychodynamic theory, research, and practice.

The object relations theorists view infants
as being relationship or object seeking rather
than pleasure seeking. The early relationship
with the mother provides the framework for
the development of the sense of self. Thus, at-
tachment to the mother provides the struc-
ture and approach for the development of
psychological functioning and future relation-
ships. Through interactions with the mother
during breast feeding and other activities, the
child internalizes, or introjects, various quali-
ties of the person or object with whom they
are interacting. The child then separates, or
splits, these internalized aspects of the mother
into various positive (the good rewarding
mother, or the “good breast”) and negative
(the bad or punishing mother, or the “bad
breast”) aspects. Attachment to the mother
may be either secure or insecure. These divi-
sions provide a template for future interac-
tions with the world in general. Therefore, if
the mother-child relationship is primarily
negative and filled with unsatisfying and frus-
trating experiences, the child is likely to have
a difficult time developing an adequate and
positive sense of self or achieving satisfying
and trusting intimate adult relationships.
Therefore, object relations theorists tend to
view behavior as a manifestation of early
childhood experiences with the mother and
other important figures in the child’s life.
Object relation theorists, however, generally
neglected the influence of the father-child re-
lationship. The early relationship foundation
develops the sense of self as well as a frame-
work for negotiating all future interpersonal
relationships.

Psychodynamic professionals today are
likely to focus on early childhood experiences
and relationships, the enduring personality
structure of a person, and the influences
of unconscious fantasies, wishes, and im-
pulses. The analysis of dreams, transference,
and resistance with the goal of increased in-
sight into the unconscious are still important
goals of current psychodynamic approaches.
Psychodynamic psychotherapy historically
would take years to conduct and involve four
or five sessions each week. More recent psy-
chodynamic theorists have developed short-
term treatments (Goldfried, Greenberg, &
Marmar, 1990; Horowitz, Marmar, Krupnick,
Wilner, Kaltreider, & Wallerstein, 1984; Laor,
2001; Strupp & Binder, 1984), which focus
on the application of psychodynamic princi-
ples in treatment over the course of several
weeks or a few months. Research has found
that these brief psychodynamic treatments
are effective (E. Anderson & Lambert, 1995).
In fact, brief psychodynamic psychotherapy is
considered to be an empirically supportive
treatment by the American Psychological As-
sociation (APA) when applied to opiate de-
pendence and depression (D. Chambless
et al., 1996).

The Behavioral and Cognitive-
Behavioral Approaches

The behavioral psychologist is often thought
to control and manipulate behavior by giving
reinforcements (such as M&M candies) to
people when they behave in a desired manner
and punishments (such as electric shocks)
when they behave in an undesirable manner.
Sometimes people assume that psychologists
who are behavioral in orientation are not
warm and caring and that they have little in-
terest or tolerance for nonobservable behavior
such as feelings and fantasies. Popular films
also help to perpetuate the image of a cold,
aloof, mechanistic behaviorist concerned with
specific behaviors rather than individuals.
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Similar to the stereotype of the psychody-
namic professional, the stereotype of the be-
haviorist is also outdated and inaccurate.

Both behavioral and cognitive (thoughts
and beliefs) focuses make up the broad
behavioral/cognitive-behavioral perspective.
Although some would argue that the be-
havioral and cognitive-behavioral viewpoints
are separate, in this review, I combine these
perspectives because they are generally
more similar than divergent in their assump-
tions about human nature and behavioral
change. Furthermore, the cognitive-behavioral
approach generally draws on behaviorism
rather than cognitive neuroscience or cogni-
tive psychology. However, many contempo-
rary cognitive theorists use cognitive science
and information processing methods to en-
hance their theories and applications. I refer
to the cognitive-behavioral perspective as in-
cluding both the strictly traditional behav-
ioral perspective (the theories of B. F.
Skinner) as well as the newer cognitive per-
spective. Like the psychodynamic approach,
the cognitive-behavioral approach subsumes
a wealth of subperspectives associated with
specific leading authors who develop and ad-
vocate certain theories and techniques. These
leaders in cognitive-behavioral psychology
include Albert Ellis, Aaron Beck, Arnold
Lazarus, Leonard Krasner, Joseph Wolpe,
B. F. Skinner, Donald Meichenbaum, Marsha
Linehan, among others.

The cognitive-behavioral approach is
historically based on the principles of learning
and has its roots in the academic experimental
psychology and conditioning research con-
ducted by B. F. Skinner, John Watson, Clarke
Hull, Edward Thorndike, William James, Ivan
Pavlov, and others. The cognitive-behavioral
approach focuses on overt (i.e., observable
behavior) and covert (non-observable behav-
ior such as thinking) behaviors acquired
through learning and conditioning in the so-
cial environment (Table 5.3). Basic assump-
tions that provide the foundation of the

cognitive-behavioral approach include a
focus on current rather than past experi-
ences, the emphasis on measurable and ob-
servable behavior, the importance of
environmental influences on the develop-
ment of both normal and problematic behav-
ior, and an emphasis on empirical research
methods to develop assessment and treat-
ment strategies and interventions.

Cognitive-behavioral perspectives include
principles of operant conditioning, classical
conditioning, social learning, and attribution
theories to help assess and treat a wide variety
of difficulties (Table 5.3). For example, oper-
ant conditioning may be used to help a child
improve his or her behavior and performance
in a classroom setting. A child might obtain
reinforcements such as stickers or social
praise from the teacher for improved class-
room behavior that is defined, for example, as
being more attentive, talking less with peers
during classroom instruction, and improving
test scores. Contingency management
(changing behavior by altering the conse-
quences that follow behavior) and behav-
ioral rehearsal (practicing appropriate
behavior) may also be used. Classical condi-
tioning techniques might be used to help
someone overcome various fears and anxi-
eties. Someone who is fearful of dogs, for ex-
ample, might learn to overcome this fear
through the use of systematic desensitization
(a technique developed by Wolpe, 1958),
counter conditioning (developing a more
adaptive response to dogs), or by exposure
such as a gradual approach to being with
dogs. Social learning might be used to help a
child undergoing a painful medical procedure
(such as a bone marrow transplant) to cope
with the anxiety and pain associated with the
procedure. For example, the child might
watch an educational video of other children
who cope well with the medical procedure.
Furthermore, long-standing and maladaptive
beliefs may contribute to many psychological
problems such as depression and anxiety.
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Maladaptive irrational and automatic
thoughts such as, “I’m a failure,” “No one
will love me,” and “I can’t do anything
right,” might be examined, challenged, and
altered using cognitive-behavioral tech-
niques such as thought stopping and re-
hearsal of positive self statements. There are
numerous cognitive-behavioral techniques
that may be employed to help assess and alter
behavior. Each of these general frameworks
(classical, operant, social learning, and cogni-
tive) are reviewed next.

The Classical Conditioning Perspective: The
classical conditioning perspective origi-
nated with the work of Ivan Pavlov as well as
the work of Joseph Wolpe and Hans Eysenck.
This viewpoint maintains learning occurs and
subsequently, behavior, through the associa-
tion of conditioned and unconditioned stimuli.
Thus, two or more random events (stimuli)
that are paired together become associated
over time. For example, a psychologist using
the classical conditioning perspective with
Mary might examine the pairing of Mary’s

Table 5.3 Examples of Cognitive–Behavioral Techniques and Concepts

Contingency Management Changing behavior by altering the consequences that follow behavior. For
example, Mary takes the bus after the friendly bus driver and her
children offer social praise.

Counterconditioning Developing a more adaptive response to environmental stimuli. For
example, Mary does aerobic exercise when feeling anxious rather than
taking antianxiety medication.

Exposure Gradual or all at once approach to the feared situation or stimuli. For
example, Mary is encouraged to gradually take longer and longer bus
rides.

Behavioral Contract An agreement between therapist and patient that outlines specific
consequences of behavior. For example, Mary agrees to decrease coffee
consumption by two cups per week until she no longer drinks
caffeinated coffee.

Participant Modeling Demonstrating the desired behavior for the patient. For example, Mary
watches others confidently learn to drive a car without fear before she
tries to do the same.

Behavioral Rehearsal Practicing how one might handle a given problem situation. For example,
Mary frequently practices diaphragmatic breathing techniques so that
they become automatic.

Thought Stopping Stopping irrational or defeating thoughts by interrupting the negative or
problematic pattern of thinking (e.g., yelling “stop” to oneself, snapping an
elastic band around the wrist) and inserting more positive and adaptive
thoughts (e.g., “I can handle it, I’m as worthy of love as anyone else”). For
example, Mary stops her thoughts that she cannot handle walking into the
bank by yelling “stop” to herself when she finds herself engaged in
maladaptive and negative thinking, and inserts more positive thoughts in
their place such as “I enjoy my new found independence by going to the
bank anxiety free.”
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panic and fear with going to church, the gro-
cery store, and the bank. When Mary had her
first panic attack at church, she associated the
church with the uncomfortable and frighten-
ing feelings that accompany panic, thereby
causing her to avoid the church in the future.
Panic attacks in other places such as the gro-
cery store, on the bus, and in the bank all
become associated through classical condi-
tioning, resulting in more and more avoidance
of various places. Furthermore, generalization
occurs, for example, although Mary may have
had a panic attack at one specific branch office
of a bank, she feels fearful of entering any
bank. A therapist using a classical conditioning
approach may choose to treat Mary’s anxiety
with systematic desensitization (SD; Wolpe,
1958). The therapist would ask Mary to create
a hierarchy of anxiety-provoking situations
from less anxiety-provoking situations such as
walking on the sidewalk outside of her home
to extremely anxiety-provoking situations
such as flying in an airplane. The therapist
would train Mary in a relaxation procedure
and then pair relaxation with each of the
anxiety-provoking situations that she would
imagine. Thus, each step of the hierarchy
would be paired with relaxation using classi-
cal conditioning strategies.

The Operant Perspective: The operant per-
spective of the behavioral approach origi-
nated with the work of B. F. Skinner. This
viewpoint maintains that all behavior can
be understood through a functional analysis
of antecedents (the conditions present just
before a target behavior occurs) and conse-
quences (what occurs following the target be-
havior) of behavior. This is often referred
to as Functional Behavioral Analysis or the
A-B-Cs of behaviorism: Antecedents, Behavior,
Consequences. Thus, behavior is learned and
developed through interaction with the en-
vironment. If behavior is reinforced in some
way, it will continue, while behavior that 

is punished or not reinforced will be dimin-
ished. The gradual shaping of desired be-
havior is achieved by reinforcing small 
increments toward the target behavior. Prob-
lematic behavior, such as aggressiveness in
children, fears and phobias, and overeating
can be altered by changing the reinforce-
ments associated with the target behavior
(Plaud & Gaither, 1996). For example, a psy-
chologist using the operant perspective might
be concerned that Mary, the patient with
panic disorder, might receive reinforcement
for her panic behavior (e.g., not having to
work, attention from her husband and other
family members). Intervention might include
an analysis of the antecedents (the conditions
present just before her panic symptoms)
and consequences of her panic behavior fol-
lowed by reinforcement of desired behavior
(e.g., praise when Mary has no panic symp-
toms while taking a bus). The reinforcement
would likely include shaping the successive
approximations of targeted behavior toward
the goal of engaging in specific activities out-
side of the home such as food shopping and
other errands.

The Social Learning Perspective: The social
learning perspective originated with the work
of Albert Bandura. This viewpoint maintains
that learning occurs through observational
or vicarious methods. Thus, behaviors can be
learned and developed by watching others per-
form various behaviors rather than by practic-
ing a behavior or being personally reinforced
for a given behavior. For example, someone
might learn to avoid walking through a sur-
prisingly deep puddle by watching someone
else get uncomfortably wet when they walk
through it. The psychologist working with
Mary might use the social learning perspec-
tive in understanding how Mary learned
panic behaviors from her mother who also
had panic attacks. Mary’s mother might have
been reinforced for her panic behavior
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through attention, distracting family members
from other problems or conflicts, and avoiding
work or household chores. Thus, by observing
her mother Mary may have learned that panic
behaviors result in a variety of secondary gains
such as avoiding things you do not want to do.

The social learning perspective also incor-
porates the role of expectations in behavior
development. For example, Julian Rotter
(1954) proposed that behavior develops as a
by-product of what someone expects to hap-
pen after they make a given response. The
importance of the desired outcome also im-
pacts the likelihood of that behavior. For ex-
ample, someone will pay a large sum of
money and dedicate several years of his life
to obtain a college degree because he expects
that a college degree will result in a satisfying
career and life. Thus, Mary avoids the gro-
cery store, the bank, and her church because
she expects that she will experience a panic
attack at these locations. The fear of having a
panic attack is so great that she makes a great
effort to avoid these places.

An important variation concerning the
role that expectations play in behavior in-
volves the concept of self-efficacy (Bandura,
1986). Self-efficacy refers to the belief that
one can successfully perform a particular be-
havior. For example, someone is more likely
to kick a field goal in football or make a free
throw in basketball if he or she believe that
they can accomplish these athletic tasks.
Thus, confidence in one’s ability to success-
fully accomplish a task results in greater like-
lihood of success in the given task. Mary is
more likely to take the bus to the grocery
store if she believes that she will be able to
adequately cope with her anxiety by practic-
ing positive self statements such as “I can
handle this,” employing breathing tech-
niques, and feeling confident that she can
shop with minimal stress.

The Cognitive Perspective: Beliefs, Appraisals,
and Attributions: The cognitive perspective

originated with the work and writings of
several professionals notably including
Aaron Beck and Albert Ellis. The cognitive
perspective suggests that our beliefs, ap-
praisals, and attributions play a significant
role in behavior and behavioral problems.
Appraisals include the manner in which we
examine or evaluate our behavior. For ex-
ample, if a soccer player thinks her athletic
abilities are mediocre, she will evaluate all of
her successes and failures in this light. If the
soccer player has an exceptionally great
game, she may attribute her good fortune to
luck or poor performance on the part of the
opposing team. If Mary feels that her at-
tempts to develop more independence are
hampered by marginal skills and motivation,
she will more likely fail.

Attributions refer to theories regarding the
causes of behavior. We generally make attri-
butions about behavior based on several fac-
tors. These factors include the concepts of
the internal versus external locus of control
as well as situational versus dispositional
characteristics. Internal locus of control refers
to feeling that we have control and influence
over much of our life experiences while ex-
ternal locus of control refers to feeling that we
have very little control or influence over
what happens to us. For example, success in
life due to hard work and being smart re-
flects an internal locus of control while luck
or fate reflects an external locus of control.

Situational factors refer to external influ-
ences impacting behavior, and dispositional fac-
tors refer to enduring characteristics of the
person impacting behavior. For example, driv-
ing through a red light without stopping due
to distraction from a heated conversation
with a passenger would reflect a situational at-
tribution while driving through the red light
because the person is a careless and reckless
driver would reflect a dispositional attribu-
tion. Thus, a professional football player might
attribute missing an easy field goal to distrac-
tion from a loud audience or from the sun
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in his eyes (external locus of control), low
self-esteem or anxiety during the game (in-
ternal locus of control), having a bad day
(situational), or being a bad player in general
(dispositional). Depression and learned help-
lessness can develop, for example, in people
who make frequent dispositional and inter-
nal locus of control attributions about their
perceived problematic feelings and behavior
(Rosenhan & Seligman, 1989; Seligman, Pe-
terson, Kaslow, Tanenbaum, Alloy, & Abram-
son, 1984). For example, Mary feels depressed
and hopeless believing that she will never get
over her panic attacks because she experiences
her fears as being due to her long-term “char-
acter flaws” and “weaknesses.”

Albert Ellis (1962, 1977, 1980) and other
professionals have focused on irrational be-
liefs and self-talk that lead to problematic
feelings and behavior. For example, common
beliefs such as “everyone should agree with
me,” “everyone should appreciate me and my
talents,” “no one could love someone as un-
attractive as me,” and “I should always be pa-
tient with my children and spouse” result
in inevitable failure and disappointment. Ellis
and others use techniques such as rational-
emotive therapy (RET) to help individuals
think and process beliefs in a more rational
manner. These techniques involve using logic
and reason to challenge irrational and mal-
adaptive thoughts and beliefs (e.g., “So do
you really think that everyone you meet
must like you in order to be a worthy human
being?”). This approach relies on persuasion
and reason to alter beliefs about self and oth-
ers. For example, Ellis’s focus on irrational
beliefs is related to Mary’s beliefs about her
panic. Mary feels that if she experiences even
a little anxiety while taking a bus or sitting in
church, she is a failure and a weak person.
The therapist helps Mary to see that her be-
liefs are irrational and unrealistic and encour-
ages her to develop more adaptive self-talk
regarding her anxiety (e.g., “Even if I’m anx-
ious, I can still overcome my fear and take the

bus. I don’t need to have my anxiety control
me; I can control it”).

Aaron Beck (1963, 1976) developed cogni-
tive therapy (CT) to treat depression and other
disorders. Beck posits that as people develop,
they formulate rules about how the world
works that tend to be simplistic, rigid, and
often based on erroneous assumptions. A
schema or template develops to the extent
that all new incoming data is filtered through
these rules and distortions. Thus, overgeneral-
ization (e.g., “everyone at work hates me”),
all-or-none thinking (e.g., “If I don’t get this
job my career will be ruined”), or exaggera-
tion or downplaying the meaning or signifi-
cance of events (e.g., “my divorce was no big
deal and didn’t affect me or my children at
all”) are typical ways of interpreting our world
and experiences. Problematic behavior and
attitudes are associated with these unrealistic
and erroneous rules and interpretation of
events. Like Ellis, Beck evaluates and chal-
lenges these beliefs and assumptions and
trains people to monitor and alter their auto-
matic thoughts. However, Beck focuses on the
treatment of beliefs as hypotheses that must
be tested and evaluated to best determine
whether the beliefs are useful and realistic.

A variety of variations on cognitive-
behavioral psychotherapy has emerged over
the years. For example, Marsha Linehan de-
veloped dialectical behavior therapy (DBT) to
treat people experiencing borderline personal-
ity disorders (Linehan, 1993). DBT uses
cognitive-behavioral strategies along with psy-
chodynamic, client-centered, family systems,
and crisis intervention perspectives. DBT fo-
cuses on acceptance of self and experiences
along with efforts toward behavioral change.
These changes are sought through a three-
stage process that includes a pretreatment
commitment phase, an exposure and emo-
tional processing phase of past events, and a
synthesis phase integrating progress from the
first two stages to achieve treatment goals.
Another example includes David Barlow’s
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panic control treatments (PCT) developed to help
those experiencing panic attacks (Barlow &
Craske, 2000). In PCT, patients are exposed to
the sensations that remind them of their panic
attacks. For example, patients would partici-
pate in exercise to elevate their heart rates or
shake their heads to create dizziness. Attitudes
and fears about these induced panic-like
symptoms are explored and demonstrated as
harmless to the patient’s health. Furthermore,
patients are taught breathing and relaxation
exercises to help reduce anxiety.

The Humanistic Approach

The stereotype of the humanistic practitioner
typically conjures a warm and supportive indi-
vidual who does not provide any direct advice
or suggestions to his patients. The stereotype
of the humanistic psychologist involves an in-
dividual who, although friendly, says little
more than, “uhmm” and benign comments
such as “I hear you” or “I feel your pain.” Im-
ages of encounter groups or T-groups from the
1960s might emerge. Again, like the behav-
ioral and psychodynamic orientations, stereo-
types about the humanistic approach are also
outdated and inaccurate.

The humanistic approach has its roots in
European philosophy as well as in the psy-
chotherapeutic work of Victor Frankl, Carl

Rogers, Abraham Maslow, Rollo May, Fritz
Perls, and other mental health professionals.
In rejecting the basic assumptions of the psy-
chodynamic and behavioral theories, the hu-
manistic theorists assume a phenomenological
approach that emphasizes each individual’s
perception and experience of his or her world
(Table 5.4). The humanistic perspective tends
to view people as being active, thinking, cre-
ative, and growth oriented. Helping others is
partially accomplished through understanding
concerns, feelings, and behavior through the
eyes of the patient. Humanistic professionals
tend to assume that people are basically well-
intentioned and that they naturally strive
toward growth, love, creativity, and self-
actualization. Self-actualization helps to pro-
duce the forward movement in life toward
greater growth, peace, and acceptance of self
and others. Rather than focusing on the influ-
ences of the past, humanistic theorists focus
on the “here and now” or present. The client-
centered approach of Carl Rogers, the hu-
manistic approach of Abraham Maslow, and
the Gestalt approach of Fritz Perls will be
briefly reviewed next. Of course, there are
many additional perspectives and variations
of these approaches. However, the contribu-
tions of Rogers, Maslow, and Perls have been
the most influential within the humanistic
perspective.

Table 5.4 Examples of Humanistic Concepts and Techniques

Active listening Intense listening to the patient using paraphrasing, summaries,
reflection, and other techniques.

Empathy Conveying a sense of being heard and understood.

Unconditional positive regard Fully accepting the feelings and thoughts of the patient.

Congruence Being genuine in behavior.

Self-actualization Innate movement toward growth and fulfilling one’s potential.

Peak experiences Moments when self-actualization is reached.
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The Client-Centered Perspective: The client-
centered perspective of Carl Rogers stands
out as the most classic example of the human-
istic approach. Rogers used nondirective tech-
niques such as active listening, empathy,
congruence, and unconditional positive regard
to understand and help others. Rogers felt
that sincere empathy was needed in order for
people to feel accepted and understood, and
ultimately to enable growth to occur. Uncon-
ditional positive regard refers to the belief
that no one should be negatively judged or
evaluated in the therapy experience or else-
where. Rather, respect and acceptance should
prevail. Unconditional positive regard can be
a challenge for professionals working with
individuals who have attitudes or behaviors
that one finds offensive (e.g., sexual abuse of
children, stealing, racist comments). Uncondi-
tional positive regard does not mean that these
behaviors or attitudes are accepted as being
okay. Rather, it is the person who is fully ac-
cepted. Therefore, respect and a nonjudgmen-
tal attitude are advocated. Congruence, or
genuineness, refers to harmony between one’s
feelings and actions. Thus, the professional
should strive toward emotional honesty in his
or her relationship with others. Genuineness
also implies that the professional will not try
to hide his or her feelings from others, yet still
present a professional attitude and demeanor.
Rogers was also instrumental in developing
ways to assess treatment process and outcome.
This included an individualized assessment
technique such as the Q-sort (sorting a variety
of cards with descriptive feelings into several
categories) to assess functioning and outcome.

The client-centered approach maintains
that people have an innate drive toward
growth. Because the development of the self
and attempts at growth are often met with
various social consequences (such as praise or
punishment), individuals may develop pat-
terns of behavior that are inconsistent with
growth. For example, a parent may wish that

his child will eventually take over the family
accounting business. However, the child may
be very creative and prefer to pursue interests
in music and dance. The parents may exert
pressure on the child through conditioned
love to pursue education and skills in account-
ing and business rather than the creative arts.
The child, wishing to please his parents may
do so, but at a high price in terms of incongru-
ence with their self-actualizing motive and po-
tential. Mary, for example, may feel “boxed
in” to her role as housewife and mother. She
actually had harbored a strong interest in join-
ing religious life as a nun. However, her par-
ents more highly valued family life and
encouraged her to get married and have chil-
dren, thus discouraging her call to religious
life. This conflict with her family resulted in
incongruence, causing her to feel trapped, out
of control in her life, and possibly, more prone
to anxiety.

Maslow’s Humanistic Perspective: Abraham
Maslow (Maslow, 1954, 1971) originated a
further variation of the humanistic approach.
He emphasized the importance of self-
actualization that refers to the impulse and
desire to develop fully one’s potential. His
focus on self-actualization highlighted the
role of unmet needs. He felt that humans
have a hierarchy of needs beginning with
basic biological requirements for food, water,
and warmth. Once these needs are met, one is
free to focus on higher level needs such as
safety and security. Again, as these higher
level needs are met, one can then focus on
needs for love, belonging, and acceptance.
Finally, at the top of the hierarchy is self-
actualization. Maslow believed that people
who experienced self-actualization were
characterized by an acceptance of themselves
and others, efficient perceptions of reality,
social interests, creativeness, mystical or
“peak” experiences, as well as other quali-
ties (Maslow, 1971). Although Maslow 
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believed that everyone has the potential to
achieve self-actualization, few were thought
to succeed because of unmet needs at lower
levels. Maslow felt that less than 1% of
the population ever reach self-actualization.
Therefore, problems in feelings, thoughts,
behavior, and relationships emerge because
many people are deficiency-motivated in that
they are trying to fulfill unmet needs.
Maslow referred to those moments when
self-actualization is actually reached as peak
experiences. Although Maslow’s theories
have received a great deal of attention and
acceptance, he offered little in terms of spe-
cific techniques to use in psychological as-
sessment or treatment.

The Gestalt Perspective: The gestalt perspec-
tive within the humanistic approach origi-
nated with the work of Fritz Perls (Perls,
1947, 1969). Assumptions of the gestalt ap-
proach include the notion that problems
occur due to our inability to be truly aware of
our current feelings, thoughts, and behavior
and to our inordinate focus on the past and
future rather than the present. The gestalt
approach focuses on being keenly aware of
one’s here and now or present experience. The
gestalt approach seeks to help people live
in the immediate moment by frequently re-
questing that people work toward an aware-
ness of current thoughts and feelings. Taking
personal responsibility for one’s feelings,
thoughts, behavior, and choices is also of
paramount importance for those using the
gestalt perspective. Techniques include mak-
ing believe that an important someone such
as a spouse, boss, or mother is in the room
with you sitting in an empty chair. Talking to
the person as if they were there helps some-
one become better in touch with feelings and
behavior. For example, Mary might be asked
to pretend that her mother is in the room
with her. The gestalt therapist might encour-
age Mary to talk with her mother as if she

was sitting in an empty chair in the office.
Mary would be asked about her immediate
feelings and thoughts as she spoke with her
mother in the room.

An example of a more contemporary ap-
proach to humanistic models includes self-
determination theory (Deci & Ryan, 2002;
Sheldon et al., 2003). The approach focuses on
three fundamental psychological needs of
humans that include competence, autonomy,
and relatedness. Nurturing these three needs
tends to result in more psychological well-
being moving a person toward self actualiza-
tion (Sheldon et al., 2003). The theory is used
to provide autonomy support with clients.
This suggests that the therapist fully respects
the selfhood of the client taking his perspec-
tive and allowing for maximum freedom.
The therapist is encouraged to see the world
through the eyes or worldview of clients and
ensure that their autonomy and choices are re-
spected so that the therapist is not telling them
what to do and how to do it. Although it is not
a directive approach, it encourages therapists
to give clients a variety of informed and rea-
sonable options to choose from with respect to
their desires to move in directions that support
their freedom to choose.

The Family Systems Approach

The family systems approach emerged to
overcome the limitations of other perspec-
tives seeking to work only with the identified
individual patient. The family systems ap-
proach emerged from research and treat-
ments geared to address problems associated
with interpersonal communication among
schizophrenic patients and between family
members. As mentioned in Chapter 3, the
family systems approach began with the
Bateson group in Palo Alto, California, dur-
ing the 1950s.

The goals of the family systems approach
commonly include improved communication
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among family members and a de-emphasis
on the problems of any one member in favor
of attention to the family system as a whole.
Family systems professionals meet with all
family members rather than with just the
person who has the identified problem(s).
Family systems professionals might also in-
volve extended members of the family or
other significant figures in the life of the fam-
ily such as neighbors, friends, and teachers in
their therapeutic work. Family systems per-
spectives maintain a systemic view of prob-
lems and relationships. That is, they suggest
that any change in the behavior or function-
ing of any one member of the family system is
likely to influence other members of the sys-
tem. Therefore, even if improved psychologi-
cal functioning and behavior is achieved in
individual members, others must adjust to
and contribute to these new changes in fam-
ily functioning. Paradoxically, improvements
among some family members may lead to
problems among other family members. For
example, if Mary becomes less fearful and
more independent, she may no longer need

her husband to drive her around town for er-
rands. Her husband would then lose an im-
portant and powerful role in his relationship
with his wife, perhaps feeling somewhat un-
comfortable and even threatened by her new
found independence. This change might re-
sult in marital discord that may encourage
Mary to relapse into her panic behaviors.

Like the previously reviewed approaches,
there are many variations of the family sys-
tems approach identified with individual
professionals (Table 5.5). These include, for
example, the communication approach of
Virginia Satir, the structural approach of Sal-
vador Minuchin, the strategic perspectives of
Jay Haley and Milton Erickson, and the nar-
rative approach of Michael White. While
there are many other perspectives within
family systems, five main orientations are
briefly presented.

The Communication Approach: The commu-
nication approach was developed by Virginia
Satir (1967) and colleagues at the Mental Re-
search Institute (MRI) in Palo Alto, California.

Table 5.5 Examples of Family Systems Concepts and Techniques

Reframing Altering the way one understands and interprets a given behavior. For example,
Mary’s panic might be reframed as an attempt to engage her husband in her life
and assist him in feeling more manly.

Paradoxical intention Prescribing the problematic symptom in order to combat resistance to
treatment. For example, ask Mary to schedule a number of panic attacks each
day.

Joining Therapist attempts to connect with the family and become part of the family
unit rather than act in an detached observer manner in the sessions.

Enmeshment Over and maladaptive involvement in the lives of family members. For
example, Mary’s overinvolvement in her son’s life results in her being highly
critical of all work and relationship decisions that he makes that are not
consistent with her interests.

Disengagement Over detachment of one family member from others. For example, Mary’s
daughter has little interest in activities and functioning of the family and
prefers to stay out of any emotional involvement with the family.
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The approach suggests that problems in ef-
fective communication contribute to family
problems and dysfunction. Unspoken and un-
reasonable expectations, rules, and assump-
tions about how family members should relate
to one another and live their lives result in
conflict and problems in family functioning.
Satir outlined several communication styles in
families, which include placating, blaming, su-
perreasonable, irrelevant, and congruent. In
problem families the father may be superrea-
sonable, maintaining a rational style and keep-
ing his feelings to himself. The mother may
placate the father by agreeing with him and
not expressing her feelings. One of the chil-
dren may use a blaming style attributing all of
his or her problems in school and at home on
someone else. Irrelevant communication might
involve annoying habits on the part of a sib-
ling. Satir encourages family members to em-
brace congruent communication, which focuses
on expressing genuine feelings.

A communications approach may encour-
age Mary to express her true feelings more
directly about needing to be taken care of by
her husband. Her panic behavior might be
viewed as a way to communicate a need for
attention and care by her husband and oth-
ers. Her husband may be encouraged to ex-
press his feelings about his need to feel
important and useful in the relationship. Tak-
ing care of Mary during panic episodes may
be a way to feel powerful and important in
the relationship.

The Structural Approach: The structural
approach was developed by Salvador Min-
uchin (1974) and focuses on altering and
restructuring the pattern of relationships
between family members. The structural per-
spective focuses on appropriate and adap-
tive levels of differentiation, enmeshment,
and disengagement among family mem-
bers (Minuchin, 1974; Minuchin & Fishman,
1981). For example, a mother and daughter
may be overly enmeshed with each other

resulting in distance and disengagement in
the father. Furthermore, the daughter’s over-
involvement in her mother’s life and troubles
may make it difficult for her to develop
satisfying peer relationships and levels of
independence. The mother’s overinvolvement
with her daughter may result in less interest
and energy for her relationship with her
husband. Due to dysfunctional family pat-
terns, conflicts and problems emerge within
the family unit as a whole. The structural
perspective emphasizes more functional, bal-
anced, and hierarchical family relationships.
The therapist may actually rearrange seating in
the therapy session in order to join the family
and to alter the structure of family dyads
and interactions. For example, Mary may be
overly involved with her son, resulting in re-
sentment from her daughter and husband.
Furthermore, her son may feel that her over-
involvement makes it difficult for him to
develop more independence and greater con-
nection with his father. The therapist might
try to assist Mary in disengaging from her son
(starting by having her sit away from her son
during the session) and engaging more with
her daughter and husband.

The Milan Approach: In the Milan ap-
proach, the professional is viewed as an inte-
gral part of the family system or unit (Boscolo,
Cecchin, Hoffman, & Penn, 1987). The Milan
approach highly values neutrality as well as
acceptance and respect for the family system.
The Milan approach uses hypothesizing as
well as positive, logical connotation (Selvini
Palazzoli, Boscolo, Cecchin, & Prata, 1980) to
assist in better understanding family dynam-
ics. Hypothesizing helps to better understand
the function and dynamics of the family,
whereas positive, logical connotation reframes
the behavior of the family in more positive
and accepting terms.

The Milan school also encourages the use
of a team approach. For example, family sys-
tems professionals using the Milan approach
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might request that Mary bring her entire
family to the treatment sessions. While a
therapist meets with Mary’s family, several
colleagues observe the session using a one-
way mirror. Efforts at hypothesizing and pos-
itive, logical connotation would be aimed at a
better understanding of family interactions
and a more acceptable, positive reframing of

family issues. The treatment team discusses
the session as it occurs and offers suggestions
to the therapist working with the family via a
telephone in the treatment room. Following
the session, the family might be invited to
observe the treatment team as they discuss
the session with the treating therapist. The
Milan school also uses “rituals,” asking the

SPOTLIGHT

Positive Psychology
Clinical and other specialties in psychology have focused on positive psychol-
ogy in recent years (Keys & Haidt, 2003). Positive psychology is the “scien-
tific study of ordinary strengths and virtues” (Sheldon & King, 2001,
p. 216). During Dr. Martin Seligman’s year as the president of the Ameri-
can Psychological Association in 1998, he developed a variety of initiatives
to focus on positive psychology (Seligman & Csikszentmihalyi, 2000). He
and others felt that psychology too often focused on problems such as child
abuse, violence, major psychopathology, and other significant problems in
society without enough efforts to understand what is good and right about
humans and human relationships. Positive psychology focuses on topics
such as hope, love, ethics, optimism, resilience, happiness, spirituality, for-
giveness, and other noble aspects of human behavior. While historically
clinical psychologists have focused much of their professional activities and
energy on the diagnosis and treatment of psychopathology and significant
problems experienced by individuals, couples, families, and groups, recent
efforts in positive psychology have tried to better train clinical psycholo-
gists and others to appreciate what we know about these more positive
human qualities and ways that we can maximize human experience. For
example, the benefits of spirituality and religious faith for mental and
physical health have received a great deal of professional and popular at-
tention that can be applied to all sorts of concerns and issues (Plante &
Sherman, 2001). Much of the research examining happiness can be ap-
plied to help others maximize the chances that they can be happy regard-
less of the stressors they face (Myers, 2000). For example, resilient people
are not necessarily those who experience the least amount of stress but are
those who have coping strategies and personality styles that tend to help
them deal better with the stressors that come their way relative to less re-
silient people (Masten, 2001). The new emphasis on positive psychology
will hopefully help clinical psychologists better help those who come to
them for counseling and consultation and help the public learn more about
what is right about the human condition (Keys & Haidt, 2003).
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family to behave in certain prescribed ways
between sessions.

The Strategic Approach: The strategic ap-
proach was developed by Jay Haley (1973,
1987) and others such as Milton Erikson
(1980) to help professionals deal more ef-
fectively with resistance in their work. The 
approach utilizes very active and direct in-
volvement by the clinician. The strategic per-
spective maintains that any attempt to change
a member or set of members within a family
system will be met with resistance and sabo-
tage (conscious or unconscious). Therefore,
the professional must find ways to combat this
resistance by directing and altering the behav-
ior of the family. One of the most common and
well-known examples of a strategic interven-
tion involves the use of paradoxical techniques.
Paradoxical approaches are often referred to
by the general public as “reverse psychology.”
Paradoxical techniques involve prescribing
the symptom of concern in an exaggerated
form and so it appears to contradict the goals
of intervention. For example, a child who ter-
rorizes the family with frequent and intense
temper tantrums might be encouraged by the
professional to yell and scream louder: “Yell
louder—I don’t think you are trying hard
enough and I’m sure people in the next room
cannot hear you.” Strategic theorists believe
that since people resist direct interventions to
change the family system, the clinician can as-
sist others in reaching intervention goals by
asking the client to do the opposite of those
goals. For example, a strategic therapist might
encourage Mary to schedule her panic attacks
throughout the day and to never leave her
house. Since resistance can be expected, Mary
would likely have difficulty scheduling fre-
quent panic attacks and have trouble staying
in her home. Therefore, the ultimate goals of
therapy (decreased panic and increased inde-
pendence) are likely to be met. Using these
paradoxical techniques is both controversial

and risky (e.g., asking an anorexia nervosa pa-
tient to further decrease food consumption
could be ill-advised and tantamount to mal-
practice).

Strategic techniques assume that people
will be resistant to the suggestions. They also
assist the client in being more aware of the
undesirability of the problematic behaviors as
well as provide the client with a greater sense
of control. For example, Mary may find it
dull to stay home all day beyond her usual at-
home schedule and she may wish to do some-
thing other than have a panic attack at the
therapist’s prescribed time of day.

Another technique utilized by strategic 
clinicians is reframing. Reframing involves
reinterpretation of a behavior or issue in a new
and different light. Therefore, behaviors con-
sidered negative by the family may be reinter-
preted as being positive. For example, a child
who steals might be viewed as trying to alert
the family to their emotional deprivation and
neediness. Mary’s panic behavior might be re-
framed as being an attempt to stay close to her
husband and to help him feel more powerful
and masculine. An adolescent who has run
away from home and made poor choices could
be viewed as “doing the wrong things for the
right reasons” (i.e., increased independence).

The Narrative Approach: The narrative ap-
proach (M. White, 1986; M. White & Ep-
ston, 1990) holds that family members
conceptualize their problems and concerns
through a series of stories about their lives
and various members of the family system.
Using techniques such as externalizing and
relative influence questioning, professionals
assist family members in relating their stories
in a more objective manner, allowing them to
take a less negative and blaming approach to
family problems. The narrative approach
highlights the restraining influence that cer-
tain ideas and stories place on people. For ex-
ample, an abusive male may feel that women
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are property and that they should have less
power and influence than men. He may feel
that he protects his weak, unstable, and infe-
rior wife and that she would be in a great
deal of trouble trying to survive without him.
He may describe their relationship as one
where he constantly protects her while she
resists his efforts. These myths and world-
views influence his behavior toward women.
Mary and her family might be asked, for ex-
ample, to relate their story of Mary’s
mother’s panic attacks and the role Mary’s
mother had on the development of family re-
lationships and activities. They may be asked
to discuss family stories about Mary’s mother
and examine what beliefs and myths play a
role in current family functioning.

Understanding Mary from Different
Theoretical Orientations

One of the major theoretical models fre-
quently is applied to clinical cases encoun-
tered by practicing psychologists. Mary’s
case study will be presented and separate
psychodynamic, cognitive-behavioral, hu-
manistic and family systems formulations
applied to illustrate the use of these models
in actual practice. It is important to note the
unidimensional nature of the formulations
presented, as they further illustrate the use-
fulness of integration and multidimensional
intervention subsequently emphasized in
Chapter 6.

Psychodynamic Formulation
and Plan

Mary’s panic attacks and agoraphobia (fear of
leaving home and other safe places) date back
to the intense anxiety and guilt associated
with the loss of her father during the height-
ened attachment of the oedipal period of de-
velopment. Mary has not worked through this

loss, so this interrupted attachment has led to
tentative object relations, a view of the world
as unpredictable and dangerous, and intense
insecurity and lack of ego strength, which
manifests in overt panic away from home,
church, and other secure attachments. Mary’s
own mother’s depression and anxiety after her
husband’s death may have rendered her emo-
tionally unavailable to Mary, thus heightening
Mary’s oral dependency needs and weight
problem. Psychoanalytically oriented treat-
ment would focus on working through the
loss of her mother. Transference themes in-
volving ambivalent attachment to the thera-
pist (i.e., conflicting feelings of neediness and
fear of loss), anger at anticipated loss and re-
jection, and the desire to be emotionally nur-
tured likely will be areas of focus leading
ultimately to greater trust in relationships, a
strengthened ego, and the ultimate resolution
of her symptoms.

Cognitive-Behavioral Formulation
and Plan

Mary’s panic and agoraphobia are the result
of learned behavior modeled by her own
mother’s struggle with these behaviors. Mary
learned a set of beliefs through her mother’s
example: The world was not safe, sudden
death was imminent, and she had little re-
sources with which to cope independent of
the help of others. Mary and her mother also
attained significant reinforcement for their
symptoms, as their confinement to home,
inability to work, and dependent behaviors
successfully solicited assistance, nurturance,
and protection from others. Treatment would
best incorporate cognitive-behavioral tech-
niques involving exposure, response preven-
tion, shaping, and reinforcement. Thus, Mary
would be encouraged to recreate her symp-
toms of panic in the therapist’s office, and de-
velop strategies to interrupt and overcome
these symptoms. She would be encouraged to
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gradually expose herself to feared situations,
such as taking a bus or going alone to the
store, and learning that each situation does
not result in panic. Her therapist will teach
her relaxation techniques such as diaphrag-
matic breathing to afford her tools for alleviat-
ing her own symptoms if and when they
occur. Reinforcers, such as her family’s admi-
ration and praise and greater freedom to leave
home will encourage healthy behavior. A be-
havioral program could also be implemented
to assist Mary with weight loss. Thus, a set of
cognitive-behavioral interventions will be
useful in reducing Mary’s symptoms of panic,
agoraphobia, inability to work, and obesity.

Humanistic Formulation and Plan

Mary’s panic mirrors her existential anxiety
and phenomenological experience of the
world as lonely and risky. Mary has been de-
prived of support, empathy, and validation
for her internal experience, and by feeling dis-
empowered, has not assumed responsibility
for herself and her life. Humanistic therapy
would involve a highly supportive and empa-
thetic approach wherein the therapist listens
with respect and positive regard for Mary
without judging or pathologizing her experi-
ence. The therapist would encourage Mary to
express all of her feelings, fears, and beliefs
while supportively affirming her experience
and gently helping her move toward assuming
greater levels of acceptance and responsibility
for herself.

Family Systems Formulation
and Plan

Mary, the identified patient, is manifesting
symptoms of a larger dysfunctional system.
Mary’s family of origin encouraged depend-
ent behavior in the service of keeping family
members closely tied to one another. In
Mary’s present family, Mary’s dependent role

is supported by her husband and children in
several ways. First, generational boundaries
have been altered such that Mary’s children
assumed a parentified role in taking care of
her, affording them a closer alliance with
their father and a relief from their mother’s
threatened anxiety attacks. Mary’s husband
had been empowered in his role as Mary’s
driver, escort, and sole breadwinner, until re-
cent financial circumstances have threatened
the family system. Treatment would involve
family sessions with the entire family initially
and later with Mary and her husband. A
strategic intervention might involve having
Mary’s family members insist on escorting
her everywhere and helping her with every-
thing, exaggerating her symptoms to the
point where these interactions become un-
bearably smothering, resulting in her insis-
tence on independence. Her symptoms could
be reframed as forms of communication. In-
stead of expressing panic, Mary could be en-
couraged by family members to explicitly
state the intended communication, for exam-
ple, “I need to know that I am cared about.”
Generational boundaries would be restruc-
tured such that Mary and her husband unite
in the parental role and enable the children
to assume less responsibility for Mary’s needs
in the future.

Conclusion

The case example of Mary explicates how each
of the four major theoretical models might be
applied toward understanding and treating
problematic behavior. Each school of thought
has strengths and weaknesses and makes some
contribution to both understanding Mary’s
concerns and offering intervention strategies.
However, the reality of contemporary psychol-
ogy involves integrative ideas and efforts. For
example, it may be useful to provide cognitive-
behavioral interventions to Mary in the con-
text of a supportive therapeutic relationship
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that assists her in resolving the death
of her father and developing a heightened
sense of self-efficacy. Involving her husband
in the treatment may also have numerous
benefits. Collaboration with medical profes-
sionals, her priest and church community, and
other resources may provide a comprehensive
and perhaps optimal treatment approach.
Chapter 6 fully expands this theme of integra-
tion in contemporary clinical psychology and
explores the advances and applications of inte-
grative perspectives to emotional and behav-
ioral problems.

The Big Picture

Theoretical approaches provide a compre-
hensive framework for understanding behav-
ior and planning intervention. Whether a
psychologist is conducting research, teach-
ing, or providing clinical services, using a
theoretical approach helps to provide compe-
tent and theory-driven strategies. Without
these perspectives, a professional would
“wing it” each time he or she engaged in pro-
fessional activities, deprived of useful guide-
lines for direction in his or her work. Some
professionals mistakenly maintain rigid ad-
herence to a particular approach hoping that
it can be universally applied to each and
every situation and person. Strict adherence
to a theoretical approach can result in lim-
ited, rigid views of human behavior and be-
havioral change and cult-like zealousness.
Whereas each approach has its advantages
for understanding behavior and offers ideas
for intervention, this limited view might lead
a psychologist to overlook important alterna-
tives to understand, explain, and treat pa-
tients and thus fail to provide effective
assessment and treatment.

Some perspectives lend themselves to
research better than other approaches. 
For example, research has been extensively

conducted on assessment and treatment
using the behavioral approach while much
less research has been conducted using the
humanistic/existential approach. The vast
majority of empirically validated treatments
favor the behavioral approach. However, it
would be incorrect to suggest that the be-
havioral approach is the superior approach.
Each of the four major psychological per-
spectives offer a helpful way to view human
behavior and useful strategies for assessment
and intervention. Furthermore, all four ap-
proaches have been enormously influential
in contemporary clinical psychology and
have been integrated into current theory
and practice.

The evolution of clinical psychology has
witnessed increasing integration of various
theoretical perspectives. While some argue
that integrating approaches is a mistake and
akin to mixing apples and oranges, more and
more psychologists are integrating various
theoretical perspectives and techniques with
success. Biological, psychological, and socia-
logical factors clearly influence emotional, be-
havioral, and interpersonal functioning.
Furthermore, as more research and clinical ex-
perience help to uncover the mysteries of
human behavior, approaches need to be
adapted and shaped in order to best accommo-
date these new discoveries and knowledge. The
future will likely further expand the biopsy-
chosocial perspective by better understanding
the interplay between biological, psychologi-
cal, and social influences on behavior and tar-
geting interventions that better suit these
influences.

Key Points

1. Theoretical approaches are worldviews or
philosophies about human behavior. They
provide a psychologist with a conceptual
understanding of why humans behave as
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they do, and a coherent structure for con-
ducting research, assessment, treatment,
and consultation concerning emotional,
behavioral, or interpersonal problems. As
clinical psychology has evolved over the
past several decades, more integrative
perspectives have emerged.

2. The psychodynamic perspective sug-
gests that human behavior is influenced
by intrapsychic drives, motives, con-
flicts, impulses, and other largely un-
conscious forces. Various adaptive and
maladaptive defense mechanisms are
used by the ego to deal with conflicts,
needs, wishes, and anxieties. Early ex-
periences and relationships are viewed
as playing a critical and enduring role in
development and adult behavior. In-
sight into these mostly unconscious in-
fluences, as well as the working-
through process, help to improve psy-
chological functioning and behavior.
The psychodynamic method subsumes
Freud’s psychoanalytic approach, the
revisionist approaches, and object rela-
tions theories.

3. Basic assumptions that comprise the
foundation of the cognitive-behavioral
approach include: emphasis on current
rather than past experiences and measur-
able and observable behavior, the impor-
tance of environmental influences on the
development of both normal and prob-
lematic behavior, and empirical research
methods to validate assessment and treat-
ment strategies. Operant conditioning,
classical conditioning, social-learning, and
cognitive perspectives represent varia-
tions within the cognitive-behavioral per-
spective.

4. The humanistic perspective assumes a
phenomenological approach that empha-
sizes the person’s perception and experi-
ence of his or her world. The humanistic
perspective tends to view people as being

active, thinking, creative, and growth
oriented. Helping others is partially ac-
complished through understanding con-
cerns, feelings, and behavior as viewed
by the patient. Humanistic therapists
tend to assume that people are basically
well intentioned and that they naturally
strive toward growth, love, creativity,
and self-actualization. The humanistic
perspective includes the client-centered
approach, Maslow’s hierarchy of needs,
and the gestalt approach.

5. The family systems approach focuses on
improved communication among family
members and a de-emphasis on the prob-
lems of any one member of the family.
The family systems approach emphasizes
systems theory, that is, any change or
problem in one aspect of the system im-
pacts and alters other aspects of the fam-
ily system. Structural, strategic, Milan,
and narrative methods represent some of
the variations within family systems the-
ory and practice.

Key Terms

Active Listening
Behavioral Rehearsal
Classical Conditioning
Client-Centered
Cognitive-Behavioral
Congruence
Contingency Management
Counterconditioning
Countertransference
Defense Mechanisms
Denial
Differentiation
Disengagement
Ego
Empathy
Enmeshment
Exposure
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Family Systems
Free Association
Gestalt
Humanistic
Id
Insight
Joining
Milan Approach
Narrative
Object Relations
Oedipus Complex
Operant
Paradoxical Technique
Peak Experience
Psychodynamic
Psychosexual Stages
Reframing
Repression
Revisionists
Self-Actualization
Self-Efficacy
Social Learning
Strategic
Structural Approach
Superego
Theoretical Orientation
Thought Stopping
Transference
Unconditional Positive Regard
Working Through

For Reflection

1. What are theoretical approaches in clin-
ical psychology and how are they used?

2. What are the advantages and disadvan-
tages of using theoretical approaches?

3. What are the advantages and disad-
vantages of integrating theoretical ap-
proaches?

4. Compare and contrast the psychody-
namic, cognitive-behavioral, humanistic,
and family systems approaches. What

are the strengths and weaknesses of each
approach?

5. How does the Freudian approach differ
from the revisionists and object relations
approaches?

6. How does the operant approach differ
from the classical conditioning and social
learning approach?

7. How does the cognitive approach differ
from the strict behavioral approach?

8. How does the client-centered approach
differ from the gestalt approach?

9. How does the structural approach differ
from the strategic approach?

10. Who are the founders of the psychody-
namic, cognitive-behavioral, humanistic,
and family systems approaches?

11. What unique contribution is provided
in understanding behavior and offering
assessment and intervention strate-
gies for each of the major theoretical 
approaches?

Real Students, Real Questions

1. Integration of approaches seems much
harder than just using one approach with
everyone. Is it?

2. What kind of tensions exist between dif-
ferent professions regarding integrating
approaches?

3. How does the integrative biopsychoso-
cial approach mesh with the emphasis
on empirically supported treatment ap-
proaches?

Web Resources

www.americanheart.org
Learn more about heart disease from the
American Heart Association.
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www.cancer.org
Learn more about cancer from the American
Cancer Society.

www.adaa.org
Learn more about anxiety disorders.

www.ocfoundation.org
Learn more about obsessive-compulsive dis-
order.

www.aabt.org
Learn more about cognitive and behavioral
approaches to treatment.

www.apsa.org
Learn more about psychodynamic approaches.
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Integrative and Biopsychosocial
Approaches in Contemporary

Clinical Psychology

Chapter Objective
1. To highlight and outline how contemporary clinical

psychology integrates the major theoretical models using a
biopsychosocial approach.

Chapter Outline
Highlight of a Contemporary Clinical Psychologist:

Paul L. Wachtel, PhD
The Call to Integration
Biopsychosocial Integration
Synthesizing Biological, Psychological, and Social Factors in

Contemporary Integration
Application of the Biopsychosocial Perspective to Contemporary

Clinical Psychology Problems

Highlight of a Contemporary Clinical Psychologist

Paul L. Wachtel, PhD

Dr. Wachtel combines a full-time academic career with a small private
practice.

Birth Date: July 28, 1940

College: Columbia University, (AB, Psychology), 1961

Graduate Program: Yale University, (PhD, Clinical Psychology), 1965

Clinical Internship: Yale Psychiatric Institute

Postdoctoral Fellowship: New York University (Psychoanalysis and
Psychotherapy)

Current Job: Distinguished Professor of Psychology, City University of
New York

Pros and Cons of Being a Clinical Psychologist:

Pros: “For me, what is most exciting about the field is that one can bring
into play one’s heart and one’s mind, and that they are not in opposition
but work in tandem. The fact that ours is a field with strong contending

6
C h a p t e r
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points of view presents a stimulating intellec-
tual challenge to integrate and reconcile these
opposing positions.”

Cons: “Clinical psychology is not a field for
anyone who does not have considerable toler-
ance for ambiguity. Those who need to impose
a false or premature clarity oversimplify and
do a disservice to the field and to themselves.”

Future of Clinical Psychology: “Much de-
pends on how long the public tolerates the
privations managed care will force upon
them. When the bottom line takes precedence
over human needs, we are manifesting a false
understanding of economy or efficiency. If
there is public outcry over lack of choice and
decreased access to treatment, the future of
the field is bright. If the public passively ac-
cepts a decline in our quality of life, not only
clinical psychology will suffer.”

What are some of the hot issues in theo-
retical integration? “A key issue in the
realm of theoretical integration is the ques-
tion of how best to train new therapists inte-
gratively. There are those who view a solid
grounding in a single point of view as the best
starting point. I agree that beginning students
long for a less complex or ambiguous ap-
proach, one that has clear ‘rules.’ But pa-
tients, fortunately or unfortunately, do not
cooperate with this desire. They come in all
sizes and shapes with quite varying needs. It
is thus best, in my view, to start out right
away learning how to confront this complex-
ity. Some grounding orientation is probably
useful—I concur with Stanley Messer’s con-
tention that most theoretical integration is as-
similative integration, integrating new ideas
and methods into an already existing schema.
But it seems to me essential that even the ini-
tial grounding orientation not be one of the
‘schools’ that are associated with a clique-
like professional association but rather an
open-minded and flexible version of whatever

orientation is the new therapist’s home base.
Put differently, whether one begins from a
base in psychoanalysis, cognitive-behavioral
therapy, family therapy, or experiential-
humanistic therapy, it is best to start with a
version that has built-in openings for inte-
grating the other points of view.”

How does the biopsychosocial model
relate to your view of integrative ap-
proaches? “It seems to me that any really
adequate integrative approach must be a
biopsychosocial approach. The question re-
ally is which version of biopsychosocial
thinking to employ. We are clearly biological
creatures whose genetics, anatomy, physiol-
ogy, and biochemistry powerfully influence
our psychological outlook and behavior. At
the same time, human beings are immersed
in myriad social and cultural webs and con-
texts that must not be (but sadly often are)
ignored. It is in the understanding of the 
particular way that the multiple reciprocal
influences among biological, cultural/
economic/social/political, and more mani-
festly psychological influences shape our be-
havior and experience that different theories
assume different characteristics. Ultimately,
we must all be striving toward a unified vi-
sion that integrates the influences and obser-
vations that characterize each competing
point of view.”

Typical Schedule:
8:00 See patient in psychotherapy session.
9:00 Travel to university and work on research.

10:00 Research session continues.
11:00 Research session continues.
12:00 Meet with students.

1:00 Meet with students.
2:00 Teach class.
3:00 Teach class.
4:00 Meet with students and travel back to

private office.
5:00 See patient in psychotherapy.
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Having now reviewed the four major
theoretical models in psychology in

Chapter 5, this chapter illustrates how inte-
gration is achieved in the actual science and
practice of clinical psychology. In addition to
psychological perspectives per se, a full inte-
gration of human functioning demands a
synthesis of psychological factors with both
biological and social elements. This combina-
tion of biological, psychological, and social
factors comprises an example of contempo-
rary integration in the form of the biopsy-
chosocial perspective. This chapter describes
the evolution of individual psychological per-
spectives into a more comprehensive biopsy-
chosocial synthesis perhaps first touched
upon 2500 years ago by the Greeks.

The Call to Integration

While there are over 400 different types of ap-
proaches to psychotherapy and other profes-
sional services offered by clinical psychologists
(Karasu, 1986), the major schools of thought
reviewed and illustrated in Chapter 5 have
emerged during the twentieth century as the
primary perspectives in clinical psychology. As
mentioned, these include the psychodynamic,
cognitive-behavioral, humanistic, and family
systems approaches. Prior to the 1980s, most
psychologists tended to adhere to one of these
theoretical approaches in their research, psy-
chotherapy, assessment, and consultation.
Numerous institutes, centers, and professional
journals were (and still are) devoted to the
advancement, research, and practice of indi-
vidual perspectives (e.g., Behavior Therapy and
International Journal of Psychoanalysis). Pro-
fessionals typically affiliate themselves with
one perspective and the professional journals
and organizations represented by that perspec-
tive (e.g., Association for the Advancement of
Behavior Therapy), and have little interaction

or experience with the other perspectives or
organizations. Opinions are often dogmatic
and other perspectives and organizations
viewed with skepticism or even disdain. Sur-
prisingly, psychologists with research and sci-
ence training sometimes choose not to use
their objective and critical thinking skills when
discussing the merits and limitations of theo-
retical frameworks different from their own.
Choice of theoretical orientation is typically a
by-product of graduate and postgraduate train-
ing, the personality of the professional, and the
general worldview held of human nature.
Even geographical regions of the country have
been historically associated with theoretical
orientations among psychologists and other
mental health professionals. For example, the
psychoanalytic approach has been especially
popular in the northeastern part of the United
States, and the behavioral approach has been
especially popular in the midwestern and
southern parts of the United States.

However, unidimensional approaches have
been found to be lacking and of limited
use in their approach to the full spectrum of
psychological problems. Research has gener-
ally failed to demonstrate that one treatment
perspective is more effective than another
(Beckham, 1990; M. Lambert, Shapiro, &
Bergin, 1986; Luborsky et al., 2002; Messel &
Wampold, 2002; M. Smith et al., 1980). About
45% of the improvements in psychotherapy,
for example, may be attributable to common
factors found in all major theories and ap-
proaches (M. Lambert, 1986). Furthermore,
some research has suggested that less than
15% of treatment outcome variance can be
accounted for by specific techniques (Beutler,
Mohr, Grawe, Engle, & MacDonald, 1991; M.
Lambert, 1986; Luborsky et al., 2002). Studies
have suggested that a combination of perspec-
tives and techniques may even have powerful
synergistic effects (Lazarus, 1989; Messer &
Wampold, 2002; Norcross & Goldfried, 1992).
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Therefore, both research and practice suggest
that religious adherence to only one perspec-
tive may be counterproductive and naive for
most clinical problems.

In reviewing the major theoretical ap-
proaches in clinical psychology, it may seem
clear that each perspective offers unique con-
tributions toward a better understanding of
human behavior and assisting those who seek
professional psychological services (Beutler &
Groth-Marnat, 2003; O’Brien & Houston,
2000). Adherence to only one school of
thought, however, can be rigid and ultimately
limiting. In the words of Arnold Lazarus
(1995), “Given the complexity of the subject
matter, it seems unlikely that any single ap-
proach can possess all the answers. So why
wear blinders? Why not borrow, purchase,
pilfer, import, and otherwise draw upon con-
ceptions and methods from diverse systems
so as to harness their combined powers”
(p. 399). While no one theory has a lock on
the truth or the keys to behavior change, per-
haps each has something very important to
offer in the greater puzzle of “truth.”
Furthermore, debate about which school of
thought reigns supreme seems to become
moot in the ensuing context of integration
(Arnkoff & Glass, 1992). As expressed by Sol
Garfield and Allen Bergin (1986), “a decisive
shift in opinion has quietly occurred . . . the
new view is that the long-term dominance of
the major theories is over and that an eclectic
position has taken precedence” (p. 7).

Commonalities among Approaches

With so much emphasis on differences, it is
often overlooked that there is some degree of
overlap among many of these perspectives.
For example, some of the major concepts ar-
ticulated in one perspective are also expressed
in other perspectives, using different terms
and language. Those immediate and unfiltered
thoughts and feelings that come to mind are

referred to as free associations for those from a
psychodynamic perspective and automatic
thoughts in the cognitive-behavioral lexicon.
Both approaches highly value and integrate
free association/self-talk into their under-
standing and treatment of human behavior.
Attempts to translate the language of one
perspective into another have occurred since
1950, beginning with the work of Dollard and
Miller.

Since research tends to support the notion
that one theoretical framework is not superior
to another in treating all types of problems,
the examination of common denominators
among the different theoretical perspectives
has attempted to isolate common factors
(Goldfried, 1991). This research has suggested
that providing the patient with new experi-
ences within and outside of the therapy ses-
sion is common in all types of psychotherapies
(Brady et al., 1980). Goldfried (1991) stated
that all psychotherapies encourage the patient
to engage in corrective experiences and that
they all provide some form of feedback to the
patient. Additional similarities discussed by
J. Frank (1973, 1982) and others include a
professional office associated with healing and
being helped; a trained mental health profes-
sional who is supportive, thoughtful, profes-
sional, and perceived as an expert in human
behavior; enhanced hope that thoughts, feel-
ings, and behaviors can change for the better;
fees associated with service; and the avoidance
of dual relationships (e.g., avoidance of sexual
relationships or friendships with patients).

James Prochaska (1984) discussed com-
monalities among theoretical orientations by
examining the process of change across dif-
ferent types of problems and different meth-
ods of treatment. In his analysis of different
orientations to behavior change, he isolated
a variety of universal stages, levels, and
processes of change. His theory includes 
five stages of change (i.e., precontempla-
tion, contemplation, preparation, action,
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and maintenance), five levels of change (i.e.,
symptoms, maladaptive cognition, current
interpersonal conflicts, family/systems con-
flicts, past interpersonal conflicts), and 10
change processes (i.e., consciousness raising,
catharsis/dramatic relief, self-evaluation, en-
vironmental reevaluation, self-liberation, so-
cial liberation, counterconditioning, stimulus
control, contingency management, and help-
ing relationship). While it is beyond the scope
of this chapter to outline the specifics of Pro-
chaska’s model, for a more detailed account
see Prochaska (1984, 1995, 2000) and Pro-
chaska and Norcross (1994, 2002). Although
Prochaska’s perspective has a cognitive-
behavioral flavor to it, his theory of change is
atheoretical in that it is not based on any one
theoretical perspective and can be applied to
all perspectives.

Efforts toward Integration

The integration of theoretical and treatment
perspectives is challenging and complex. Each
perspective has its own language, leaders,
and practices. Furthermore, research is chal-
lenging to conduct because what happens in
a laboratory or research clinic may be very
different from what happens in a clinician’s
office. For example, a treatment manual that
clearly specifies a behavioral intervention for
panic disorder used in research is likely not
used in clinical practice. Efforts at integra-
tion tend to occur in one of three ways: (1)
integrating the theories associated with each
perspective, (2) developing an understanding
of the common factors associated with each
perspective, and (3) using eclectism in a
practical way to provide a range of available
intervention strategies (Arkowitz, 1989,
1992). Most attempts to integrate perspec-
tives have involved the integration of psy-
chodynamic and behavioral approaches.
Perhaps this is due to the fact that during
most of the twentieth century, the majority

of clinical psychologists have identified them-
selves (with the exception of eclectism) as
being either psychodynamically or cognitive-
behaviorally oriented.

Paul Wachtel (1977, 1982, 1987, 2002)
has been a significant contributor to the
evolving framework of integration between
the psychodynamic and behavioral points of
view. Wachtel was one of the first profession-
als to integrate psychodynamic and behav-
ioral approaches. For example, Wachtel uses
the psychodynamic perspective in focusing
on early childhood experiences as well as the
notion that unconscious conflicts result in
problematic feelings and behaviors. He uses
the behavioral principal of reinforcement in
the present environment to understand vari-
ous ongoing emotional, psychological, and
behavioral problems. Wachtel further notes
that behavioral interventions can improve in-
sight while insight can lead to behavioral
change (Wachtel, 1982).

Many authors (e.g., Castonguay, Reid,
Halperin, & Goldfried, 2003; Gill, 1984; Nut-
tall, 2003; Stern 2003) report that psychody-
namic and cognitive-behavioral theories have
clearly been integrated with much success.
Psychodynamic therapies have increasingly
incorporated cognitive-behavioral theories
and practices into their perspectives. For ex-
ample, many psychodynamic thinkers have
become interested in the cognitive influences
of maladaptive beliefs about self and others in
interpersonal relationships (Horowitz, 1988;
Strupp & Binder, 1984). Furthermore, interest
in providing briefer treatments has resulted
in the incorporation of cognitive-behavioral
problem-solving strategies in dynamic therapy
(Strupp & Binder, 1984). Some psychody-
namic approaches have also endorsed the
behavioral and humanistic principles of focus-
ing on the present or here and now (I. Weiner,
1975). Contemporary cognitive-behavioral
orientations have incorporated the psychody-
namic view that attention must be paid to the
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nature of the therapeutic relationship be-
tween the therapist and patient as well as the
need for insight to secure behavioral change
(Dobson & Block, 1988; M. Mahoney, 1988).

Other efforts toward theoretical integration
have occurred using family systems theory
(Kirschner & Kirschner, 1986; Lebow, 1984),
humanistic approaches (Wandersman, Pop-
pen, & Ricks, 1976), and interpersonal theory
(J. Andrews, 1991). For example, the human-
istic orientations have endorsed the scientific
approach of the cognitive-behavioral orienta-
tion (Bugental, 1978) as well as the role of
cognition in promoting growth (Bohart, 1982;
A. Ellis, 1980). The behavioral approaches have
incorporated family systems theory into their
efforts at developing behavioral family therapy
(Jacobson, 1985; Jacobson & Margolin, 1979).
Using a broader framework, some authors
have looked toward an integration of biologi-
cal, cognitive, affective, behavioral, and inter-
personal elements of human behavior (J.
Andrews, 1991; Beckham, 1990; G. Schwartz,
1984, 1991). Rather than looking at the major
theoretical perspectives as being mutually ex-
clusive, these authors experience them as all
having some corner of the truth, which needs
to be examined and pieced together in order to
understand behavior and offer useful inter-
vention strategies (Beutler & Groth-Marnat,
2003; O’Brien & Houston, 2000).

Eclecticism

Professionals maintaining an eclectic or inte-
grative approach to their work tend to use
whatever theories and techniques appear to
work best for a given patient or problem.
Thus, once the psychologist has an adequate
understanding of the patient’s problems or
symptoms, he or she uses strategies from
various perspectives to design a treatment
plan best suited to the unique needs of each
patient. Lazarus (1971) argued that profes-
sionals can use techniques from various

theoretical orientations without necessarily
accepting the theory behind them. For exam-
ple, a psychodynamically oriented psycholo-
gist might help a patient learn relaxation
techniques such as diaphragmatic breathing
or muscle relaxation in order to help control
feelings of anxiety and panic. The therapy
would continue to pursue the underlying
basis for these symptoms while affording the
patient some immediate relief. A cognitive-
behaviorally oriented psychologist might ask
a patient who is troubled by insomnia associ-
ated with frequent nightmares to describe
his or her disturbing dreams and inquire
about the patient’s insights into these
dreams. A humanistic psychologist might in-
vite a patient to examine irrational beliefs.
Irving Weiner stated that, “effective psy-
chotherapy is defined not by its brand name,
but by how well it meets the needs of the pa-
tient” (I. Weiner, 1975, p. 44). This has be-
come the “battle cry” of many clinical
psychologists. In many ways, someone seek-
ing the professional services of a clinical psy-
chologist is much more interested in
obtaining help for his or her particular prob-
lem(s) than embracing the particular theo-
retical orientation of the psychologist. Also,
they generally want immediate help with
what ails them, not an intellectual discussion
or understanding about the philosophy of
human behavior. Also, they usually want an
approach that is consistent with their per-
sonality and own perspective to problems.
However, Eysenck (1970) and others have
warned that eclectism can be a “mish-mash
of theories, a hugger-mugger of procedures,
a gallimaufry of therapies” (p. 145). Con-
cerns about eclectism suggest that it can re-
sult in a passing familiarity with many
approaches but competence in none, as well
as muddled and unfocused thinking.
Nonetheless, numerous surveys have re-
vealed that eclectic approaches have become
more and more common and popular among
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clinical psychologists (e.g., Norcross, Hedges,
et al., 2002; Norcross, Karpiak, & Santoro,
2004). In fact, integrative approaches have
been the most commonly endorsed theoretical
approaches by clinical psychologists during the
past several decades (Norcross et al., 2004).

An excellent and influential example of an
eclectic approach is the multimodal approach
of Arnold Lazarus (1971, 1985, 1986, 1996).
In the multimodal approach, treatment re-
flects the patient’s needs based on seven as-
pects of behavior. These include behavior,
affect, sensation, imagery, cognition, interper-
sonal relationships, and drugs (referred to as
BASIC ID). Interventions include cognitive-
behavioral techniques such as imagery, bio-
logical interventions such as medication, and
humanistic strategies such as empty chair ex-
ercises and reflection. Although the work of
Lazarus has a cognitive-behavioral slant,
many noncognitive-behavioral techniques
and approaches are used in the multimodal
approach.

Beyond Psychological Models

As clinical psychology has evolved, more com-
plex theories of human behavior and behavior
change have developed utilizing and integrat-
ing the major theoretical psychological per-
spectives in conjunction with biological and
social factors. Furthermore, multidimensional
and integrative approaches to intervention
that reflect a biopsychosocial synthesis have
become the trend in contemporary clinical
psychology (Kampaux, 2003; Lam, 1991; Nor-
cross et al., 2003)). Formal education in the
biological, psychological, and social influences
of behavior have become a requirement for
licensure in most states. No longer can a psy-
chologist master only one theoretical per-
spective while remaining oblivious to other
perspectives and hope to obtain a license to
practice in his or her state. For example, if
a patient requests treatment by a clinical

psychologist for tension headaches associated
with stress, the psychologist must be able to
appreciate the biological, psychological, and
social influences on the patient’s symptoms.
While not all psychologists can treat all prob-
lems, it is incumbent on practitioners to at
least know when to make appropriate refer-
rals. The headaches might be associated with
stress but they could also be associated with
medical problems such as a migraine, brain
tumor, or other serious neurological condi-
tion. The competent psychologist would re-
quest that the patient be evaluated by a
physician in order to rule out these other im-
portant medical possibilities prior to treating
the headaches with biofeedback, relaxation
training, psychotherapy, or other psychosocial
interventions and strategies in conjunction
with any appropriate medical treatment. If
a member of a particular religious or ethnic
group seeks treatment for an emotional
problem, it is important to have adequate
awareness and understanding regarding the
influences of culture on the behavior or prob-
lem in question (American Psychological As-
sociation [APA], 2003; D. Sue & Sue, 2003;
S. Sue, 1983, 1988). Ignorance regarding the
role of ethnicity, culture, and gender in behav-
ior is no longer tolerated in most professional
circles. Examining the biological, psychologi-
cal, and social influences on behavior has be-
come fundamental in clinical psychology and
defines the biopsychosocial framework.

For example, a disabled Latino child, re-
cently immigrating from El Salvador, experi-
ences depression and posttraumatic stress
disorder following an experience of sexual
abuse perpetrated by a family member. The
school teacher notices an increase in sexual-
ized and inattentive behaviors and refers the
child to a psychologist who consults with the
school. The child tells the psychologist about
the sexual abuse and the psychologist, as re-
quired by law, must break confidentiality and
report the abuse to the state child protection
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agency. The bilingual psychologist might treat
the child and members of the family with a
variety of intervention strategies. The range
of interventions might include (1) psychody-
namic approaches to increase insight and
access unconscious anger and resentment,
(2) cognitive-behavioral strategies to manage
anxiety symptoms and inattentive behavior
at school, (3) referral to a psychiatrist for
evaluation of the possible use of medication
to address the depression, (4) referral to a
pediatrician to evaluate potential medical
problems associated with the abuse, (5) so-
cial and community support and interven-
tions to address cultural issues associated
with being an El Salvadoran immigrant as
well as legal issues associated with the vic-
timization, (6) family systems approaches to
help the entire family cope with the current
crisis and avoid future abuse, and (7) hu-
manistic approaches to help support and ac-
cept the feelings and behavior of the child
and family. This example demonstrates the
need to intervene broadly with a wide arse-
nal of tools given the complexity of issues
within the individual and larger family and
social systems.

Biopsychosocial Integration

Whereas psychologists have increasingly uti-
lized combined and multimodal psychological
models and interventions, contemporary psy-
chology has looked beyond even its own field
into biological and sociological realms to en-
hance its scope and usefulness. The combined
effects of biological, psychological, and social
factors on behavior have led to the term
biopsychosocial, and represents an increasingly
appreciated comprehensive approach in clini-
cal psychology. While biological, psychologi-
cal, and social factors are all viewed as
relevant in this perspective, they may not
each be equal in their contribution to every

problem or disorder. Thus, in the case of a pri-
marily biological disorder such as childhood
leukemia, for example, psychological and so-
cial factors provide important contributions to
the course and treatment of the disease but
are not given equal etiological or treatment
consideration. Similarly, while a grief reaction
following the loss of a loved one may at first
glance appear purely psychological, social fac-
tors such as family and community support as
well as biological factors such as sleeping and
eating patterns can complicate or alleviate the
severity of symptoms. Thus, an intelligent
blending and weighing of these three factors
comprise the challenge of biopsychosocial in-
tegration. Having described the major psycho-
logical approaches in detail in Chapter 5, the
nature of biological and social factors on be-
havior will be described in this section, leading
to clinical examples of biopsychosocial inte-
gration in contemporary practice.

Biological Factors

Since Hippocrates, the close association be-
tween biology and behavior has been ac-
knowledged, but not always fully integrated
into treatment. Recent advances in medicine
and the biological sciences have furthered
our awareness of the intimate connection be-
tween our physical and psychological selves
(Institute of Medicine, 2001). A full under-
standing of any emotional or behavioral
problem must therefore take into considera-
tion potential biological factors.

Some authors have attempted to explain
human behavior in terms of biological, ge-
netic, and evolutionary influences (Pinker,
2003; Thase, Jindal, & Howland, 2002). For
example, it is well known that there is a
strong genetic influence on physical charac-
teristics such as height, weight, hair color,
and eye color. Furthermore, it is well known
that a variety of physical illnesses such as
Huntington’s chorea, phenylketonuria (PKU),
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Drugs and Obesity
Obesity has increased significantly in recent years in the United States and
elsewhere. Efforts to help overweight people lose weight are the frequent
topic of newsmagazines, television shows, and scientific research. The
biopsychosocial model is needed in the evaluation and treatment of eating
disorders such as obesity. Psychological and behavioral interventions that
focus on food intake, selection, and the role of emotions such as anxiety,
depression, and low self-esteem must be considered as well as social and
cultural factors (e.g., access to high fat foods, ability and motivation to ex-
ercise). Furthermore, interventions such as medication can be used effec-
tively in the treatment of eating disorders such as obesity. Although there is
no magic pill that will allow people to eat whatever they want and never
gain weight, a number of medications have been approved by the Food and
Drug Administration (FDA) to help treat obesity. For example, Orlistat,
which is a medication that inhibits pancreatic lipase, reduces dietary fat by
approximately 30%. Research suggests that those on the medication are
more likely to lose weight and regain less weight than control groups after
treatment (Aronne, 2001; Rivas-Vazquez, Rice, & Kalman, 2003). Side ef-
fects include gastrointestinal upset, fecal urgency, oily or soft stool, diar-
rhea, and flatus with discharge (Rivas-Vazquez et al., 2003).

Sibutramine is another approved medication to treat obesity that inhibits
the reuptake of several neurotransmitters such as serotonin and norepi-
nephrine. Like Orlistat, those who take Sibutramine tend to be more likely
to lose weight and regain less weight than others following treatment
(Aronne, 2001; Rivas-Vazquez et al., 2003). Side effects include increases
in heart rate and blood pressure.

Research continues to find other biological interventions for obesity. For
example, ciliary neurotrophic factor (CNTF) is a promising protein that ac-
tivates the intracellular signaling pathways in the hypothalamus that regu-
lates both body weight and food consumption (Rivas-Vazquez et al.,
2003). Thus, it activates the satiety center in the brain to signal that the
person is no longer hungry. Research suggests that it is effective in helping
control weight. The FDA has given “fast track” status to CNTF (likely to be
sold as the medication, Axokine).

These medications, when used in combination with other biopsychoso-
cial interventions, may be useful to the millions of Americans who are
obese. However, too often the public gets overly invested and excited about
a promising “easy” way to control weight. Numerous medications, fad diets,
and gadgets have been sold to the public only to be found to be ineffective
or even dangerous. A good example is the excitement regarding the obesity
medication, phentermine resin-fenfluramine or “phen-fen” which was very
popular in the early and mid-1990s. The FDA banned the drug in 1997
when it became clear that patients on the medication were at higher risk for
heart valve problems. You must proceed cautiously with weight loss prod-
ucts such as medications, allowing research to adequately determine the ef-
fectiveness and safety of the product.
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Tay-Sachs, Down Syndrome, heart disease,
cancer, mental retardation, and psychiatric
illnesses such as schizophrenia, bipolar disor-
der, and alcoholism have strong biological or
genetic influences (e.g., Dykens & Hodapp,
1997; Gottesman, 1991). This does not mean
that a psychiatric condition such as schizo-
phrenia is completely attributable to genetic
influences. In fact, an identical twin has
about a 50% chance of not developing schizo-
phrenia if his or her twin has the disorder
(Gottesman, 1991; Gottesman & Erlenmeyer-
Kimling, 2001). Biological and genetic influ-
ences have a significant but incomplete
contribution to the development and course
of many illnesses (Pinker, 2003).

Genetically based chromosomal dysfunc-
tion can lead to a number of conditions that
involve behavior and learning problems of
interest to clinical psychologists. For exam-
ple, Fragile X, Williams, and Prader-Willi
syndromes all involve deletion or dysfunc-
tion of chromosomes due to genetic influ-
ences resulting in a variety of cognitive,
intellectual, learning, and behavioral prob-
lems (Dykens & Hodapp, 1997). Behavioral
and learning problems associated with these
disorders have intervention implications
that involve both biological and psychosocial
strategies.

Even personality traits such as shyness
have been shown to have a genetic compo-
nent (e.g., Kagan, Reznick, & Snidman, 1988;
Pinker, 2003; Plomin, 1990). Research study-
ing identical twins reared apart from birth
have revealed many striking findings that sup-
port the notion of a strong biological influ-
ence associated with human health, illness,
and behavior. Of course genetic and biologi-
cal vulnerabilities and predispositions do
not necessarily result in the expression of a
particular illness or trait. For example, while
someone may inherit the vulnerability to de-
velop PKU, environmental factors such as diet
determine if the trait is expressed. Therefore,

biological predispositions must be examined
in the context of the environment (Pinker,
2003).

Furthermore, additional biological influ-
ences on behavior, such as the role of brain
chemicals called neurotransmitters, have
demonstrated that brain functioning plays a
significant role in human behavior. For exam-
ple, serotonin (5-hydroxytryptamine or 5-HT)
is a neurotransmitter associated with a variety
of instinctual behaviors such as eating, sexual-
ity, and moodiness. Low levels of serotonin
at the synapse have been associated with im-
pulsive behavior and depression (Institute of
Medicine, 2001; Spoont, 1992; Thase et al.,
2002). Another neurotransmitter, dopamine,
has been linked to schizophrenia. Therefore,
many psychologists and others maintain that
biological influences such as inherited charac-
teristics and brain neurochemistry (such as the
role of neurotransmitters) greatly influence
both normal and abnormal behavior. The goal
of the biological approach is to understand
these biological and chemical influences and
use interventions such as medication to help
those with certain emotional, behavioral,
and/or interpersonal problems.

Professionals with strong biological train-
ing, such as many psychiatrists, generally
favor biological interventions in treating pa-
tients. Various types of psychotropic medica-
tions such as antipsychotic, antianxiety, and
antidepressant medications are frequently
used to treat a wide variety of emotional,
psychological, and behavioral problems
(Barondes, 2003; Glasser, 2003). For example,
lithium is typically used to treat bipolar dis-
order (commonly referred to by the general
population as manic-depression), while
neuroleptics such as Haldol, Thorazine, and
Risperdal are often used to treat psychotic
disorders such as schizophrenia. The benzo-
diazepines such as Valium and Xanax are fre-
quently used to treat anxiety-based disorders
such as panic and phobia. Finally, tricyclics
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such as Elavil, the monoamine oxidase (MAO)
inhibitors, and a class of medications called
the selective serotonin reuptake inhibitors
(SSRIs), which include Prozac, are used to
treat depressive disorders. Newer classes of
drugs similar to the SSRIs yet different
enough to be considered in their own category
including nefazodone (Serzone) and venlafax-
ine (Effexor) impact the norepinephrine as
well as serotonin neurotransmitters while
Bupropion (Wellbutrin and Zyban) also im-
pact the dopamine system (Stahl, 1998). Tri-
cyclics such as imipramine are also used to
treat panic and phobic disorders. Electrocon-
vulsive therapy (ECT) is frequently used to
treat severe and resistant depression. The
technique involves applying a small amount
of electrical current (usually 20 to 30 mil-
liamps) to the patient’s temples for about
one minute while patients are sedated. The
treatment results in a seizure or convulsion,
which is subsequently associated with a re-
duction in symptoms in about 60% of the
cases (Fink, 2001).

These biological interventions are not with-
out side effects. For example, the benzodi-
azepines can cause drowsiness, tolerance, and
both physical and psychological dependence
or addiction (American Psychiatric Associa-
tion, 2000; Baldessarini & Cole, 1988; P. Hay-
ward, Wardle, & Higgitt, 1989; Spiegal, 1998).
Antidepressants such as Prozac can cause in-
somnia, nervousness, and inhibited orgasms
(Gitlin, 2002; H. Kaplan & Sadock, 1993). An-
tipsychotic medication can produce muscle
rigidity, weight gain, dry mouth, constipation,
a shuffling walk, and an irreversible condition
called tardive dyskinesia characterized by invol-
untary facial and limb movements (Breggin,
1991; Spaulding, Johnson, & Coursey, 2001).
Tardive dyskinesia can render patients socially
impaired if the symptoms cannot be managed
by other medications. Although research has
failed to find that ECT causes structural dam-
age to the brain (Devanand, Dwork, Hutchin-

son, Blowig, & Sackheim, 1994; Devanand &
Sackheim, 1995; Scott, 1995), relapse rates
and memory deficits, usually associated with
events occurring around the time of ECT ad-
ministration, are a common problem (Fink,
2001). Biological interventions may be used
effectively with certain patients but also have
important side effects. A perfect pill or “magic
bullet” that completely fixes a problem with-
out any side effects or negative factors does
not exist.

While medication can greatly help to mini-
mize or eliminate problematic symptoms, ad-
ditional problems associated with a mental
illness may continue to exist. For example, an-
tipsychotic medication or neuroleptics such as
Thorazine, Mellaril, or Risperdal may reduce or
eliminate the hallucinations and delusional
thinking associated with schizophrenia. There-
fore, the patient is bothered no longer by hear-
ing voices or beliefs that have no basis in
reality. However, problems with social skills,
self-esteem, fears, and comfort with others
may not be altered by the use of these power-
ful medications and must be dealt with using
other means (e.g., social skills training, psy-
chotherapy, job skill training).

In addition to medications and other bio-
logical treatments such as ECT, technological
advances such as the development of com-
puter neuroimaging techniques (CAT and PET
Scans, and functional MRIs) have improved
our understanding of brain-behavior relation-
ships (Mazziotta, 1996). Computerized Axial
Tomography (CAT) scans were developed
in the early 1970s to better view the struc-
tures of the brain. CAT scans provide com-
puter enhanced multiple X-ray like pictures of
the brain from multiple angles. CAT scan re-
search has, for example, discovered that
schizophrenics have enlarged ventricles or
spaces in the brain and experience cortical at-
rophy over time. Positron Emission Tomogra-
phy (PET) scans use radioactive isotopes
injected into the bloodstream of a patient to
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create gamma rays in the body. PET scans
provide not only a view of brain structure but
also provide information on brain function.
Research using PET scan technology has re-
vealed changes in brain blood flow during dif-
ferent intellectual tasks and during different
emotional states such as anxiety (Fischbach,
1992). PET scan research has determined that
panic is associated with brain cells located
in the locus ceruleus in the brainstem, which
are also sensitive to the benzodiazepines (Bar-
low, 1988; Craske & Barlow, 2001; Reiman,
Fusselman, Fox, & Raichle, 1989). Finally,
Magnetic Resonance Imaging (MRI) was de-
veloped in the early 1980s and provides a de-
tailed visual reconstruction of the brain’s
anatomy (Andreasen & Black, 1995). The
MRI analyzes the nuclear magnetic move-
ments of hydrogen in the water and fat of the
body. MRI research has helped to uncover the
role of possible frontal lobe damage among
schizophrenic patients (Andreasen, 1989) as
well as potential tissue loss in bipolar patients
(Andreasen & Black, 1995; Drevets, 2001).

Clinical psychologists are unable to pre-
scribe ECT, medication (in most states), or any
other biological interventions (e.g., CAT or
PET scans, MRI). Therefore, psychologists in-
terested in the use of these interventions must
work collaboratively with physicians (such as
psychiatrists). However, recent efforts have
been underway by the U.S. military, the APA,
and other organizations to work toward allow-
ing psychologists, with the appropriate train-
ing, supervision, and experience, to legally
prescribe medications. Psychologists now can
prescribe medication in some states (e.g., New
Mexico, Louisiana, Guam). This allows psy-
chologists to more fully integrate biological 
interventions with the psychosocial interven-
tions that they already provide. Prescribing
medications by psychologists will be discussed
in more detail in Chapter 14.

Some authors also view evolutionary influ-
ences as powerful contributors to human 

behavior (Wilson, 1978, 1983, 1991). Although
speculative and not based on controlled scien-
tific experimentation, evolutionary explana-
tions for a variety of behaviors and behavioral
problems have become popular in recent
years. For example, some researchers report
that many experiences and difficulties with
intimate relationships can be traced to evolu-
tionary influences (Buss, 2003; Fisher, 1995).
Fisher (1995) explained that divorces occur
often and usually fairly early in a relationship
(after about four years) for evolutionary rea-
sons, because about four years were needed
to conceive and raise a child to a minimal
level of independence. Once a child is about
three years old, members of a clan could ade-
quately continue with child rearing. Fisher
and others explain infidelity as evolutionarily
helpful because by distributing our genes by
mating with a number of partners, we will
most likely keep our genes from dying out.
Because life was tenuous for our ancestors—
death was a realistic daily possibility—having
some reproductive options with several peo-
ple increased the possibility of mating as well
as having help taking care of young infants.
Maximizing reproductive success and perpet-
uating the species is enhanced if people mate
often and with a variety of partners. Whereas
these researchers provide compelling expla-
nations for human intimate relationships
from studying the behavior of animals as well
as the behavior of our ancient ancestors, peo-
ple are often very quick to proclaim that
human behavior is driven by strong biological
forces and therefore, we cannot help being
who we are and behaving as we do. Thus,
someone engaged in an extramarital affair
who blames the behavior on his or her genetic
makeup is likely (and rightfully) to be viewed
with skepticism.

Biologically oriented factors emphasize the
influence of the brain, neurochemistry, and
genetic influences on behavior. They typically
lead to biologically oriented approaches to
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study, assess, and treat a wide range of emo-
tional, psychological, medical, and behavioral
problems. Evolutionarily oriented profession-
als focus on understanding human behavior in
the context of our sociobiological roots. The
biological and evolutionary perspectives on
behavior have become increasingly influential.
New discoveries in genetics such as genetic
markers for depression, panic, anxiety, obe-
sity, and schizophrenia as well as new discov-
eries in brain structure and function
associated with schizophrenia, homosexuality,
and violence have contributed to the ascen-
dancy of the biological perspective. Finally,
psychiatry’s emphasis on biological theories of
mental illness and medication interventions
have also fueled the current focus on biologi-
cal factors in understanding, diagnosing, and
treating mental illness (Fleck, 1995; Glasser,
2003; Kramer, 1993; Michels, 1995; Thase
et al., 2002; Valenstein, 1998).

Social Factors

Many clinical psychologists have begun
to focus more on both cultural and social
influences on behavior. Sociologists, anthro-
pologists, and social workers have been 

investigating these influences for many years.
While most practicing clinical psychologists
primarily work with individuals, couples, and
families rather than with large organizations
or groups, issues such as culture, socioeco-
nomic factors, ethnicity, sexual orientation,
religious background, social support, and
community resources have received a great
deal of attention concerning their important
influences on human behavior (APA, 1993b,
2003; L. Brown, 1990; Greene, 1993; S.
Jones, 1994; Lopez et al., 1989; National
Mental Health Association, 1986; D. Sue &
Sue, 2003; S. Sue, 1983, 1988; Tharp, 1991;
U.S. Department of Health and Human Ser-
vices, 1990, 2000).

Professionals maintain that individual be-
havior is often influenced by the cultural
environment as well as by larger social and
even political factors. Homelessness, poverty,
racism, ethnicity, underemployment, abuse,
and even the weather can influence behavior
(APA, 1993b, 2003; Cardemil, & Battle, 2003;
Economic Report of the President, 1998; O.
Lewis, 1969; Lex, 1985; Roysircan, Sandhu,
& Bibbins, 2003; Tharp, 1991). Thus, individ-
ual human behavior cannot be viewed apart
from the larger social context. For example,

Case Study: Mary—Integrating Biological Factors
Given the significant research into biological
aspects of panic disorder, several key insights
are germane to Mary’s case. First, panic and
other anxiety disorders have a strong familial
contribution, in that individuals whose fam-
ily members have these disorders are at in-
creased risk of also developing the disorders.
Second, neurotransmitters associated with
the GABA-benzodiazepine and serotonergic
systems have been implicated in the develop-
ment of panic disorder (American Psychi-
atric Association, 2000; C. Bell & Nutt, 1998;

Charney et al., 2000; Deakin & Graeff, 1991;
Gray, 1982, 1991). Therefore, medications
prescribed by a physician such as benzodi-
azepines (e.g., Valium and Xanax) and anti-
depressants (e.g., Zoloft) may be helpful in
altering the biological neurochemistry asso-
ciated with Mary’s panic symptoms (e.g.,
Asnis et al., 2001). However, potential side
effects would need to be fully discussed and
Mary clearly informed as to her biological
and other treatment options.
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compelling research has demonstrated that
developing schizophrenia is 38% more likely
for those living in urban environments rela-
tive to rural environments (G. Lewis, David,
Andreasson, & Allsbeck, 1992; van Os,
Hanssen, Bijl, & Vollebergh, 2001). While no
one would suggest that city living alone
would cause someone to become schizo-
phrenic, perhaps vulnerable persons who are
at risk for the development of schizophrenia
are more likely to develop symptoms in an
urban rather than a suburban or rural envi-

ronment. Depression and drug abuse are also
more prevalent in urban environments
while alcoholism is more common in rural
places (Eaton et al., 1984; Regier et al.,
1984). Although disorders such as schizo-
phrenia, depression, and substance abuse
can be found in all cultures and countries,
social factors such as culture, social expecta-
tions, racism, and economic factors often de-
termine how symptoms are presented. For
example, while auditory hallucinations are
most common in developed countries such

SPOTLIGHT

Poverty and Mental Health
Tragically, 31 million Americans live below the poverty line with about
11% of all Americans living in poverty (Belle & Doucet, 2003; U.S. Cen-
sus Bureau, 2001). Twenty-five percent of African American and Latina
women live below the poverty line and a third of women who head
households live in poverty. The United States has the highest poverty rate
among wealthy nations (Belle & Doucet, 2003). The richest 1% of the
population in America owns more wealth than the bottom 95% (Wolff,
1998) with an average CEO earning 475 times as much as his employees
(Giecek, 2000).

What does poverty have to do with mental health? Most researchers
and clinicians say plenty. For example, depression is very common among
the poor and most especially among poor women and children (Eamon &
Zuehl, 2001). Those who are poor rarely get mental health or health care
services (Coiro, 2001). Sadly, 83% of low income mothers have been
physically or sexually abused and usually both while one-third experi-
ence posttraumatic stress disorder (Belle & Doucet, 2003). According to
the Institute of Medicine (2001), the poor are more likely to be exposed to
health-damaging toxics, have fewer social support systems and networks,
and are much more likely to face discrimination.

Therefore, fighting poverty likely increases the chances for better men-
tal and physical health among the poor (Nelson, Lord, & Ochocka, 2001).
Clinical psychologists who work with the poor are well aware of the chal-
lenges facing these populations. Community resources have steadily de-
creased in recent years to help the poor in the United States, Canada, and
elsewhere (Nelson et al., 2001).
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as the United States, visual hallucinations
are most common in less developed countries
such as those in many parts of Africa and
Central America (Lablensky, 2000; Ndetei &
Singh, 1983).

Social relationships appear influential
in protecting individuals from a variety of
physical and psychological problems including
depression, hypertension, and alcoholism (S.
Brown, Nesse, Vinokur, & Smith, 2003; J. S.
House, Landis, & Umberson, 1988). In fact, re-
search studies in several countries have found
that a large network of social contacts increase
the chance of living a long life (S. Brown et al.,
2003; Berkman & Syme, 1979; J. A. House,
Robbins, & Metzner, 1982). The relationship
between social support and longevity exists
even after accounting for other important risk
factors such as hypertension, smoking, and al-
coholism. Social support also helps people cope
more effectively and recover more quickly
from both physical and psychological problems
(D. Mahoney & Restak, 1998; McLeod, Kessler,
& Landis, 1992; T. Seeman, 2001).

Social factors can be damaging as well. So-
cial influences can be so powerful that they
can even lead to death. For example, disease
and death frequently closely follow separa-
tion from a spouse through death or divorce.
This relationship is especially common
among elderly men (Arling, 1976).

Professionals with a great deal of training
and experience in the social influences on
behavior, such as social workers, generally
favor social interventions in helping patients.
Interventions such as improved housing and
employment opportunities, community inter-
ventions such as Project Head-Start providing
low-cost and high-quality preschool experi-
ences for low-income and high-risk families,
and legal strategies such as laws to protect
battered women and abused children are
often the focus of many of these professionals.

The powerful influences of cultural and
ethnic background as well as social issues such

as poverty, homelessness, racism, violence,
and crime have been associated with psycho-
logical functioning and human behavior, lend-
ing support to the importance of more global
social and systems thinking (APA, 1993b,
2003; Cardemil & Battle, 2003; Lopez et al.,
1989; G. Schwartz, 1982, 1984, 1991; D. Sue
& Sue, 2003; Tharp, 1991). No contemporary
clinical psychologist can overlook social con-
text when seeking to understand and treat
psychological problems. The APA provides
guidelines to psychologists that include that
they “recognize ethnicity and culture as sig-
nificant parameters in understanding psycho-
logical processes” (APA, 1993b, p. 46). These
issues are further discussed in Chapter 14.

Synthesizing Biological,
Psychological, and Social Factors in
Contemporary Integration

Several theories have influenced the develop-
ment of this integrative and contemporary
biopsychosocial perspective and a brief review
of them is warranted. This group includes
the diathesis-stress perspective, the reciprocal-
gene-environment perspective, and the psy-
chosocial influence on biology perspective.

The Diathesis-Stress Perspective

The diathesis-stress perspective is a causal
perspective for illness or problems. It suggests
that a biological or other type of vulnerability
in combination with psychosocial or environ-
mental stress (e.g., divorce, financial troubles,
unemployment) creates the necessary condi-
tions for illness to occur (Bremner, 2002;
Eisenberg, 1968; Meehl, 1962; Segal & Ingram,
1994; Zubin & Spring, 1977). The diathesis-
stress perspective states that people have a bi-
ological, genetic, cognitive, or other tendency
toward certain behaviors and problems. A
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susceptibility emerges such that certain indi-
viduals are more prone to developing potential
traits, tendencies, or problems. For example, if
someone has one biological parent with hyper-
tension (i.e., high blood pressure), she has a
45% chance of developing high blood pressure
herself even if she maintains normal weight,
minimizes her fat and salt intake, and obtains

adequate physical exercise. If both biological
parents have hypertension, the odds soar to
90% (S. Taylor, 2003). Another example in-
cludes schizophrenia, since in fact, much of
the research supporting the diathesis-stress
perspective focuses on this serious mental ill-
ness (Eisenberg, 1968). Schizophrenia occurs
in about 1% of the population. However, if a

SPOTLIGHT

Genetics and Psychology
New and exciting research in genetics highlighted by the international ef-
forts of the human genome project and the successful cloning of several
animals has resulted in an explosion of information about genetics that
has enormous implications for understanding disease and behavior (Inter-
national Human Genome Sequencing Consortium, 2001; Patenaude,
Guttmacher, & Collins, 2002). The resulting research will undoubtedly
alter our methods of predicting, understanding, preventing, and treating a
host of gene-related problems such as cancer, heart disease, Alzheimer’s
disease, learning disabilities, and numerous other problems. As scientists
have been able to fully map the human genome and use genetic informa-
tion to clone animals, many questions and issues emerge that clinical psy-
chologists can be very helpful with managing. For example, if genetic
testing results in the knowledge that a patient has a high risk of passing on
a potentially fatal genetically based illness (e.g., breast cancer, colorectal
cancer, cystic fibrosis) to their potential offspring, they may wonder if they
should have children. If genetic testing suggests that a young woman is
very likely to develop a potentially fatal disease such as breast cancer,
should she consider having a prophylactic mastectomy? If prenatal genetic
testing suggests that your child is highly likely to suffer from a genetically
based illness that is troublesome but not life threatening (e.g., Tourette’s
syndrome, Asperger’s syndrome), should you consider an abortion? If a
couple is biologically unable to have children should they consider cloning
if the technology and service is available to them? Should stem cells be
harvested from a fetus in order to use the cells to treat another person with
a potentially fatal disease? How do you manage the stress of knowing from
genetic testing that you will definitely develop a fatal disease in the fore-
seeable future? The science associated with genetics is highly relevant to
clinical psychologists who may conduct research on genetically based ill-
nesses or who clinically treat patients who either suffer from these illnesses
or must make important life decisions based on their risk profiles.



Integrative and Biopsychosocial Approaches in Contemporary Clinical Psychology 157

person has an identical twin with schizophre-
nia, there is a 48% chance of developing the
disorder. If a person has a fraternal twin with
schizophrenia, there is a 17% chance of devel-
oping the disorder (Gottesman, 1991; Gottes-
man & Erlenmeyer-Kimler, 2001). Therefore,
diathesis means that someone is susceptible to
developing a particular problem due to some
inherent vulnerability. When certain stressors
emerge or the conditions are right, the prob-
lem then becomes manifest.

A disorder will occur when the biological
or other vulnerability and environmental
stressors interact in a sufficient manner to un-
leash the problem (Figure 6.1). For example,
people with significant family histories of
schizophrenia may experience their first psy-
chotic episode during the stress of moving to a
new city or starting college. Or individuals
with a family history of alcoholism might de-
velop the problem during college when many

opportunities to drink are available and rein-
forced by peers. For example, Mary (the case
example) may have a biological predisposition
to panic and anxiety disorders due to her ge-
netic and biological makeup. The stress of her
father’s death and her failure to develop nec-
essary levels of self-confidence may have re-
sulted in this predisposition becoming
expressed in the form of a panic disorder.

The Reciprocal-Gene-
Environment Perspective

Some argue that genetic influences might ac-
tually increase the likelihood that an individ-
ual will experience certain life events (Rende
& Plomin, 1992). Thus, certain individuals
may have the genetic tendency to experience
or seek out certain stressful situations. For ex-
ample, someone with a genetic tendency to-
ward alcoholism may develop a drinking

Case Study: Mary—Integrating Social Factors
A number of social factors further contribute
to an understanding of Mary. First, Mary’s
Irish Catholic upbringing was marked by
repression of feelings and a tendency to ex-
perience intense guilt. Her current social en-
vironment is exceedingly narrow, limited by
her agoraphobia and avoidance of new situa-
tions. It may therefore be useful to first en-
gage her priest and church community in
working through deeply held religious be-

liefs that contribute to her sense of guilt and
emotional restriction as well as toward
broadening her contact with others. Connec-
tion to social support through her church
community could lead to some volunteer re-
sponsibilities and eventually, greater contact
and involvement in the larger community.
Thus, sociocultural and religious factors con-
tribute largely to Mary’s experience and can
be used in a positive manner to assist her.

Figure 6.1
The diathesis-stress model.

Diathesis
(genetic vulnerability)

Stress
(psychosocial stressors)

Problem+ =
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problem that results in work, relationship,
and financial strains. These stressors may re-
sult in further drinking, thus worsening both
the alcohol problem and life stressors. Some-
one with a genetic predisposition toward at-
tention deficit hyperactivity disorder (ADHD)
is likely to be impulsive. This impulsivity
might result in making poor decisions con-
cerning potential marital partners leading to
divorce and other relationship problems.
Stressful relationships and divorce may then
exacerbate their attention problems. The 
reciprocal-gene-environment perspective sug-
gests that there is a close relationship be-
tween biological or genetic vulnerability and
life events such that each continuously influ-
ences the other. Some research suggests that
the reciprocal gene-environment perspective
may also help to explain depression (McGuf-
fin, Katz, & Bebbington, 1988) and even di-
vorce (McGue & Lykken, 1992).

Psychosocial Influences on Biology

In addition to the notion that biology influ-
ences psychosocial issues, an alternate theory
suggests that psychosocial factors actually alter
biology (e.g., Bremner, 2002). For example,
research has found that monkeys reared with
a high degree of control over their choice of
food and activities were not anxious but were
aggressive when injected with an anxiety-
inducing medication (i.e., a benzodiazepine in-
verse agonist) that generally causes anxiety
compared with a group of monkeys raised
with no control over their food and activity
choices (Insel, Champoux, Scanlan, & Soumi,
1986). Early rearing experiences greatly in-
fluenced how monkeys responded to the 
effects of medication influencing neurotrans-
mitter activity. Other research has demon-
strated that psychosocial influences can alter
neurotransmitter and hormonal circuits
(Anisman, 1984; Institute of Medicine, 2001).
Animals raised with a great deal of exercise
and stimulation have been found to have

more neural connections in various parts of
the brain than animals without an active back-
ground (Greenough, Withers, & Wallace,
1990). Social status has also impacted hor-
mone production such as cortisol which im-
pacts stress (Institute of Medicine, 2001).
Other psychosocial factors appear to impact 
biological functioning as well. For example, so-
cial isolation, interpersonal and environmen-
tal stress, pessimism, depression, and anger
have all been found to be closely associated
with the development of various illnesses and
even death (Bremner, 2002). These illnesses
include cardiovascular disease such as hyper-
tension and heart attacks as well as cancer (see
Goleman, 1995; Kiecolt-Glaser, McGuire, Rob-
les, & Glaser, 2002; and Shorter, 1994 for re-
views). Hostility, for example, has been found
to be an independent risk factor for coronary
heart disease. It is believed that the heightened
physiological arousal associated with chronic
feelings of anger may promote problematic
atherogenic changes in the cardiovascular sys-
tem (T. Miller, Smith, Turner, Guijarro, & Hal-
let, 1996).

Development of the
Biopsychosocial Perspective

In 1977, George Engel published a paper in
the journal Science championing the biopsy-
chosocial perspective in understanding and
treating physical and mental illness. This per-
spective suggests that all physical and psycho-
logical illnesses and problems have biological,
psychological, and social elements that re-
quire attention in any effective intervention.
The biopsychosocial perspective further sug-
gests that the biological, psychological, and
social aspects of health and illness influence
each other. The biopsychosocial perspective
has been accepted in both medicine and psy-
chology with research support demonstrating
its validity (Carmody & Matarazzo, 1991;
N. Johnson, 2003; N. Miller, 1987). The biopsy-
chosocial perspective became the foundation
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for the field of health psychology in the early
1980s (G. Schwartz, 1982), and has quickly
become an influential perspective in clinical
psychology (N. Johnson, 2003; Lam, 1991; L.
Levy, 1984; McDaniel, 1995; Sweet et al.,
1991; S. Taylor, 2003). It is important to
mention that the biopsychosocial approach is
not another term for the medical model. Nor
is it another term for a biological approach to
psychology and clinical problems.

The biopsychosocial approach is contex-
tual and states that the interaction of biologi-
cal, psychological, and social influences on
behavior should be addressed in order to
improve the complex lives and functioning of
people who seek professional health and
mental health services (Engel, 1977, 1980;
Lam, 1991; McDaniel, 1995; G. Schwartz,
1982, 1984). The biopsychosocial framework
applies a systems theory perspective to emo-
tional, psychological, physical, and behav-
ioral functioning (L. Levy, 1984; Lam, 1991;
McDaniel, 1995; G. Schwartz, 1982, 1984).
The “approach assumes that all human prob-
lems are biopsychosocial systems problems;
each biological problem has psychosocial con-
sequences, and each psychosocial problem has
biological correlates” (McDaniel, 1995, p. 117).
J. Miller (1978), for example, discussed seven
levels of systems, each interdependent on the
other. These include functioning at the cellular,
organ, organism, group, organization, society,
and supernatural levels. Furthermore, Miller
outlined 19 additional sublevels present at
each of the major seven levels of functioning.
Dysfunction at any level of functioning leads
to dysregulation, which in turn results in dys-
function at other levels. Thus, changes in one
area of functioning (such as the biological
area) will likely impact functioning in other
areas (e.g., psychological area). Chemical im-
balances might occur at the cellular level in
the brain, which leads to mood dysfunction in
the form of depression. The depressive feel-
ings may then lead to interpersonal difficul-
ties that further impact job performance and

self-esteem. Stress associated with these
problems at work and home may then lead to
further brain chemical imbalances and fur-
ther depression. Similarly, in an adolescent,
Japanese-American female with anorexia
nervosa, the intimate interaction between 
(1) psychological needs for control and 
mastery, (2) cultural expectations of thinness
in women and achievement in Japanese-
American culture, combined with (3) puber-
tal hormonal changes, all conspire to create a
dysregulated system with biological, psycho-
logical, and social factors compounding and
contributing to the dysfunction of each other.
Thus, the systems perspective of the biopsy-
chosocial perspective highlights the mutual
interdependence of all systems. The biopsy-
chosocial perspective is holistic in that it con-
siders the whole person and specifically, the
holistic interaction of biological, psychologi-
cal, and social influences.

Application of the Biopsychosocial
Perspective to Contemporary Clinical
Psychology Problems

The biopsychosocial perspective is generally
viewed as a useful contemporary approach to
clinical psychology problems (Figure 6.2;
Frankel et al., 2003; N. Johnson, 2003; Lam,
1991; McDaniel, 1995; S. Taylor, 2003). We
next illustrate how this multidimensional,
systemic, and holistic approach is employed
with the complex problems faced by clinical
psychology and related disciplines.

Obsessive-Compulsive Disorder

Obsessive-compulsive disorder (OCD) is
an anxiety disorder involving obsessions
(recurrent and persistent thoughts, images,
impulses) and compulsions (repetitive be-
haviors such as hand washing, checking,
ordering, or acts) (American Psychiatric 
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Association, 2000). Frequent obsessions
might include wishing to hurt oneself or oth-
ers, or fear of contamination through contact
with germs or others. Compulsions might in-
clude repeatedly checking to ensure that the
stove is turned off or that the door is locked,
constantly washing hands to avoid germs and
contamination, or performing bizarre rituals.
OCD occurs among approximately 3% of
the population (American Psychiatric Asso-
ciation, 2000). However, milder forms of
obsessions and compulsions that are not se-
vere enough to be considered a disorder
commonly occur among many people. OCD
tends to be more common among males than
females and symptoms generally first ap-
pear during adolescence or early adulthood
(American Psychiatric Association, 2000).

Brain imaging techniques have failed to
find structural differences between those
with and without OCD. However, research
has found that OCD patients have hyperac-
tivity in the orbital surface of the frontal
lobe, the cingulate gyrus, and the caudate
nucleus (Breiter, Rauch, Kwong, & Baker,
1996; Insel, 1992; Micallef & Blin, 2001).
Furthermore, the neurotransmitter, serotonin,

appears to be particularly active in these
areas of the brain. OCD patients are believed
to have less serotonin available than non-
OCD controls. It is, however, unclear what
causes these brain differences. Does the biol-
ogy impact the behavior or does the behavior
impact the biology? In other words, does the
activity of neurotransmitters in certain sec-
tions of the brain cause people to develop
OCD symptoms or do the symptoms them-
selves alter brain chemistry? Research evi-
dence suggests that there may be an
interaction (Baxter et al., 1992; Insel, 1992).
For example, a person can develop OCD fol-
lowing surgery to remove a brain tumor in
the orbital frontal area of the brain (Insel,
1992). Thus, a specific trauma to the brain
can result in OCD in individuals never trou-
bled by obsessions or compulsions. Evidence
has also shown that psychological interven-
tions such as the cognitive-behavioral tech-
niques of exposure and response prevention
can alter brain circuitry (Baxter et al., 1992).
Thus, an interaction between biological and
psychological influences is likely to create or
reduce OCD behavior. Additionally, social in-
fluences such as culture, religious faith, and
social support influence the nature, course,
and prognosis of OCD (Greist, 1990; Insel,
1984, 1992; Micallef & Blin, 2001; Riggs &
Foa, 1993). Current treatments may involve
a biopsychosocial approach that includes a
drug such as Prozac that inhibits the reuptake
of serotonin; neurosurgery (in extreme
cases); cognitive-behavioral psychotherapy
using exposure and response prevention
techniques; social support and education
through psychoeducational groups; and
psychotherapy, which may include marital
and/or family counseling as well as support-
ive and insight-oriented approaches (Foa &
Franklin, 2001; Koran, Thienemann, & Dav-
enport, 1996). A biopsychosocial perspective
of OCD has been developed and illustrated by
Barlow (1988) (see Figure 6.3 on page 163).

Figure 6.2
The integrative biopsychosocial perspective.
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Panic Disorder and Anxiety

Anxiety-related panic disorder provides an-
other useful application of the biopsychosocial
perspective. While everyone has experienced
anxiety at various times in their lives, some
experience full-blown panic attacks. Panic

attacks are characterized by an intense fear
that arises quickly and contributes to a variety
of symptoms including heart palpitations,
sweating, chest pain, shortness of breath, dizzi-
ness, and depersonalization (American Psychi-
atric Association, 2000). While intense fear
can be an adaptive mobilizing response in the

SPOTLIGHT

Empirically Supported Treatment of Obsessive-
Compulsive Disorder among Children
Approximately one in every 200 children under the age of 18 experiences
obsessive-compulsive disorder that is severe enough to significantly dis-
rupt school and social functioning (March & Mulle, 1998). Sadly, OCD in
children is frequently not diagnosed. Treatment reflects biopsychosocial
principles using a combination of medication (such as Prozac, Zoloft, or
Anafranil when needed and when symptoms are especially difficult to
manage and treat) and cognitive-behavioral psychotherapy that offers ex-
posure and response prevention strategies.

John March and Karen Mulle offer an empirically supported treatment
protocol for OCD in children (March & Mulle, 1998). It includes a manual
for up to 21 sessions. Treatment begins with psychoeducationl information
presented to the parents and impacted child. Session 2 focuses on present-
ing the notion of an OCD toolkit of a variety of cognitive-behavioral tech-
niques that can be used to fight off and cope with OCD. One technique
includes “talking back” to OCD in an effort to not let OCD “boss you
around.” “OCD mapping” includes efforts to self-monitor or make regular
assessments of OCD symptoms and triggers as well as the impact they have
on the child’s daily experience at home, school, and elsewhere. Subsequent
sessions highlight the need to practice exposure and response prevention
strategies to deal with OCD problems both small and large moving up a
stimulus hierarchy. Family sessions are scheduled periodically as well dur-
ing the course of treatment. Later sessions focus on relapse prevention
strategies as well as periodic booster sessions. The treatment manual is in-
formative for parents and clinicians alike and includes a variety of exercises,
assessment tools, references, and practical tips. Treatment also takes into
consideration comorbid diagnoses, potential cultural issues, and other fac-
tors that make treatment appropriate for any given child and family. The
March and Mulle approach to OCD in children represents one of many new
emerging empirically supported treatment approaches specifically designed
for children and adolescents (Kazdin & Weisz, 2003).
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Case Study: Hector Experiences Obsessive-Compulsive
Disorder (Biopsychosocial)
Hector is an 18-year-old first generation
Mexican American living with his immi-
grant parents, two sisters, and maternal
grandmother. Hector has recently com-
pleted high school, and has deferred his ac-
ceptance to a university due to the severity
of his current symptoms. Hector’s first lan-
guage is Spanish, and he is also fluent in
English.

Presenting Problem: Hector suffers from
an obsessive-compulsive disorder that first
emerged at age 14. His symptoms involve
fears of contamination through contact with
germs, blood, or other people. His fears
compel him to wash his hands excessively
throughout the day, disinfect his room at
home, repeatedly cleanse any foods he con-
sumes, wear gloves in public, and refuse to
use public restrooms or restaurants. Hector’s
symptoms have greatly interfered with his
social life, and he is largely isolated from
peers or others outside of his immediate
family. He is underweight due to his fear of
many food items’ safety and because of the
extensive rituals he performs to cleanse any-
thing he consumes. He also expresses some
depressive symptoms in light of his feeling a
prisoner to his obsessions and compulsions
and due to their negative impact on his so-
cial and career goals.

Biological Factors: Hector’s family his-
tory is positive for several paternal relatives
having symptoms suggestive of obsessive-
compulsive disorder, and research strongly
supports a prominent biological/genetic role
in the etiology of this disorder. Therefore,
abnormalities in neurochemistry may be
contributing greatly to his debilitating ob-
sessions and compulsions.

Psychological Factors: Hector has always
had a cautious personality, marked by a de-
sire for order and predictability and a perfec-
tionistic style. His ability to achieve success
through highly ordered, careful, and perfec-
tionistic behavior has ultimately served to
reduce anxiety and enhance his self-esteem
and family’s pride in him. His high need for
control extends into his grooming, exercis-
ing, eating, socializing, and academics.

Social Factors: Hector’s family-centered
upbringing has nurtured his increasing desire
to stay within his home, to perform well, to
aspire toward educational achievement and
career success, and to feel a deep attachment
to his family and Mexican heritage. Due to
his parents’ experience as primarily Spanish
speaking immigrants, he shares their suspi-
cion of mental health professionals and other
services that are perceived as having “offi-
cial” or government ties.

Biopsychosocial Formulation and Plan:
Hector’s significant family history of 
obsessive-compulsive behavior speaks to a
strong biological/genetic vulnerability to 
obsessive-compulsive disorder. While viewed
by many as primarily a biological disorder,
both psychological and social factors and in-
terventions are essential to any successful
treatment with Hector. Both his personality
style and stressful school environment and so-
cial context that encourages achievement,
home life, and suspicion of mental health pro-
fessionals may subtly impact the course and
treatment of Hector’s obsessive-compulsive
symptoms.

Treatment should involve a comprehen-
sive approach sensitive to the experience
of Mexican Americans and immigrants, and
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face of real danger (e.g., preventing a car acci-
dent or running away from an assailant), peo-
ple with panic attacks have a maladaptive
response to an imagined threat that often pre-
vents them from engaging in a variety of activ-
ities most people take for granted, such as
grocery shopping, traveling over bridges, or
leaving their home to run errands in a car.
About 4% of the population experience panic
disorder with onset typically occurring during
adolescence or early adulthood (American Psy-
chiatric Association, 2000). Although panic
disorder is found throughout the world, symp-
toms manifest differently depending on the
cultural context.

Biopsychosocial factors influence the de-
velopment, maintenance, and prognosis of
panic behavior (Craske & Barlow, 2001;
Roth, 1996). First, evidence suggests that a
combination of genetic factors make some
people vulnerable to experiencing anxiety or
panic attacks (Barlow, 1988; Charney et al.,
2000). Furthermore, neurotransmitter activ-
ity, specifically the influence of gamma amino

Case Study (Continued)
should involve a bilingual clinician to assist
communication with Hector’s parents and
extended family members. Treatment
might incorporate medication to decrease
obsessive-compulsive impulses and behavior
as well as cognitive-behavioral techniques
such as exposure, response prevention,
thought stopping, relaxation, and problem
solving to manage symptoms and to learn
new adaptive skills. Psychoeducational
group therapy may be used to help Hector

learn more about the disorder as well as ob-
tain group support from others experiencing
similar problems. Psychotherapy might assist
Hector to better understand and cope with
his struggles; discuss feelings of anxiety, de-
pression, and alienation; and obtain addi-
tional support. Family consultation might
also assist in providing an optimal treatment
approach by helping family members better
understand Hector’s condition.

Figure 6.3
Biopsychosocial perspective of obsessive-
compulsive disorder according to Barlow
(1988).

Biopsychosocial Model of Obsessive-Compulsive Disorder

Biological vulnerability to experience anxiety

Stress due to negative life events

Anxious apprehension False Alarms

Learned Alarms

Anxious apprehension (psychological vulnerability)

OCD
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butyric acid (GABA), serotonin, and norepi-
nephrine, have been associated with people
who experience panic (Charney et al., 2000;
Deakin & Graeff, 1991; Gray, 1991). Neuro-
transmitter activity in the brain stem and mid-
brain have been implicated (Gray, 1991).
Second, psychological contributions to the de-
velopment of panic involve learning through
modeling (Bandura, 1986) as well as emotion-
ally feeling out of control of many important
aspects of one’s life (Barlow, 1988; Craske &
Barlow, 2001). Cognitive explanations and sit-
uational cues also appear to contribute to
panic (Clark, 1988; Roth, 1996). For example,
heart rate increases due to exercise or excite-
ment may result in fear that panic is immi-
nent. Panic sufferers are thus more vigilant
regarding their bodily sensations. This aware-
ness fuels further panic, resulting in a cycle of
anxiety. Panic thus becomes a learned alarm
(Barlow, 1988; Craske & Barlow, 2001). Fi-
nally, social factors such as family and work
experiences, relationship conflicts, and cul-
tural expectations may all contribute to the
development and resolution of panic. Biologi-
cal vulnerability coupled with psychological
and social factors create the conditions for fear
and panic to occur. A biopsychosocial perspec-
tive of panic has been developed by Barlow
(1988) and is illustrated in Figure 6.4.

Treatment for panic also reflects the biopsy-
chosocial nature of the disorder. Medications
that impact the serotonin and norepinephrine
neurotransmitter systems such as tricyclic an-
tidepressants (e.g., imipramine) as well as ben-
zodiazepines (e.g., Xanax) are often used
(American Psychiatric Association, 2000; Asnis
et al., 2001; Klosko, Barlow, Tassinari, &
Cerny, 1990; Roth, 1996) in conjunction with
psychological treatments that involve gradual
exposure to the feared situations, relaxation
training, breathing exercises, cognitive ther-
apy, and both insight-oriented and supportive
psychotherapy (Barlow, 1988; Craske & Barlow,
2001; Klosko et al., 1990). Group treatment,

contact with social support systems and access
to community resources also may provide a so-
cial component in treatment.

In addition to panic disorder, less severe
forms of anxiety that are experienced by
many can also be viewed from a biopsy-
chosocial perspective. School phobia, separa-
tion anxiety, posttraumatic stress disorder
and other anxiety-based problems pose fre-
quent clinical challenges. For example, many
students experience test anxiety. Test anxiety
not only results in feelings of intense discom-
fort prior to completing examinations but can
also significantly impact performance. Some
students are so anxious prior to an examina-
tion that they have difficulty sleeping and

Figure 6.4
Biopsychosocial perspective of panic according
to Barlow (1988).

Biopsychosocial Model of Panic

Biological vulnerability to be anxious

Stress associated with psychosocial factors

False alarm (associated with physical
sensations such as increased heart rate)

May develop agoraphobic reactions depending on social,
cultural, environmental and other factors

Learned alarm

Psychological vulnerability
(anxiously awaiting future alarms)

Involuntary symptoms of anxiety
and additional physical cues
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Case Study: Nicole Experiences School Phobia (Biopsychosocial)
Nicole is a 9-year-old Caucasian female who
lives with her mother. Nicole’s father has
never lived with the family and has not been
in contact for many years. Nicole is a fourth
grade student at an urban elementary school
and her mother works as an assistant at a
veterinary hospital. Nicole and her mother
moved to the city within the past year.

Presenting Problem: For the past several
weeks, Nicole has increasingly refused to at-
tend school. Initially, Nicole claimed illness
in order to stay home, but lately has been
tearfully refusing to go to school because
she “wants to stay home” and is “scared to
go back” to her classroom. Her mother has
been forced to take time off from work, and
occasionally enlists neighbors to stay with
Nicole when she has to work. School offi-
cials are insisting that Nicole return to
school immediately or begin a program of
home tutoring.

Biological Factors: Nicole has always been
an anxious child who had difficulty with
separation and new experiences. While her
mother is unaware of any family history of
anxiety disorders, she claims that Nicole has
seemed “edgy” and “fearful” from “day one.”
Nicole’s diet is significant for her lack of ap-
petite—excessive consumption of caffeine-
rich cola beverages (approximately 6 cans
per day)—and she also complains of sleep
difficulties.

Psychological Factors: Nicole is deeply at-
tached to her mother who works full time.
Her mother finds it challenging to parent
such a needy child. Nicole is beset by ongo-
ing anxiety, particularly in response to sepa-
ration experiences such as going to school
and sleep overs at friends’ homes. She has
numerous strengths, such as her high intel-

lect, loving nature, and artistic skill. She has
poor self-esteem, and is riddled with feelings
of inadequacy.

Social Factors: Nicole lives and attends
school in an urban environment. Having
moved to the city only recently, Nicole and
her mother feel relatively isolated and feel
tentative in a big city with significant crime
and hustle bustle. Nicole’s relatives all live
in distant cities, and her mother’s work de-
mands have limited their ability to make so-
cial or community connections.

Biopsychosocial Formulation and Plan:
Nicole, who may or may not have a biologi-
cal tendency toward anxiety, is certainly not
benefitting from the high levels of caffeine
she is consuming. Caffeine may be con-
tributing to some degree to her sleepless-
ness, low appetite, and possibly even her
anxiety. Most prominent, however, appears
to be Nicole’s sense of isolation in a new and
intimidating environment and her necessary
dependence on her single, full-time working
mother. By staying home from school, Nicole
(perhaps unconsciously) succeeds in secur-
ing her mother’s presence, or at least the at-
tention of a neighbor. Nicole’s school refusal
may be inadvertently reinforced by the com-
panionship and attention of her mother and
neighbors, as well as by relief from the more
challenging aspects of getting to school on
public transportation and contending with
school demands. The lack of a secure social
support network appears to be enhancing
her dependency on her mother and generat-
ing fearfulness and school refusal.

Treatment should progress in a number
of ways. First, a behavioral program should
be instituted whereby shaping is utilized
to gradually reinforce Nicole’s reentry to

(continued)
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eating prior to the test. Some even routinely
vomit. Biological vulnerability to anxiety as
previously discussed is also a factor for many
who experience test anxiety. They often tend
to be more anxious in general and have fam-
ily members who are anxious. This anxiety
creates problems with bodily functioning
such as eating and sleeping, which con-
tributes to further anxiety about an exam in
that they may feel more vulnerable to failure
because they have been unable to sleep and
eat. Psychological factors such as fear of fail-
ure, low self-esteem, and depression also
contribute to test anxiety. Social factors such
as expectations from parents, cultural norms,
minority or language differences, and com-
parison to peers, siblings, and others may fur-
ther increase anxiety.

Cardiovascular Disease

In addition to common mental health prob-
lems such as obsessive-compulsive disorder,
anxiety and depressive disorders, and schizo-
phrenia, the use of the biopsychosocial per-
spective in clinical psychology has been
effectively extended to understand and treat
major medical diseases. Thus, clinical psy-
chologists are now involved in disorders that
fall directly under the purview of medicine.

Cardiovascular disease provides an excellent
example of the biopsychosocial perspective’s
utility for clinical psychology in better under-
standing, preventing, and treating this prob-
lem. Cardiovascular disease (CVD) is the
nation’s number one killer, resulting in 40%
of all deaths and having been the leading
cause of premature death in the United States
since the 1930s (American Heart Association,
2001; Jenkins, 1988). As mentioned earlier,
it has been estimated that 50% of the top ten
causes of all deaths are due to lifestyle factors
such as smoking, drinking alcohol, high fat
diets, and sedentary lifestyles (Institute for
the Future, 2000; S. Taylor, 2003; U.S. De-
partment of Health and Human Services,
1985a). These lifestyle factors are especially
closely associated with the development of
CVD (American Heart Association, 2001;
Gump, Matthews, & Raikkonen, 1999;
Krantz, Contrada, Hill, & Friedler, 1988). In
addition to lifestyle factors, personality,
anger, anxiety, family medical history, and
gender also contribute to CVD (Barlow, 1988;
Contrada & Krantz, 1988; Institute of Medi-
cine, 2001; Jorgensen, Johnson, Kolodziej, &
Schreer, 1996; Schum, Jorgensen, Lorgensen,
Verhaeghen, Savro, & Thibodeau, 2003;
Thoresen & Powell, 1992). Even how one re-
sponds to stressful life events may contribute

Case Study (Continued)
school. For example, Nicole’s mother could
spend the first hour of her school day during
her first week back at school, then only the
first thirty minutes, then only accompany
her to school, etcetera. Nicole’s successes
could be reinforced by special time with her
mother, enjoyable experiences with friends,
or other desirable incentives. This behav-
ioral plan should be augmented by some
supportive psychotherapy to help Nicole ex-
press her fears and dependency needs, both

verbally and through nonverbal means
such as play and drawing. Efforts should
also be encouraged for the family to extend
their social network, and consultation could
be provided to determine available re-
sources and strategies. Nicole’s participation
in activities (such as group art projects),
which can enhance her sense of esteem and
competence, would also be beneficial. Fi-
nally, all caffeine should be eliminated from
Nicole’s diet.
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Case Study: Taylor Experiences Cardiovascular Disease, Job and
Family Stress, and Type A Personality (Biopsychosocial)
Taylor is a 60-year-old biracial male of
African American and Korean heritage who
works as a trial lawyer. Taylor has been di-
vorced from his wife for the past three years
following a highly contentious settlement
and has one adult son who is married with
two children.

Presenting Problem: Taylor recently ex-
perienced a cardiac arrest after a longstand-
ing history of hypertension. He smokes a
pack of cigarettes a day, exercises rarely, and
works long hours in a high stress job. His fa-
ther died of a heart attack in his fifties, and
cardiovascular disease is rampant through-
out his paternal family history. Taylor’s car-
diologist has recommended that he make
significant lifestyle and behavioral changes
to maximize his opportunities for medical
rehabilitation.

Biological Factors: Taylor’s extensive fam-
ily history of cardiovascular disease and his
African American ethnicity clearly place
him at increased risk for hypertension and
heart attack. Taylor’s cigarette smoking, lack
of exercise, and stressful work likely exacer-
bate his medical condition.

Psychological Factors: Taylor manifests
the classic Type A personality as a hard-
driving, competitive, high achieving, aggres-
sive, time urgent individual. The Type A
personality is associated with cardiovascular
disease, as are high stress jobs and lifestyles.
Thus, Taylor’s personality, stressful work,
and personal life may be contributing to his
health problems. Finally, his smoking and
lack of exercise further reflect his tension
and poor health.

Social Factors: Taylor’s recent divorce 
and lack of social life outside his work 

contribute to his high stress level and lack
of support. Taylor’s biracial ethnicity has
prompted him to feel the need to perform
exceptionally well in order to succeed as an
ethnic minority in the field of law. Finally,
Taylor has identified more strongly with his
mother’s Korean ancestry and traditions,
which were actively integrated into the
home, and yet has ultimately felt conflicted
and alienated from both heritages given his
dominantly African American appearance
and love for his father as well.

Biopsychosocial Formulation and Plan:
In addition to the regimen of medication and
follow-up prescribed by his physician, Taylor
would benefit from a number of other inter-
ventions as well. While his physician has
told him to “stop smoking and start exercis-
ing,” behavior and lifestyle are exceedingly
difficult to change, and Taylor may well
benefit from psychological consultation to
develop a smoking cessation and exercise
program. Cognitive-behavioral, group and
medical (e.g., nicotine patch, nicotine gum)
interventions may be combined to assist
with smoking cessation, while a behavioral
program may be developed in conjunction
with an exercise physiologist to develop a
gradual build up in exercise.

Psychological intervention would also be
useful in contending with Taylor’s Type A
personality and response to the considerable
work and personal stressors in his life, such
as cognitive-behavioral, psychoeducational,
and supportive techniques. Finally, Taylor
may benefit from increased social support.
Consultation regarding his family relation-
ships, ethnic attitudes and identities, and
leisure needs could be beneficial.
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to CVD, as high stress responsivity has been
reported to be an independent risk factor for
the development of hypertension (Jorgensen
et al., 1996; K. Matthews, Woodall, & Allen,
1993). Anger expression has been found to
be associated with the development of CVD
in many studies (e.g., Institute of Medicine,
2001; Schum et al., 2003). Thus, how one re-
sponds to stress even when family history,
gender, lifestyle, and personality factors are
statistically accounted for and controlled is
associated with the development of CVD.
Furthermore, cultural, occupational, and so-
cioeconomic factors also contribute to CVD.
For example, Type A personalities in so-
called white collar positions are more likely
to develop CVD than Type A personalities in
blue collar positions (Eaker, Pinsky, &
Castelli, 1992; Haynes, Feinleib, & Kannel,
1980). Women with low levels of education
are at higher risk for developing CVD than
women from higher educational levels (Insti-
tute of Medicine, 2001; Eaker et al., 1992).
African Americans are twice as likely to de-
velop hypertension as other Americans (N. B.
Anderson & Jackson, 1987). Finally, poverty
is closely associated with CVD in men, for ex-
ample, being 2.5 times more likely to die
from CVD if their annual income is below
$10,000 compared to me getting over
$25,000 per year (National Center for Health
Studies, 2002).

Research suggests that those who have
an immediate parental history of CVD are
more likely to develop CVD as compared to
those lacking this family history even when
diet, weight, exercise, life stress, and other
commonly known correlates of hypertension
are statistically controlled (Fredrickson &
Matthews, 1990; Jorgensen et al., 1996). For
example, it has been estimated that 95% of
those offspring whose biological parents both
experience hypertension will develop hyper-
tension, while 45% of offspring with one bio-
logical parent demonstrating hypertension will
develop the condition (T. Smith et al., 1987).

Biopsychosocial factors play a significant
role in the development of CVD. Further-
more, evidence suggests that these factors in-
teract with and influence each other (Barlow,
1988; Carmody & Matarazzo, 1991; Haynes
et al., 1980; Institute of Medicine, 2001;
Sweet et al., 1991; S. Taylor, 2003). Treat-
ment for CVD’s symptoms including hyper-
tension, cardiac arrhythmias, postmyocardial
infarction, and other cardiac-related diseases
reflect the biopsychosocial emphasis. These
treatments may include an individualized
approach involving surgery, medication,
education, lifestyle management, relaxation
treatment, biofeedback, psychotherapy, and
social support depending on the diagnosis and
progression of the disease as well as the indi-
vidual needs of the patient and the patient’s
family (Carmody & Matarazzo, 1991; Insti-
tute of Medicine, 2001; S. Taylor, 2003).

Cancer

Cancer is another serious medical problem
that is of interest to contemporary clinical
psychologists. Principles of the biopsychoso-
cial perspective offer assistance in understand-
ing the disease as well as in developing
intervention strategies for prevention and re-
habilitation (B. L. Andersen, 1996, 2002). Can-
cer is the second leading cause of death in the
United States, affecting approximately 25% of
the population and killing about 550,000 peo-
ple per year (American Cancer Society, 1997,
2000; S. Taylor, 2003). Deaths associated with
cancer have increased steadily during the past
twentieth century with large increases in lung
cancer (especially among women) and both
breast and prostate cancer (American Cancer
Society, 1996). However, in most recent
years, the death rate from cancer has actually
decreased by about 3% due to improvements
in cancer detection and treatment (J. Brody,
1996; S. Taylor 2003). Cancer is a general
term that subsumes more than 100 types of ill-
nesses that have several similarities (S. Taylor,
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2003). These primarily include problems as-
sociated with maladaptive cell growth and re-
production programmed by DNA at the
cellular level. Some forms of cancer have a
well-known etiology such as exposure to
cancer-causing toxins associated with poisons

and pollutants. The poison DDT, the building
material asbestos, as well as cigarette smoke
and sun exposure are good examples. How-
ever, many forms of cancer develop without
known causative factors. Some forms of cancer
are easier to diagnose and treat than others

Case Study: Marilyn —Biopsychosocial with Cancer
Marilyn is a 68-year-old Jewish female who
lives with her husband. She has three adult
children and five grandchildren. She has
been retired from a long career as a high-
level school administrator.

Presenting Problem: Marilyn has re-
cently been diagnosed with invasive lobu-
lar breast carcinoma, a serious form of
breast cancer discovered in a very early
stage during a routine mammogram. Mari-
lyn’s mother died from bilateral lobular
breast cancer diagnosed at age 69. Marilyn
must decide on a course of treatment: mas-
tectomy without radiation or lumpectomy
with radiation and chemotherapy.

Biological Factors: Breast cancer is a dis-
ease that tends to run in families. Marilyn’s
mother’s history of the disease places her at
increased risk, however, unknown environ-
mental and biological factors may also con-
tribute to the development of breast cancer.
Genetic concerns will cause her additional
worry over her own daughter and three
granddaughters.

Psychological Factors: In combatting this
fundamentally biological disease, emotional
factors weigh heavily in treatment choice,
outcome, and even ultimate mortality. First,
Marilyn’s surgical options are highly per-
sonal, and involve her sexuality, appear-
ance, and feelings about both surgery and
radiation. Second, adjusting to the long-

term fears and vulnerabilities associated
with being a cancer victim poses a signifi-
cant challenge. Psychoeducational needs
also vary among individuals. In Marilyn’s
case, her desire to be well informed must be
integrated into any treatment plan.

Social Factors: Social support has been
shown to be a significant factor in outcome
and longevity in breast cancer survivors.
Both family and group support will be es-
sential to Marilyn’s decision making, adjust-
ment and long-term quality of life. Her
husband’s support will also be critical in
Marilyn’s adjustment, to the bodily changes
associated with surgery, as will the support
of her many friendships developed over
years of involvement in her temple and
Hadassah.

Biopsychosocial Formulation and Plan:
Marilyn’s treatment would best integrate
psychoeducational and social supportive
interventions into her medical regimen of
surgery, radiation, and chemotherapy. A
“no-nonsense” type of person, Marilyn
would likely benefit from informational ac-
cess to physicians, libraries, and other
breast cancer survivors in both group and
individual contexts. Sensitive consultation
on the part of medical and mental health
professionals could assist Marilyn in mak-
ing highly personal medical decisions and
obtaining needed emotional support from
community and family resources.
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and cell growth associated with cancer can be
rapid and life threatening or slow and easy to
abate. Many forms of cancer are curable when
caught and treated early in the development
of the disease (American Cancer Society,
2000; McCaul, Branstetter, Schroeder, & Glas-
gow, 1996).

Biopsychosocial factors interact and con-
tribute to the development of many forms of
cancer. First, genetic factors influence the de-
velopment of many types of cancer (Klausner,
1998). For example, colon and breast cancer
have been found to be highly associated with
genetic factors and tend to run in families.
Specific inherited genes have been found to
place some people at much higher risk for
developing cancer than others. Second, some
cancers are related to lifestyle and ethnic
factors (American Cancer Society, 1989,
1996, 2000; B. L. Andersen, 1996). For exam-
ple, Caucasian men are more likely to develop
skin and bladder cancer than non-Caucasians.
Women from northern European back-
grounds are at much higher risk for develop-
ing breast cancer than Asian women. African
American men are at higher risk for prostate
cancer, whereas Japanese Americans are at
higher risk for stomach cancer. Third, cancer
is related to lifestyle factors such as high
fat diets, sunbathing, smoking, alcohol con-
sumption, and sedentary lifestyles (American
Cancer Society, 1989, 1996, 2000; Fitzgibbon,
Stolley, Avellone, Sugerman, & Chavez, 1996;
S. Levy, 1983). Finally, psychosocial factors
such as social support, stress, mood (e.g., de-
pression and hopelessness), and even person-
ality (e.g., repressiveness) have been
associated with cancer in some studies (B. L.
Andersen, 2002; Classen, Koopman, Angell, &
Spiegel, 1996; B. Fox, 1988; G. Kaplan &
Reynolds, 1988; Scherg, 1987; Sklar & Anis-
man, 1981). Although the relationships be-
tween all of these biopsychosocial factors and
the development of cancer are unclear and
even controversial, it appears that biological

or genetic vulnerability interacts with life
events and environmental factors (e.g., expo-
sure to toxins, stress) to set the stage for the
emergence and course of many forms of cancer.

Once cancer develops, the interaction
of biopsychosocial factors contribute to the
course of the illness. For example, negative
emotions have been found to be associated
with poorer prognosis among skin and breast
cancer patients (Classen et al., 1996;
Temoshok, 1987; Williamson, 2000). Depres-
sion among smokers leads to poorer outcome
than among either nondepressed smokers
or nonsmokers (Linkins & Comstock, 1988).
In fact, these authors found an 18.5-fold
increase in cancer risk among depressed
smokers compared to nondepressed smokers.
Stress has been hypothesized to interfere
with DNA repair also resulting in poorer can-
cer prognosis (S. Levy, 1983). Furthermore,
health promoting behaviors such as healthy
diets, exercise, stress reduction; compliance
with medical evaluations and treatments;
and the minimization of health damaging
behaviors such as alcohol and drug consump-
tion, smoking, sunbathing, and exposure
to environmental and occupational toxins
are often necessary to improve recovery
(American Cancer Society, 2000; B. L. Ander-
sen, 1996; Fitzgibbon et al., 1996; S. Levy,
1983; McCaul et al., 1996; S. Taylor, 2003).

Treatment for cancer also reflects the
biopsychosocial perspective. In addition to
medical treatments such as chemotherapy,
radiation, and surgery, social support and
psychotherapy have been found to enhance
rehabilitation and sometimes even longevity
(Classen et al., 1996; Spiegal, Bloom,
Kraemer, & Gottheil, 1989). Medical treat-
ment for cancer often has problematic side
effects such as nausea and vomiting associ-
ated with chemotherapy and a host of prob-
lems following surgery such as the loss of
bodily function, pain, and fatigue. Cancer pa-
tients are understandably often depressed
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Case Study: Mary—Biopsychosocial Synthesis
We now reexamine the case of Mary from
an integrative biopsychosocial perspective.

Biological Factors: Mary may have a bio-
logical/genetic predisposition to panic dis-
order, agoraphobia, and anxiety-related 
conditions in light of her mother’s history of
these symptoms and research highlighting
this association. She may be prone to experi-
encing anxiety through intense physiological
reactions, especially under certain psycho-
logical and environmental conditions.

Psychological Factors: Mary presents a
personality profile that places her at risk for
anxiety. The sudden death of her father and
subsequent loss of her mother due to her
grief and anxiety resulted in tremendous
emotional vulnerability to loss and separa-
tion. This underlying insecurity is further
compounded in Mary by her failure to de-
velop an internal sense of competence and
developmentally appropriate independence
to assist her in traversing life’s challenges.
Together, Mary experiences both her inter-
nal and external worlds as fragile and is
vulnerable to genuine panic away from
known safety zones.

Social Factors: Mary’s Irish Catholic
cultural and religious upbringing has pro-
vided both resources and liabilities. First,
the traditions, rituals, and strong religious
faith of her family and church community
have contributed a sense of belonging,
meaning, and safety in these contexts. How-
ever, her family’s emphasis on the common
good as opposed to individual development
thwarted her separation from home; her
cultural context that favored repression
over expression of feelings and needs has
stifled her expression and development; and

her perceived view of the church’s teachings
as encouraging self-sacrifice and denial of
personal needs has perhaps contributed to
Mary’s inability to develop autonomous
coping skills and values. Finally, Mary’s role
model of womanhood in our society, her
mother, perhaps taught her the dependency
and fearfulness she herself experiences.

Biopsychosocial Formulation and Plan:
Mary’s biological vulnerability to anxiety
has been spurred into a full-blown panic
disorder in the context of her personality
and cultural development. A multidimen-
sional treatment approach is clearly indi-
cated and should include the following
integrated components:
1. Individual psychotherapy that combines

a supportive therapeutic relationship
wherein Mary can safely explore her dif-
ficulties, work through her losses, and
develop enhanced tools for autonomous
and competent functioning.

2. Cognitive-behavioral strategies will be
essential in assisting Mary with her im-
mediate symptoms of panic, including
the techniques of relaxation, exposure,
and response prevention.

3. Adjunctive couple’s work may be useful
in enlisting Mary’s husband’s support
and encouragement for Mary to take on
a more healthy and autonomous role
without feeling her attachment to her
husband (and others) threatened.

4. Utilization of church resources to assist
Mary in greater mobility and in address-
ing some of her religious concerns.

5. Consultation with a psychiatrist may be
useful in exploring the possible benefits
and side effects associated with the use
of psychoactive medication in treating
Mary’s symptoms of panic.
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and anxious (B. L. Andersen, 2002;
Williamson, 2000). They must learn to cope
with both the physical and emotional ramifi-
cations of a truly frightening disease. Marital
and family relationships and work-related
problems also are common among cancer pa-
tients. Psychosocial treatments including
hypnosis, visual imaging, relaxation training,
psychotherapy, group therapy, and peer sup-
port have all been used with cancer patients
(B. L. Andersen, 1992, 1996, 2002; Burish &
Trope, 1992; Manne & Glassman, 2000; Turk
& Fernandez, 1990; Williamson, 2000).

Many additional medical problems such as
AIDS, arthritis, pain, headaches, and irritable
bowel syndrome all involve biological, psy-
chological, and social components in their
development, maintenance, and outcome
(Gatchel & Blanchard, 1993; S. Taylor, 2003).
These and other medical problems often in-
volve biological vulnerability, environmental
stress, personality, culture, and their ultimate
interaction. Contemporary clinical psychol-
ogy, along with traditional medical interven-
tion, is useful in developing comprehensive
prevention and intervention approaches for
many of these problems.

Conclusion

The biopsychosocial perspective provides
invaluable and comprehensive means of un-
derstanding and treating a wide variety of
physical and emotional problems. Research
evidence and clinical practice both tend to
support the use of this perspective in treating
many types of problems that are of interest to
clinical psychologists and other professionals.
Human difficulties are certainly complex
with unidimensional theories proving less
and less fruitful as more information becomes
available concerning how people develop
problems in their lives. The biopsychosocial
perspective serves as an example of a current
integrated orientation aimed at managing

this complexity by approaching problems in
a holistic, systemic, and multidimensional
manner (N. Johnson, 2003).

The Big Picture

It has become important for contemporary
clinical psychologists to heed the call to inte-
gration in an increasingly complex field and
society. The intelligent and sensitive synthesis
of psychological approaches with relevant bi-
ological and social factors has led to an in-
creasingly integrative field. While biological,
psychological, and social factors may not al-
ways share equal weight in either cause or
treatment, on a case-by-case basis, attention
to the delicate interaction between these fac-
tors richly informs any study or intervention
regarding clinical issues. Biopsychosocial in-
tegration in many ways is intimate with con-
temporary clinical psychology, expanding the
range and usefulness of its efforts. As more
research evidence emerges concerning the in-
terplay of biological, psychological, and social
influences on behavior, contemporary clini-
cal psychologists will incorporate new knowl-
edge to develop better applications in their
efforts to help others.

Key Points

1. Today, the vast majority of clinical psy-
chologists identify themselves as being
integrative in orientation rather than
adhering to one singular theoretical
point of view. Clinical psychology has
evolved in such a way that one theoreti-
cal approach no longer appears to ade-
quately provide a satisfactory theory of
human behavior and behavior change
for most professionals. Integration of
theoretical approaches and available
techniques has become the norm rather
than the exception.
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2. The integration of approaches is a com-
plex and challenging endeavor. Each ap-
proach has its own language, leaders,
and practices. However, attempts at the
integration of these major theoretical ap-
proaches tend to occur in one of three
ways, which include (1) integrating the
theory associated with each approach,
(2) developing an understanding of the
common factors associated with each ap-
proach, and (3) using eclectism in a prac-
tical way to provide a range of available
techniques to assist others.

3. The biopsychosocial approach is contex-
tual and suggests that the interaction of
biological, psychological, and social in-
fluences on behavior must be carefully
addressed in order to understand the
complexities of human behavior and help
improve the lives of people who seek
professional health and mental health
services. The biopsychosocial approach
applies a systems theory perspective to
emotional, psychological, physical, and
behavioral functioning in that each of
these areas is intimately related and in-
terdependent.

4. Professionals with a biological viewpoint
generally favor biological interventions.
As a result, they tend to treat problems
suited to this approach. For example,
electroconvulsive therapy (ECT) and
medications are frequently used to treat
depressions, mania associated with bipo-
lar disorder, and schizophrenia.

5. Many clinical psychologists have begun
to increasingly focus on the cultural and
social influences on behavior that sociol-
ogists and anthropologists have been in-
vestigating for many years. While most
practicing clinical psychologists still pri-
marily work with individuals, couples,
and families, rather than large organiza-
tions or groups, the influence of issues
such as culture, socioeconomic factors,

ethnicity, and community have received
a great deal of attention concerning their
relative contributions to human func-
tioning and variation.

Key Terms

Biological Vulnerability
Biopsychosocial
Diathesis-stress
Integration

For Reflection

1. Why is it harder to conduct research on
some of the approaches than others?

2. Which approach has the most research
support and why?

3. What are the disadvantages to adherence
to one approach?

4. What theoretical approaches have gener-
ally been integrated?

5. What are some of the advantages of ap-
proach integration?

6. What is the biopsychosocial approach and
how does it apply to clinical psychology?

7. What are the advantages and disadvan-
tages of the biopsychosocial approach?

8. Use the biopsychosocial approach to
discuss schizophrenia, depression, and
cancer.

Real Students, Real Questions

1. How are the symptoms of panic disorder
different in different cultures?

2. If integrative approaches are now the
norm, why do people like Freud still get
so much attention?

3. Are there any clinical problems where
the biopsychosocial model is not useful?
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Web Resources

www.psychologicalscience.org
Learn more about the scientific side of clini-
cal psychology from the American Psycholog-
ical Society.

www.americanheart.org
Learn more about heart disease from the
American Heart Association.

www.cancer.org
Learn more about cancer from the American
Cancer Society.

www.adaa.org
Learn more about anxiety disorders.

www.ocfoundation.org
Learn more about obsessive-compulsive dis-
order.
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Contemporary Psychological
Assessment I: Interviewing and

Observing Behavior

Chapter Objective
1. Discuss issues in conducting evaluations and focus on

strategies for conducting interviews, behavioral observations,
checklists, and physiological testing.

Chapter Outline
Highlight of a Contemporary Clinical Psychologist:

Stanley Sue, PhD
Goals, Purposes, and Types of Assessment
Reliability and Validity
Interviewing
Types of Interviews
Potential Threats to Effective Interviewing
Behavioral Observations
Checklists and Inventories
Physiological Testing

Highlight of a Contemporary Clinical Psychologist

Stanley Sue, PhD

Dr. Sue maintains a full-time academic career focusing on Asian Ameri-
can and ethnic minority mental health issues.

Birth Date: February 13, 1944

College: University of Oregon (BA, Psychology), 1966

Graduate Program: University of California at Los Angeles (PhD, Clin-
ical Psychology), 1971

Clinical Internship: Student Health Psychiatric Clinic, University of
California at Los Angeles

Current Job: Professor of Psychology, Psychiatry, and Asian American
Studies, University of California at Davis

7
C h a p t e r
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Pros and Cons of Being a Clinical 
Psychologist:

Pros: Interesting and important work with
people. Variety of possible roles in teaching,
research, clinical practice, consulting, and ad-
ministration.

Cons: Can experience burnout in clinical
practice.

Future of Clinical Psychology: “The future
looks bright. Employment possibilities are
strong despite managed care. In the future,
better integration of research funds with clini-
cal practice.”

What should clinicians keep in mind
when conducting interviews and behav-
ioral observations with people from vari-
ous cultures? “Because clinicians may be
unfamiliar with the cultural backgrounds of
clients and the precise meaning of client be-
haviors, they should avoid quick judgments
and learn to form and test hypotheses con-
cerning the meaning of client behavior.”

How can rapport be nurtured when
working with people from various cul-
tural groups? “Show respect, listen and
learn from the client, and try to provide some
‘gift’ to the client such as support, cognitive
structure, reduction of anxiety and depres-
sion, so that the clinician can achieve some
credibility with the client.”

Typical Schedule:
8:00 Handle e-mail.
9:00–10:00 Prepare for lecture and courses.
11:00 Meet with students concerning

research about the importance of
culture in mental health assess-
ment issues.

12:00 Handle e-mail.
1:00–2:00 Research and writing. Working on

paper for publication and grant ap-
plication concerning training cul-
turally competent mental health
professionals.

3:00 Teach Clinical Psychology class.
4:00 Office hours.

Assessing an individual’s psychological
makeup in the course of a few meet-

ings is a formidable undertaking. This ability
to access, identify, describe, and meaning-
fully integrate the quintessential workings of
an individual’s mind and emotional soul
challenges both the human and intellectual
resources of the psychologist.

Since the earliest days of professional
psychology, assessment and testing have
been important clinical activities. Psychologi-
cal assessment is the process psychologists use
to collect and evaluate information to make
diagnoses, plan treatment, and predict be-
havior. Assessment may include interviewing
the patient, reviewing past records (such as
medical or school records), observing behav-
ior, and administering psychological tests to
measure various cognitive, behavioral, per-
sonality, family, and even biological factors.
Psychological testing involves specific assess-
ment techniques utilizing reliable and valid
testing instruments that enable the psycholo-
gist to compare individual scores with the
scores obtained from normative samples.

Assessment was the primary applied activ-
ity of clinical psychologists from the emer-
gence of clinical psychology in 1896 to the
end of World War II. As discussed in Chapter
3, the need to evaluate not only children who
were struggling in school but also military re-
cruits in the two world wars quickly pro-
pelled clinical psychology into the assessment
and testing enterprise. Today, many clinical
psychologists specialize in general psychologi-
cal testing or the testing of specific popula-
tions (e.g., neuropsychological testing of
elderly stroke patients, cognitive testing of
preschoolers, personality testing of disturbed
adolescents). In fact, psychological assessment
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and testing, with its numerous procedures
and products, has become a multimillion dol-
lar industry.

In this chapter, psychological assessment
through interviewing and behavioral observa-
tion is reviewed. In Chapter 8, the major
undertakings of cognitive and neuropsycho-
logical assessment as well as personality as-
sessment are discussed. Throughout, case
examples are utilized to illustrate the actual
use and application of assessment tools and
measures.

Goals, Purposes, and Types of Assessment

People requesting the services of a clinical
psychologist are typically motivated to seek
help because of certain thoughts, feelings, or
behaviors that cause them or others discom-
fort and concern. The symptoms they present
may include anxiety, depression, anger, poor
grades, interpersonal conflict, overeating,
sleeplessness, loneliness, or irritability. They
find such symptoms distressing and wish to
obtain professional help in eliminating them.
Routinely, important questions emerge dur-
ing the sessions. The psychologist’s job is to
help answer fundamental questions such as
the following:

Why is my son not behaving in school?

Why can’t I get over the breakup with my
girlfriend six months ago?

How can I overcome my intense fear and
panic whenever I drive over a bridge?

What can I do to help my adult son cope
with his bipolar illness?

How can my husband and I get along
better?

Is my child mentally retarded?

Are my headaches caused by stress or by
some serious medical problem like a brain
tumor?

Why do I feel so depressed when things in
life appear to be going fine?

How can I overcome the low self-esteem
that prevents me from doing better at
work?

Before the psychologist can help the pa-
tient, an initial assessment is necessary. The
goal of assessment is usually to size up the sit-
uation by developing a fuller understanding of
the factors that contribute to the presenting
problem(s). Then the psychologist can make a
diagnosis and outline a subsequent treatment
or intervention plan. For example, someone
may come to a psychologist for help in coping
with frequent hallucinations and delusions.
Various biological, psychological, and/or so-
cial factors might contribute to these symp-
toms. The person may have a medical
problem, such as a tumor, or the hallucina-
tions and delusions may be associated with
amphetamine abuse or seizures. The symp-
toms may also be associated with posttrau-
matic stress disorder or schizophrenia. The
symptoms might also be associated with im-
portant social factors, for example, a financial
crisis or violent trauma. Thus, the hallucina-
tions and delusions could be associated with a
variety of biological, psychological, and social
factors. An assessment of the influence of
these factors is critical in developing a satis-
factory diagnostic and treatment plan. For ex-
ample, treatment would be vastly different if
the hallucinations and delusions are associ-
ated with amphetamine abuse, schizophrenia,
bipolar illness, posttruamatic stress disorder
or organic brain disease.

Sometimes the presenting problem or
symptom is not the real problem. For instance,
someone may seek help specifically for the
treatment of tension headaches. Perhaps the
patient is interested in using biofeedback or
developing relaxation strategies to reduce the
frequency, duration, and intensity of the
headaches. However, after a session or two,



180 Roles and Responsibilities

the patient reports that her marriage is falling
apart and she is fearful that her spouse is hav-
ing an affair. The headaches may be associated
with the stress of marital discord, but focusing
on the headaches during the first few sessions
might have felt less threatening than launch-
ing into the more compelling and painful topic
of marital discord and infidelity. Thus, the
headaches were a “ticket” into psychotherapy
with marital issues comprising the core area of
concern.

Depression is another example of a symp-
tom that can be due to many causes. Again, an
assessment of the biological, psychological, and
social influences on each case of depression is
necessary in order to develop an adequate di-
agnostic understanding and intervention strat-
egy. For example, depression often runs in
families and research suggests that there is
frequently a genetic or biological vulnerability
to depression among family members. Thus,
if several biological relatives such as a parent,
sibling, and/or grandparent have a history of a
depressive disorder, the odds are higher that
other family members will also develop de-
pressive symptoms. Furthermore, depressive
symptoms may be a side effect of various
medications or may be associated with a num-
ber of physical ailments and conditions (e.g.,
heart disease, diabetes, cancer, chronic fa-
tigue syndrome, irritable bowel syndrome,
chronic illness, sleep apnea). Psychological
factors associated with depression may in-
clude stress at home or work, significant
losses (e.g., death or separation from loved
ones), relationship conflicts, personality dis-
orders such as borderline or antisocial
personality, as well as numerous other psy-
chological factors. Social factors including
homelessness, cultural conflicts, racism, sex-
ual harassment, financial problems, and other
issues could also play a significant role in the
manifestation of depressive symptoms. For
many people, a constellation of biological,
psychological, and social factors leads to de-
pressive symptoms. Finally, other potential

psychiatric problems are also associated with
depression such as attention deficit hyperac-
tivity disorder, posttraumatic stress disorder,
oppositional defiant disorder, eating disorders
(e.g., obesity, anorexia nervosa, bulimia), and
thought disorders (e.g., schizophrenia) among
others. Therefore, comorbidity defined as the
coexistence of two or more clinical problems,
needs to be adequately addressed in order to
more fully understand the factors contribut-
ing to the depressive symptoms and the devel-
opment of an appropriate diagnostic and
treatment plan.

Assessment is fundamental to any profes-
sional psychological service and may take
many different forms. For example, it could
include clinical interviews with a patient or
significant other (family member, friend, col-
league); behavioral observations (classroom
observation, role plays); the use of checklists,
inventories, and psychological tests (IQ and
personality tests); the review of previous
records (medical charts, school records); and
discussions with other professionals familiar
with the person or situation in question
(physician, school teacher, school counselor,
clergy, probation officer, attorney). The choice
of assessment tools depends on the nature of
the presenting problem(s), the skills and per-
spective of the psychologist, the objectives
and willingness of the patient, and practical
matters such as cost and time.

Reliability and Validity

Regardless of the assessment approach used,
the method must be both reliable and valid to
be useful. Reliability is a term used to refer to
the consistency of results. To develop conclu-
sions and general principles from collected
data, the data must be deemed reliable or
consistent. Reliability might concern the abil-
ity of an examiner to obtain similar test scores
on the same person on two different occa-
sions. For example, scores obtained on an IQ
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test given to a child on Monday should not
significantly differ if the test was adminis-
tered by the same person to the same child on
Wednesday. Reliability also may involve the
ability to obtain the same scores on a test re-
gardless of the identity of the examiner. For
example, the child in the previous example
should obtain the same IQ score whether Dr.
A, B, or C is the test administrator. Reliability
might also involve having several people or
raters observe the same behavior of interest
and provide independent ratings or scores for
comparison. This refers to interrater or interob-
server reliability. For example, while Dr. A is
conducting an IQ test with a child, Dr. B and
Dr. C observe the testing administration and
score the test as well. There should be a high
degree of agreement between the raters for
the test to be reliable.

There are many different types of reliability
that evaluate the consistency of an assessment
procedure. These include test-retest reliability,
alternate-form reliability, split-half reliability,
Kuder-Richardson reliability and Cronbach’s
coefficient alpha, and scorer or interrater reli-
ability (Anastasi & Urbina, 1996). Test-retest
reliability refers to obtaining the same results
when the test is given on two separate occa-
sions. Alternate-form reliability refers to getting
the same results even when two different but
equal versions of the test are administered.
Split-half reliability concerns getting the same
results even when the test is evaluated in sep-
arate but equal parts (e.g., comparing scores
from the odd numbered items with the even
numbered items). Kuder-Richardson and Cron-
bach’s coefficient alpha reliability refer to statis-
tical procedures that measure the internal
consistency of an assessment procedure. Fi-
nally, scorer reliability concerns how well two
or more examiners conduct the evaluation and
are consistent in their testing administration
and scoring. All of these types of reliabilities
measure a different type of consistency. Relia-
bility is rarely perfect and a small amount of
error or imperfection can be expected from all

tests. For example, a child may not obtain the
exact same scores on two equivalent forms of
an IQ test or two raters may not agree on
every aspect of their evaluation of the same
person. However, for a test to be reliable, the
conclusions drawn from these scores must be
the same.

In addition to reliability, assessment proce-
dures must be valid. Validity refers to how well
the assessment approach measures what it
purports to measure. Does an IQ test really
measure intelligence? Does a personality test
really measure personality? Does the SAT re-
ally measure college aptitude? Like reliability,
there are many different types of validity: Re-
sults from research must be deemed valid in
order to draw conclusions and generalize find-
ings. These include content, criterion (predic-
tive and concurrent), construct validity, and
discriminant (Anastasi & Urbina, 1996). Con-
tent validity refers to whether the assessment
procedure covers a representative sample of
the behaviors it is designed to measure. For
example, an IQ test that only includes vocabu-
lary items would not adequately represent all
aspects of intelligence (e.g., problem-solving,
abstract reasoning, visual-motor skills). Crite-
rion validity refers to how well an assessment
instrument predicts performance on another
test or in a specific activity. For example, per-
formance on an SAT should highly correlate
with college performance. This is predictive cri-
terion validity since SAT scores taken during
high school are used to predict performance in
college at a future date. Concurrent validity oc-
curs when the two measures of interest are
available at the same time. For example, SAT
scores may be used to assess concurrent valid-
ity with the ACT examination, an alternative
high school test used in place of the SAT in
many high schools. Since the SAT and ACT
can both be administered at about the same
time, concurrent validity is assessed. Construct
validity refers to how well the assessment de-
vice measures the theoretical construct it pur-
ports to measure. For example, does a test of
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anxiety truly measure the construct of anxi-
ety? Discriminant validity refers to two or more
measures that are appropriately unrelated.
For example, SAT scores should be unrelated
to shoe size, height, and social skills. Like reli-
ability, the assessment of validity is rarely per-
fect. Some degree of error in measurement
can be expected. For example, SAT scores do
not perfectly predict college performance. Ac-
ceptable levels of validity may differ depend-
ing on the criteria of an investigator or the
purpose of the validity assessment.

The assessment approaches discussed in
this chapter and the next are used to diag-
nose, describe, explain, and predict behavior
in a reliable and valid manner. Typically,
assessment then leads to recommendations
regarding treatment, selection (e.g., job or
school program selection), or other interven-
tion strategies. Since assessment is used to
make important decisions effecting the lives
of many, it is critical that reliable and valid
procedures are used and used cautiously.
Therefore, these measures must have appro-
priate clinical utility. Clinical utility refers to
the notion that assessment devices must max-
imize the number of true positives and true
negatives while minimizing false positives and
false negatives. For example, if testing is used
to determine who might be admitted to a psy-
chiatric inpatient unit against their will (i.e.,
involuntary commitment), it is imperative the
testing maximizes the odds of making a cor-
rect decision and minimizes any possibility
that someone would be admitted against their
will based on faulty, unreliable, and invalid
test findings.

Interviewing

Most helping professionals use interviewing
as a standard approach to assessing problems
and formulating hypotheses and conclusions.
Talking with appropriate, interested, and
knowledgeable parties (the patient, family

members, school teachers, physicians) is usu-
ally an important early step in conducting an
assessment. Interviewing in clinical psychol-
ogy entails much more than posing a series of
questions to collect data about a case. Asking
critical questions, carefully listening to an-
swers, attending to missing or inconsistent in-
formation, observing nonverbal behavior,
developing hypotheses, and ruling out alter-
native hypotheses are all part of the inter-
viewing process.

The interview is a thoughtful, well-
planned, and deliberate conversation de-
signed to acquire important information
(facts, attitudes, beliefs) that enables the
psychologist to develop a working hypothe-
sis of the problem(s) and its best solution.
Whereas some interviews are highly struc-
tured with very specific questions and direc-
tions (e.g., those provided by the Diagnostic
Interview Schedule [DIS] and the Struc-
tured Clinical Interview for DSM-IV [SCID]),
others are unstructured and evolve as the
conversation develops. While structured in-
terviews are often used in research settings,
unstructured interviews are generally used
in practice settings. Structured interviews
provide more precision but do not allow
the flexibility to tailor the experience to the
individual needs of the person being inter-
viewed. The use of structured or unstruc-
tured interviews is based on the goals of the
interview. Effective interviewing is both an
art and a science. Although a great deal of
research has been conducted on interview-
ing skills, the psychologist does not read a
manual on how to conduct an interview and
then become an expert. Effective interview-
ing is developed over time with practice, su-
pervision, experience, and natural skill.

While the actual information obtained
might vary greatly depending on the specific
purpose of the interview, generally a list of
standard data is collected and discussed
(Table 7.1). This includes demographic infor-
mation such as name, address, telephone
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number, age, gender, or grade in school, oc-
cupation, ethnicity, marital status, and living
arrangements. Information about current
and past medical and psychiatric problems
and treatments are also usually requested.
The chief complaint or a list of symptoms ex-
perienced by the patient is discussed as well
as the patient’s hypotheses regarding the con-
tributing factors associated with the develop-
ment and maintenance of the problem(s).
The interviewer often wants to know how
the person has tried to cope with the prob-
lem(s) and why he or she wishes to obtain
professional services now.

Interviewing is used for a wide variety of
purposes. For example, an interview is typi-
cally conducted whenever a psychologist be-
gins psychotherapy with a new patient.
Interviews are also conducted to determine

whether someone is in a crisis and might be
at risk for self-injury or injury to others. An
interview might be conducted to determine
the current mental status (e.g., is alert and
oriented toward time, place, and person) of a
patient at a given moment. An interview is
generally conducted as part of any psycholog-
ical evaluation. Although numerous different
interviewing situations exist, certain tech-
niques and skills are necessary for nearly all
types of interviews. These include developing
rapport, effective listening skills, effective
communication, observation of behavior, and
asking the right questions.

Rapport

When patients talk with a psychologist about
problems they are experiencing, they are often
uncomfortable sharing their intimate concerns
with a complete stranger. They may have
never discussed these concerns with anyone
before, including their best friends, parents, or
spouse. They may worry that the psychologist
might make negative judgments about their
problems. They may feel embarrassed, silly,
worried, angry, or uncomfortable in a variety
of ways. An individual from an ethnic, racial,
or sexual minority may fear being misunder-
stood or maltreated. To develop a helpful,
productive, and effective interview, the psy-
chologist must develop rapport with the per-
son he or she is interviewing. Rapport is a
term used to describe the comfortable work-
ing relationship that develops between the
professional and the interviewee. The psychol-
ogist seeks to develop an atmosphere and rela-
tionship that is positive, trusting, accepting,
respectful, and helpful.

Although there is no specific formula for
developing rapport, several principles are gen-
erally followed. First, the professional must be
attentive. He or she must focus complete at-
tention on the patient without interruption
from distractions such as telephone calls or
personal concerns. Second, the professional

Table 7.1 Typical Information Requested
during a Standard Clinical Interview

Identifying information (e.g., name, age, gender,
address, date, marital status, education level)

Referral Source (who referred the person and
why)

Chief Complaint or presenting problems (list of
symptoms)

Family background

Health background

Educational background

Employment background

Developmental history (birth and early child
development history)

Sexual history (sexual experiences, orientation,
concerns)

Previous medical treatment

Previous psychiatric treatment

History of Traumas (e.g., physical or sexual abuse,
major losses, major accidents)

Current treatment goals
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must maintain a rapport-building posture—
for example, by maintaining eye contact and
facing the patient with an open posture with-
out a physical barrier such as a large desk
impeding communication. Third, the psychol-
ogist actively and carefully listens to the pa-
tient, allowing him or her to answer questions
without constant interruption. Fourth, the
psychologist is nonjudgmental and noncritical
when interacting with the patient, especially
in regard to personal disclosures. The profes-
sional also strives toward genuine respect,
empathy, sincerity, and acceptance, without
acting as a friend or a know-it-all. He or she
tries to create a supportive, professional, and
respectful environment that will help the pa-
tient feel as comfortable and as well under-
stood as possible during the interview.

Effective Listening Skills

In addition to the development of rapport,
an effective interviewer must be a good lis-
tener. While this may appear obvious, good
listening skills are important to develop and
generally do not come naturally for most
people. People often find it challenging to
fully listen to another without being dis-
tracted by their thoughts and concerns.
Many are too focused on what they are
thinking or want to say rather than on lis-
tening to someone else. Furthermore, care-
ful listening must occur at many different
levels. This includes the content of what is
being said as well as the feelings behind what
is being said. Listening also involves paying
attention to not only what is being said but
how it is presented. For example, someone
may deny that he or she is angry yet have
their arms crossed and teeth clenched, thus
suggesting otherwise. Listening also includes
paying attention to what is not being said.
Thus, listening involves a great deal of atten-
tion and skill including the ability to read be-
tween the lines.

Effective interviewers must learn to use and
develop active listening skills, which include
paraphrasing, reflection, summarization, and
clarification techniques (Cormier & Cormier,
1979). Paraphrasing involves rephrasing the
content of what is being said. It means careful
listening to another’s story and then attempt-
ing to put the content of the story into a brief
summary. The purpose of paraphrasing is to
help the person focus and attend to the content
of his or her message. In contrast, reflection
involves rephrasing the feelings of what is
being said in order to encourage the person
to express and understand his or her feelings
better. Summarization involves both para-
phrasing and reflection in attempting to pull
together several points into a coherent brief re-
view of the message. Summarization is used
to highlight a common overall theme of the
message. Finally, clarification includes asking
questions to ensure that the message is being
fully understood. Clarification is needed to en-
sure that the interviewer understands the mes-
sage as well as helping the person elaborate on
his or her message.

Examples of these techniques are provided
in the following example of a couple trying to
decide if they should get married. Eduardo is
a 36-year-old Latino man who has been dat-
ing Janice, a 33-year-old Caucasian woman,
for several years. He feels that he cannot
commit to marriage because he feels unsure
if Janice is the “right one” for him. Janice
wants to marry Eduardo and reports feeling
frustrated that he has so many doubts. Ed-
uardo further reports that he is unsure if he
could stay faithful to one person for the rest
of his life.

EDUARDO: “I’m not much of a believer in the
institution of marriage. It seems to me that
it made sense when the average life span
was only 30 years or so. How can someone
make a decision like this during their 20s
or 30s and have it be a good decision for 50
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years or more? My parents are still mar-
ried after 50 years but they hate each
other. I don’t know why they stay together.
Janice is really nice and I like being with
her but who knows what the future will
hold for us. She has a lot of great qualities
but some characteristics drive me nuts. For
example, I really don’t like some of her
friends. They are boring. She’s really a
practical person, which I like, but some-
times there isn’t a lot of excitement in our
relationship.”

Examples of active listening techniques of-
fered by the therapist follow:

PARAPHRASE: “So you seem to be unsure if
marriage to Janice or anyone for that mat-
ter is right for you.”

REFLECTION: “To some degree you feel bored
in your relationship.”

SUMMARIZATION: “You are unsure if marriage
is right for you and you are concerned that
Janice may not be the right person for you
regardless of your views on marriage.”

CLARIFICATION: “When you say that your re-
lationship lacks excitement are you also
referring to your sexual relationship?”

Effective Communication

To conduct a successful interview, effective
communication is a requirement. The profes-
sional must use language appropriate to the
patient, whether a young child, an adolescent,
or a highly educated adult. The interviewer
generally avoids the use of professional jar-
gon, or psychobabble, and speaks in terms
that are easily understood. The interviewer
tries to fully understand what the patient is
trying to communicate and asks for clarifica-
tion when he or she is unsure.

SPOTLIGHT

Multicultural Issues and Communication in
Conducting Interviews
Communication styles can be very different based on cultural background.
In our increasingly multicultural society, it is important for interviewers to
be attentive to the influence of culture on communication and interviewing
styles. D. Sue and Sue (2003) outline a number of important subtle differ-
ences in communication style associated with various ethnic groups. For
example, their review of the literature suggests that Caucasians tend to
speak loud and fast using head nods, eye contact, and quick responses, ob-
jective, and task-oriented communication. However, African Americans
tend to speak with affect, use eye contact more when speaking than when
listening, and use more affective and interpersonal communication styles.
Asian Americans and Latino/a populations tend to speak more softly, avoid
eye contact when listening as well as speaking to a high status person, and
use low-key and indirect communication styles. They suggest that psychol-
ogists must be sensitive to different communication styles and learn more
about how race, culture, and gender impact these styles.
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Observation of Behavior

The interviewer pays attention not only to
what is being said during a clinical interview,
but also to how it is being said. Observation
of nonverbal communication (e.g., body pos-
ture or body language, eye contact, voice
tone, attire) provides potentially useful infor-
mation. For example, a patient may describe
severe depressive symptoms and suicidal
thoughts, yet smile a great deal and appear
energized and in good spirits during the in-
terview. Another patient might state that he
or she feels completely comfortable, yet sits
with arms and legs tightly crossed while
avoiding eye contact. Inappropriate dress
(e.g., T-shirt and shorts on a very cold winter
day or for a job interview) or a disheveled ap-
pearance may provide further insight into the
nature of the patient’s difficulties.

Asking the Right Questions

A good interviewer must ask the right ques-
tions. All too often, inexperienced interview-
ers forget to ask a critical question only
to remember it after the patient has left. Ex-
perience with interviewing and a solid under-
standing of psychopathology and human
behavior are needed in order to ask the right
questions. Typical questions deal with issues
such as the frequency, duration, severity, and
patient’s perception of the etiology of the pre-
senting problem. A careful understanding of
the symptoms as well as the patient’s efforts
to cope with the problem is usually im-
portant. A comprehensive examination of 
biological, psychological, and social factors as-
sociated with the problem is useful, as are
questions pertaining to suicide risk and other
dangerous behaviors where indicated.

In the following case study, the inter-
viewer’s questions lead to a better under-
standing of the factors that may be associated
with Joe’s depression. Joe’s long work hours

as well as his conflictual relationships with
both his boss and his father appear to play im-
portant roles in his self-esteem and depres-
sion. On the basis of the information given,
the depression does not appear severe enough
to require hospitalization or other dramatic
interventions (e.g., electroconvulsive therapy,
medication). Continued individual therapy
appears warranted, however.

Types of Interviews

There are many different types of interviews
conducted by psychologists. Some interviews
are conducted prior to admission to a clinic or
hospital, some are conducted to determine if
a patient is in danger of injuring herself or
someone else, some are conducted to deter-
mine a diagnosis. Whereas some interviews
are highly structured with specific questions
asked of all patients, others are unstructured
and spontaneous. While not an exhaustive
list, this section briefly reviews examples of
the major types of interviews conducted by
clinical psychologists.

Initial Intake or
Admissions Interview

The purpose of the initial intake or admissions
interview is to develop a better understanding
of the patient’s symptoms or concerns in order
to recommend the most appropriate treatment
or intervention plan. Whether the interview is
conducted for admission to a hospital, an out-
patient clinic, a private practice, or some other
setting, the initial interview attempts to evalu-
ate the patient’s situation as efficiently as pos-
sible (Figure 7.1 on page 189). In addition to
learning more about the patient’s problems
and needs, the psychologist also seeks to de-
termine whether the services provided by the
hospital, the clinic, or the practitioner can ade-
quately meet the patient’s needs. For example,
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Case Study: Joe Experiences Depression
Joe is a 35-year-old Caucasian middle man-
ager of a large construction company. He
has been married for five years and has no
children.

Presenting Problem: Joe is concerned
about his feelings of depression. He experi-
ences sadness, hopelessness, feelings of
worthlessness, and general lassitude. He re-
ports that these feelings occur about 10 or
so days each month and are usually associ-
ated with a conflict or problem at work. The
following is a transcript from a segment of
the initial interview conducted by a clinical
psychologist.

Interviewer: How long have you had these
feelings of depression? (duration of
problem)

Patient: Oh, probably about 20 years.
Interviewer: Do you remember what hap-

pened 20 years ago that started these
feelings? (etiology of problem)

Patient: No.
Interviewer: Have you ever sought profes-

sional help for these problems during the
past 20 years? (previous history of treat-
ment)

Patient: No. I have never seen a psycholo-
gist or anyone else about them before. In
fact, other than my wife, I don’t think
anyone knows about them.

Interviewer: What made you decide to do
something about them now? (antecedents
for current help seeking)

Patient: Well, my wife encouraged me to see
someone—I think because she recently
saw a psychologist for feelings of panic
and anxiety whenever she drives over a
major bridge. Since she found it helpful,
she thought I might talk this over with
someone. Also, my new insurance plan at

work allows me up to 12 free sessions,
and so I thought I might as well take ad-
vantage of it.

Interviewer: Do you feel comfortable doing
this? (assess feelings associated with help-
seeking)

Patient: Yes. I feel good about finally doing
something about my depression.

Interviewer: What exactly happens when
you feel depressed? (assess patient
symptoms)

Patient: Well, I just feel worthless, like my
self-esteem takes a hit.

Interviewer: So you generally feel bad about
yourself?

Patient: Yes, definitely.
Interviewer: Any troubles or changes

with sleeping or eating? (assess vegeta-
tive signs)

Patient: Not really. I sleep okay and eat fine.
In fact, I probably could lose a few
pounds. I have a weak spot for chocolate,
especially dark chocolate cremes.

Interviewer: How do you try to cope with
these feelings when they occur?

Patient: I generally talk it over with my
wife, who is very supportive. I also usu-
ally try to do some exercise like taking a
hard run or bike ride. I think the distrac-
tion of exercise helps me a great deal.
Sometimes, when I feel especially bad, I
cry a little and the release makes me feel
better.

Interviewer: So you either distract yourself
with physical activity or cry when things
are really bad.

Patient: Right.
Interviewer: Do other members of your

family have trouble with depression or
other mood problems?

(continued)
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someone might request services for treating
depression, yet during the course of the initial
interview, the patient reveals that he has a sig-
nificant alcohol and cocaine problem. If the
psychologist feels that substance abuse treat-
ment is warranted, he or she might refer the
patient to a colleague or clinic that specializes
in substance abuse problems rather than un-
dertaking treatment of a problem outside his
or her area of expertise. Another goal of the
initial interview is to orient the patient to the
hospital, clinic, or practice. The psychologist
typically discusses treatment and payment 

options, informs the patient about the policies
and procedures of the treatment facility or
practice, and answers the patient’s questions
about the services offered. Finally, the initial
interview often attempts to instill trust, rap-
port, and hope that the treatment profes-
sional(s) and/or facility will professionally and
competently deal with the patient’s concerns.

Mental Status Interview

Often a mental status interview is conducted
to screen the patient’s level of psychological

Case Study (Continued)
Patient: Not really. My mother had bouts of

depression now and then but nothing se-
rious. My brothers and sisters, my father,
my grandparents all seem to have no sig-
nificant trouble with depression or mood
problems.

Interviewer: Do you (or any family mem-
bers) ever experience the opposite of de-
pression? Do you or do they ever feel
very euphoric, maybe get little sleep,
spend a lot of money, feel on top of the
world?

Patient: No, if you mean do I ever feel
manic, I don’t. No one in my family does
either, that I know of.

Interviewer: Do you ever feel so low that
you think of hurting yourself?

Patient: Not really, I might have a fleeting
thought that I wish I were dead, but I
never feel what I would call suicidal and
I would never hurt myself.

Interviewer: Have you ever tried to hurt
yourself?

Patient: No, never.
Interviewer: What do you think contributes

to your feelings of depression?
Patient: Well, I work really hard. Usually

I start work at 7 A.M. and finish at 7 to

8 P.M. Sometimes my boss drives me
crazy. He is so controlling. You always feel
like he stands over your shoulder and tells
you how you could be doing your job bet-
ter. Generally, I like my job. It pays very
well and I like the type of work I do, but I
don’t like the hours or my boss.

Interviewer: So the job has some major pros,
like money, yet major cons like long
hours and a challenging boss.

Patient: Right.
Interviewer: Does your boss remind you of

anyone else in your life?
Patient: Well, to tell you the truth, he does

remind me of my dad a bit. My dad, bless
his heart, is a loving guy, and I have a
good relationship with him, but his one
major flaw is that he is controlling and
always has an opinion on how you could
do something better. He means well, but
he sure can be annoying.

Interviewer: Do you think the similarity be-
tween your boss and your father might
have anything to do with your depres-
sive feelings?

Patient: I’m not sure. I never really thought
about it or made a connection between
the two.
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functioning and the presence or absence of
abnormal mental phenomena such as delu-
sions, delirium, or dementia. Mental status
exams include a brief evaluation and obser-
vation of the patient’s appearance and man-
ner, speech characteristics, mood, thought
processes, insight, judgment, attention, con-
centration, memory, and orientation. Results
from the mental status examination provides
preliminary information about the likely
psychiatric diagnoses experienced by the pa-
tient as well as offering some direction for
further assessment and intervention (e.g.,
referral to a specialist, admission to psychi-
atric unit, evaluation for medical problems
that impact psychological functioning). For

instance, mental status interviews typically
include questions and tasks to determine ori-
entation to time (e.g., “What day is it? What
month is it? What year is it?”), place (“What
city are you in? Where are you now? Which
hospital are you in?”), and person (“Who am
I? Who are you? Who is the president of the
United States?”). Also, the mental status in-
terview assesses short-term memory (e.g., “I
am going to name three objects I’d like you
to try and remember: dog, pencil, and vase”)
and attention-concentration (e.g., “Count
down by 7s starting at 100. For example,
100, 93, and so forth”).

Baker and Trzepacz (1998) offer a useful
outline or checklist for mental status exami-
nations. This includes the assessment of
(1) appearance, attitude, and activity (e.g.,
level of consciousness, attire, appropriate
eye contact, degree of cooperativeness and
resistance, appropriate voluntary, involun-
tary, and automatic movements), (2) mood
and affect (e.g., appropriate type, intensity,
range, and reactivity of emotion), (3) speech
and language (e.g., fluency, comprehension,
quality of speech), (4) thought process,
thought content, and perception (e.g., possi-
ble delusions, hallucinations, ruminations,
obsessions, suicidal or homicidal ideation,
peculiar thoughts), (5) cognition (e.g., at-
tention, concentration, short- and long-term
memory, orientation to time, place, and per-
son), and (6) insight and judgment (e.g.,
awareness of internal and external realities,
appropriate use of defense mechanisms).

While there are some mental status exami-
nations that are structured resulting in scores
that can be compared to national norms, most
are unstructured and do not offer a scoring or
norming option. During the examination, the
interviewer notes any unusual behavior or an-
swers to questions that might be indicative
of psychiatric disturbance. For example, being
unaware of the month, year, or the name of
the current president of the United States usu-
ally indicates mental problems. This can result

Figure 7.1
A psychologist conducts a clinical interview.
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in bias based on the interviewer’s clinical
judgment during an evaluation unless objec-
tive scoring can be conducted (Herbert, Nel-
son, & Herbert, 1988).

Crisis Interview

A crisis interview occurs when a patient is
in the middle of a significant and often trau-
matic or life-threatening crisis. The psycholo-
gist or other mental health professional or
paraprofessional (e.g., a trained volunteer)
might encounter such a situation while work-
ing at a suicide or poison control hotline, an
emergency room, a community mental health
clinic, a student health service on campus, or
in many other settings. Although many of the
interviewing principles discussed earlier still
apply (e.g., asking the right questions, atten-
tive listening), the nature of the emergency
dictates a rapid, “get to the point” style of in-
terview as well as quick decision making in
the context of a calming style. For example, it
may be critical to determine whether the per-
son is at significant risk of hurting him- or
herself or others. Or it may be important to
determine whether the alcohol, drugs, and/or
medication the person ingested is a lethal
dose. The interviewer must maintain a calm
and clear-headed manner while asking critical
questions in order to deal with the situation
effectively. The interviewer may need to be
more directive (e.g., encouraging the person
to phone the police, unload a gun, provide in-
structions to induce vomiting, or step away
from a tall building or bridge); break confi-
dentiality if the person (or someone else, such
as a child) is in serious and immediate danger;
or enlist the help of others (e.g., police depart-
ment, ambulance).

Diagnostic Interview

The purpose of a diagnostic interview is to
obtain a clear understanding of the patient’s

particular diagnosis. Thus patient-reported
symptoms and problems are examined in
order to classify the concerns into a diagnosis.
Typically, the Diagnostic and Statistical Manual-
IV (DSM IV; American Psychiatric Association,
2000) is used to develop a diagnosis based on
five categories, or axes (Table 7.2). The DSM-
IV is used by hospitals, clinics, insurance com-
panies, and the vast majority of mental health
professionals to classify and diagnose psychi-
atric problems. While this is the most widely
used diagnostic classification of psychiatric
disorders in the United States, other classifica-
tion systems exist and have both advantages
and disadvantages (Mjoseth, 1998). The five
axes for each diagnosis provide information
concerning the clinical syndromes, influence
of potential personality disorders, medical
problems, psychosocial stressors, and level of
functioning. Specifically, Axis I includes the
presence of clinical syndromes (e.g., depres-
sion, panic disorder, schizophrenia). Axis II
includes potential personality disorders (e.g.,
paranoid, antisocial, borderline). Axis III in-
cludes physical and medical problems (e.g.,
heart disease, diabetes, cancer). Axis IV in-
cludes psychosocial stressors currently experi-
enced by the patient (e.g., fired from job,
marital discord, financial hardship). Axis V
(Global Assessment of Functioning or GAF)
includes a clinician rating of how well the pa-
tient is coping with his or her problems (1 =
poor coping, 100 = excellent coping). The in-
terview is conducted to rule out inapplicable
diagnoses and rule in applicable ones. Thus,
the goal of the interview is to determine
whether the patient meets the diagnostic crite-
ria of a particular disorder.

Diagnostic interviewing can be challenging.
It is frequently difficult to ascertain the pre-
cise diagnosis through interview alone. Also,
comorbidity may complicate the clinical pic-
ture. For instance, a patient who has been los-
ing a lot of weight might be interviewed to
determine whether he or she has anorexia
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nervosa, a disorder that results in self-
starvation. Anorexia nervosa is especially
prevalent in adolescent girls. Significant
weight loss may also be associated with a
number of medical problems (e.g., brain
tumor) or other psychiatric problems (e.g., de-
pression). To determine whether the weight
loss symptoms might be associated with

anorexia nervosa, the clinician may wish to
conduct a diagnostic interview to see if the
patient meets the DSM-IV diagnostic criteria
for anorexia nervosa (Table 7.3). Further-
more, additional possible diagnoses may need
to be considered as well (e.g., depression,
phobia, borderline personality). While some
clinicians might choose to use a structured

Table 7.2 Diagnostic Categories in the DSM-IV and Examples

Disorders Usually First Diagnosed in Infancy, Childhood, or Adolescence (e.g., Mild Mental Retardation,
Autistic Disorder, Attention Deficit Hyperactivity Disorder, Conduct Disorder)

Delirium, Dementia, and Amnesia and Other Cognitive Disorders (e.g., Dementia of the Alzheimer’s
Type, Vascular Dementia, Dementia Due to Parkinson’s Disease)

Mental Disorders Due to a General Medical Condition (e.g., Personality Change Due to Head Injury)
Substance-Related Disorders (e.g., Alcohol Abuse, Caffeine Intoxication, Cannabis-Induced Anxiety
Disorder, Inhalant Abuse)

Schizophrenia and Other Psychotic Disorders (e.g., Schizophrenia, Paranoid Type, Schizoaffective
Disorder, Shared Psychotic Disorder)

Mood Disorders (e.g., Major Depressive Disorder, Bipolar I Disorder, Dysthymic Disorder, Cyclothymic
Disorder)

Anxiety Disorders (e.g., Panic Disorder with Agoraphobia, Social Phobia, Posttraumatic Stress Disorder,
Obsessive-Compulsive Disorder)

Somatoform Disorders (e.g., Hypochondriasis, Conversion Disorder, Body Dysmorphic Disorder)

Factitious Disorders (e.g., Factitious Disorder with Predominantly Physical Signs and Symptoms)

Dissociative Disorders (e.g., Dissociative Amnesia, Depersonalization Disorder)

Sexual and Gender Identity Disorders (e.g., Sexual Aversion Disorder, Male Erectile Disorder,
Exhibitionism, Pedophilia)

Eating Disorders (e.g., Anorexia Nervosa, Bulimia Nervosa)

Sleep Disorders (e.g., Primary Insomnia, Sleepwalking Disorder, Nightmare Disorder)

Impulse-Control Disorders Not Elsewhere Classified (e.g., Kleptomania, Pathological Gambling,
Trichotillomania)

Adjustment Disorders (e.g., Adjustment Disorder with Depressed Mood, Adjustment Disorder with
Disturbance of Conduct)

Personality Disorders (e.g., Paranoid Personality Disorder, Borderline Personality Disorder, Histrionic
Personality Disorder)

Other Conditions That May Be a Focus of Clinical Attention (e.g., Psychological Factors Affecting
Physical Condition, Relational Problems, Malingering, Religious or Spiritual Problem)
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SPOTLIGHT

The Diagnostic and Statistical Manual of Mental
Disorders (DSM)
For more than 50 years, the DSM has been the “psychiatric bible” for the
diagnosis of mental disorders. It was originally published by the American
Psychiatric Association in 1952 and has been revised several times (in
1968, 1980, 1987, 1994, and most recently in 2000). The DSM is the stan-
dard for defining a wide range of mental health diagnoses and is used for
diagnosis, treatment planning, and insurance reimbursement. Over the
years, the number of diagnoses have grown from 106 in the first edition to
365 in the current version (Beutler & Malik, 2002).

The current manual (DSM-IV) provides diagnoses on a multiaxial sys-
tem using five axes. Axis I includes major clinical disorders such as schizo-
phrenia, bipolar, mood disorders, and such. Axis II includes personality
disorders and mental retardation. Axis III includes any medical problems
such as heart disease, cancer, diabetes, and so forth. Axis IV lists psy-
chosocial problems while Axis V is a 1 to 100 global assessment of func-
tioning where 100 is excellent functioning and 1 is great dysfunction.

Despite the universal use of the manual, there are a number of prob-
lems with it. First, competent clinicians agree on diagnoses using the DSM
only 70% of the time (Kirk & Kutchins, 1992). This is especially true for
personality disorders. Second, there is a great amount of overlap or co-
morbid diagnostic criteria so that it can be difficult to determine how one
disorder is truly different from another (Widiger & Clark, 2000). Further-
more, many have reported that the DSM system is not attentive enough to
multicultural issues and women’s issues (Beutler & Malik, 2002; Kir-
mayer, 2001). Finally, many have concerns about the political nature of
the DSM development process. Leading psychiatrists meet to discuss the
diagnostic criteria in several task forces and then ultimately vote on what
should or should not be included. Some have called for a more research
and empirical basis for the development of a diagnostic system (Beutler &
Malik, 2002; Widiger & Clark, 2000). The political issues extend to finan-
cial matters in that a DSM diagnosis is generally always needed in order to
receive health insurance benefits. Therefore, clinicians may use a diagno-
sis that does not truly reflect what a patient experiences in order to maxi-
mize the odds that an insurance claim will be paid. Although many have
suggested that the DSM system should be changed, there is little likelihood
that the DSM system will be abandoned anytime soon.
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clinical interview (see next section for de-
scription of structured interview approaches),
most would conduct their own clinical inter-
view. Table 7.4 provides several examples of
diagnoses among children.

Structured Interviews

In an effort to increase the reliability and
validity of clinical interviews, a number of
structured interviews have been developed
(e.g., The Anxiety Disorders Interview Sched-
ule for Children, W. K. Silverman & Nelles,
1988; Diagnostic Interview Schedule [DIS],
Robins, Helzer, Croughan, & Ratcliff, 1994;
Structured Clinical Interview for DSM-IV
[SCID-I and SCID-II], First, Spitzer, Gibbon, &

Williams, 1997; Structured Interview for the
Five-Factor Model of Personality [SIFFM],
Trull & Widiger, 1997). Although the SCID in-
terview is the most common one used, each
has both advantages and disadvantages de-
pending on the goals of the interview and the
patient involved (First, Spitzer, et al., 1997).
Structured interviews include very specific
questions (e.g., “Have you ever had a spell or
attack when all of a sudden you felt fright-
ened, anxious, or very uneasy in situations
when most people would not be afraid?”
Robins et al., 1994) asked in a detailed flow-
chart format. The goal is to obtain necessary
information to make an appropriate diagnosis,
to determine whether a patient is appropriate
for a specific treatment or research program,

Table 7.3 Example of the Diagnostic Criteria of a Psychiatric Problem

DSM-IV Criteria for Anorexia Nervosa

A. Refused to maintain body weight at or above a minimally normal weight for age and height (e.g.,
weight loss leading to maintenance of body weight less than 85% of that expected; or failure to make
expected weight gain during period of growth, leading to body weight less than 85% of that
expected).

B. Intense fear of gaining weight or becoming fat, even though underweight.

C. Disturbance in the way in which one’s body weight or shape is experienced, undue influence of body
weight or shape on self-evaluation, or denial of the seriousness of the current low body weight.

D. In postmenarcheal females, amenorrhea, i.e., the absence of at least three consecutive menstrual
cycles. (A woman is considered to have amenorrhea if her periods occur only following hormone,
e.g., estrogen, administration.)

Specify types:

Restricting Types: during the current episode of Anorexia Nervosa, the person has not regularly
engaged in binge eating or purging behavior (i.e., self-induced vomiting or the misuse of laxatives,
diuretics, or enemas).

Binge-Eating/Purging Type: During the current episode of Anorexia Nervosa, the person has regularly
engaged in binge-eating or purging behavior (i.e., self-induced vomiting or the misuse of laxatives,
diuretics, or enemas).

Source: From Diagnostic and Statistical Manual-IV (DMS-IV), by American Psychiatric Association, 2000, Washington,
DC: Author. Reprinted with permission from the American Psychiatric Association.
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and to secure critical data that are needed for
patient care. The questions are generally or-
ganized and developed in a decision-tree for-
mat. If a patient answers yes to a particular
question (such as in the example about
panic), a list of additional questions might be

asked to obtain details and clarification (e.g.,
“During this spell did your heart pound? Did
you have tightness or pain in your chest? Did
you sweat? Did you tremble or shake?” Robins
et al., 1994). If the patient answers no to a
particular question, the follow-up questions

Table 7.4 Examples of DSM-IV Diagnoses for Three Children

Jim:

Axis I: Separation Anxiety Disorder (309.21)

Learning Disorder NOS (315.90)

Axis II: No Diagnosis on Axis II (V71.09)

Axis III: Type I Diabetes

Axis IV: Psychosocial Stressors: is picked on in school, mother has cancer

Axis V: GAF: Current (61), Past Year (65)

Peter:

Axis I: Attention Deficit/Hyperactivity Disorder, Predominantly Inattentive Type (314.01), Mild
Disruptive Behavior Disorder, Not Otherwise Specified (312.9), Mild Depressive Disorder,
Not Otherwise Specified (311.00)

Axis II: No Diagnosis on Axis II (V71.09)

Axis III: None reported

Axis IV: Psychosocial and Environmental Problems: father lost job, shares room with two other
siblings in very small apartment

Axis V: GAF: Current (55), Past Year (65)

Beth:

Axis I: Oppositional Defiant Disorder (313.81)

Academic Problem (V62.30)

Axis II: Mild Mental Retardation (317.00)

Axis III: Allergies

Axis IV: Psychosocial Stressors: parents divorce, moved to new school

Axis V: GAF: Current (55), Past Year (65)
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are skipped. Clinical judgment and spontane-
ity are minimized or eliminated in structured
interviews. The interview proceeds in the
same precise manner no matter who conducts
it. Thus, the interview resembles an oral ques-
tionnaire more than a conversation. Struc-
tured interviews have become a popular
means of objectifying the interviewing process
(Edelbrock & Costello, 1984; First, Spitzer,
et al., 1997; First, Gibbon, Spitzer, Williams, &
Benjamin, 1997; Robins et al., 1994; W. K. Sil-
verman & Nelles, 1988; Trull & Widiger, 1997;
Wiens, 1989). Semistructured interviews
offer some degree of flexibility in the ques-
tions asked by the interviewer. Structured and
semistructured interviews tend to be used in
research environments more than in clinical
environments such as private practice or clin-
ics. Paraprofessionals, nonprofessionals, and
clinical or research assistants are often trained
to conduct structured interviews to reduce the
costs and enhance the uniformity associated
with the interview process. An example of
part of a structured interview examining pho-
bia is provided in Table 7.5.

Computer-Assisted Interviews

A next step in the evolution of structured
interviews involves computer interviewing.
As computers become more sophisticated
and less expensive, programs can be devel-
oped to administer highly complex, efficient,
and effective interviews. Computers can be
used to ask patients questions and record
their responses in a very objective manner.
Numerous decision trees can be employed
for appropriate follow-up questions to pa-
tient’s answers. Furthermore, some patients
feel more comfortable answering sensitive
and potentially embarrassing questions via
computer rather than talking face-to-face
with a human interviewer (Farrell, Complair,
& McCullough, 1987). However, some people
are uncomfortable with using computers in

this way and prefer to talk with a profes-
sional person about problems.

Computer-assisted interviews have been
used in clinic settings where patients can an-
swer a variety of questions about their con-
cerns while in a waiting area prior to their
face-to-face meeting with a counselor. Re-
sults from the computer interview can be
provided to the counselor to help in the treat-
ment process. Confidentiality concerns must
be addressed when sensitive material is being
requested in a public area (e.g., waiting
room) and when access to computer files is
not closely controlled.

Exit or Termination Interview

After treatment is completed, an exit or ter-
mination interview may be used to help
evaluate the effectiveness of treatment or to
smooth the patient’s transition to the next
psychotherapeutic step (e.g., discharge from
a hospital to a group home or to an outpa-
tient facility). The interview might focus on
how the patient experienced the treatment,
what the patient found useful or not useful,
and how he or she might best deal with prob-
lems in the future. Another goal of the exit
interview may be to determine what residual
problems still need to be addressed or to give
the patient a sense of closure regarding the
therapeutic experience. The interview may
or may not be conducted by the treating pro-
fessional. Especially in large treatment facili-
ties such as hospitals and clinics, someone
other than the treating professional might
conduct a termination interview in order to
minimize bias. For example, it may be diffi-
cult for a patient to tell his or her therapist
directly that the treatment was unhelpful or
to criticize the clinician’s techniques. How-
ever, in smaller treatment facilities, such as a
solo independent practice, the treating pro-
fessional usually conducts the termination
interview.
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Table 7.5 Example of Part of a Structured Interview from the SCID-I

SPECIFIC

PHOBIA

SPECIFIC PHOBIA
CRITERIA

SCREEN Q #7

If Screening Question #7
Answered “No,” Skip to
Obsessive-Compulsive
Disorder

IF NO: GO 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?
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)?

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

B. Exposure to the phobic
stimulus almost invariably
provokes an immediate
anxiety response, which
may take the form of a
situationally 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.

? 1 2 3
↓

GO TO OBSESSIVE-
COMPULSIVE DISORDER

? 1 2 3
↓

GO TO OBSESSIVE-
COMPULSIVE DISORDER

? 1 2 3
↓

GO TO OBSESSIVE-
COMPULSIVE DISORDER

F67

F68

F69

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

Source: Specific Phobia section of the Structured Clinical Interview for DSM-IV Axis I Disorders, or SCID-I. From Struc-
tured Clinical Interview for DSM-IV Axis I Disorder, by M. B. First, R. L. Spitzer, and J. B. W. Williams, pp. F16–F19.
Copyright © 1996 Biometrics Research. Reprinted by permission.

YES NO
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1. Be prepared for the interview.
2. Know the purpose of the interview.
3. Be sure the purpose and parameters of the

interview are clear to the interviewee.
4. Ensure that the interview is understood

as a collaborative experience between
the client and the interviewer.

5. Listen very closely to the interviewee.
6. Consider the use of structured inter-

views.
7. Encourage the interviewees to describe

their symptoms and concerns in behav-
ioral and operationally defined terms.

8. Use other assessment tools (such as
checklists, inventories, psychological test-
ing) with the interview data to supple-
ment the findings.

9. Identify the antecedents and con-
sequences of problem behaviors and
symptoms.

10. Avoid unreasonable expectations and
biases.

11. Don’t jump to conclusions too soon but
allow the interview to be finished before
making diagnostic, treatment, or other
conclusions.

Potential Threats to
Effective Interviewing

Bias

Interviewers may be biased. Their personal-
ity, theoretical orientation, interests, values,
previous experiences, cultural background,
and other factors may influence how they
conduct an interview, what they attend to,
and what they conclude. Interviewers may
consciously or unconsciously distort informa-
tion collected during an interview based on
their own slant on the patient or the patient’s
problems. For example, a psychologist is an
expert on child sexual abuse. She treats 
patients who have been sexually abused as

children and publishes professional articles
and books on the topic. She is often asked to
give lectures around the country on the sub-
ject. When a patient describes symptoms
often associated with child sexual abuse such
as depression, anxiety, low self-esteem, rela-
tionship conflicts, and sexuality concerns, the
psychologist assumes that the symptoms are
associated with sexual abuse. When a patient
denies any experience of sexual abuse, the
psychologist assumes that the patient has re-
pressed or forgotten the traumatic memory.
She then works to help patients uncover the
repressed memory in order to realize that
they have been abused. Clearly, this example
illustrates how bias can lead to distorted or
even destructive approaches.

Reliability and Validity

Reliability and validity may also be threat-
ened. For example, if two or more interview-
ers conduct independent interviews with a
patient, they may or may not end up with the
same diagnosis, hypotheses, conclusions, or
treatment plans. Furthermore, patients may
not report the same information when ques-
tioned by several different interviewers 
(Hubert, Wachs, Peters-Martin, & Gandour,
1982). Interviewer gender, race, age, and
skill level are some of the factors that may af-
fect patient response during an interview
(Grantham, 1973). Emotional level may also
have an impact on reporting of information
(Kolko, Kazdin, & Meyer, 1985). For exam-
ple, personal questions regarding sexual be-
havior, alcohol use, child abuse, or other
sensitive issues may elicit varying responses
from patients under different circumstances.
Reliability and validity may be enhanced by
using structured interviews, asking similar
questions in different ways, using multiple
interviewers, and supplementing interview
information from other sources (e.g., medical
records, observers, questionnaires).
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SPOTLIGHT

Autism and Related Disorders
Autism is a childhood disorder that occurs before the age of three and in-
cludes a wide range of problems in social relationships and interactions,
communication, as well as activities and interests (American Psychiatric
Association, 2000). Problems in social interactions include a lack of non-
verbal social connection such as eye contact and facial responses such as
smiling as well as the inability to develop mutual social contact, reciprocity,
and relatedness. Communication problems might include delay or minimal
spoken language development or unusual communication styles. Activity
and interest deficits might include a preoccupation with very particular ob-
jects, engaging in highly repetitive movements such as head banging or
rocking, and a compulsive adherence to certain rituals or routines.

Asperger’s syndrome reflects problems in social relatedness, activities,
and interests but there tends to be no significant language or cognitive abil-
ity deficits. Therefore, children with Asperger’s syndrome tend to do fine in
school from an academic standpoint with fairly minimal problems in edu-
cational activities but tend to do poorly from a social and peer standpoint.

Autism and related disorders such as Asperger’s syndrome have received
a great deal of attention recently. Part of this renewed interest in these dis-
orders is due to well-known celebrities who have children with these disor-
ders (e.g., football quarterback Doug Flutie, musician Neil Young), popular
movies that feature these disorders (e.g., Forrest Gump, 1994), and many re-
ports that these disorders are increasing in frequency. Some news reports
have suggested that autism might be associated with the administration of
childhood vaccines routinely given to young children. Other reports suggest
that the criteria for diagnosis is lower than what it used to be and therefore
more children are being identified as autistic. Finally, other reports suggest
that training and public awareness have improved such that children who
have these problems are more likely to be identified by school personnel,
mental health professionals, pediatricians, and by concerned parents than
in the past. Since more and more efforts have been made to have autistic
children in regular classrooms rather than segregated to special education
classrooms, more and more children and families are likely to have contact
with autistic children.

Clinical psychologists are involved with the diagnosis and treatment of
autism as well as working with families and school teachers who are try-
ing to cope with living or teaching autistic children. Clinical psychologists
conduct research on autism and are often involved in policy and advocacy
work as well.
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Behavioral Observations

Seeing is believing. Behavioral observations
are an attempt by the psychologist or other
trained observer to watch the problems and
behaviors in question unfold naturally in the
real world. While a clinical interview can pro-
vide a psychologist with a great deal of helpful
information, this approach to assessment has a
number of limitations. Perhaps most impor-
tantly, the clinical interview relies on self-
report information that may or may not be
accurate. Interview information is filtered
through the perception, experience, and im-
pression management orientation of the per-
son being interviewed. Therefore, information
obtained through an interview may be biased.
For example, patients may minimize the de-
gree of distress they experience. People with
an alcohol problem may underreport the daily
amount of alcohol they consume because of
embarrassment and/or denial that they have a
problem. Children who are reportedly disrup-
tive and inattentive in class may appear atten-
tive and well-behaved during an interview
session when talking one-on-one with a
psychologist. Information provided in an in-
terview session may be intentionally or unin-
tentionally distorted. Behavioral observations,
whether naturalistic, self-monitoring, or con-
trolled, provide an opportunity for the psy-
chologist to see for himself or herself the
concerns in question.

An important concept in behavioral obser-
vations includes functional analysis (Skinner,
1953). Functional analysis refers to a be-
havioral analysis of the antecedents, or what
led up to the behavior in question, as well as
the consequences of the behavior. For exam-
ple, if a child is disruptive in class, the behav-
ior in question might involve speaking to his
peers, leaving his seat, and refusing to com-
plete assignments. A functional analysis of the
behavior may reveal that being ignored by a
teacher may precede the display of the prob-

lematic disruptive behavior and the conse-
quences might include a great deal of atten-
tion (although negative attention) from the
teacher and perhaps other school personnel
(e.g., teacher’s aide, principal) following the
behavior. Functional analysis assumes that be-
haviors are learned and that antecedents re-
sult in the opportunity for the behavior to
manifest itself while consequences maintain
or reinforce the behavior.

Another important concept regarding be-
havioral observations includes selection of tar-
get behaviors. Target behaviors are specific
behaviors that are examined, evaluated, and
hopefully altered by interventions (R. P.
Hawkins, 1987). It is often very difficult to
isolate target behaviors. Many people seeking
the consultation of a psychologist have vague
complaints that may be difficult to observe
and understand. For example, the teacher 
in the example might complain that a child 
is “unmotivated” in school and not “working
to potential.” The man mentioned on
pp. 184–185 who is unsure if he should marry
might complain of a lack of passion in the re-
lationship and feelings of boredom. Behavioral
observations must identify clear target behav-
iors to observe. Developing operational defini-
tions (i.e., specifically defined behaviors or
concepts using reliable and valid measures for
assessment) to clearly define target behaviors
is needed for effective behavioral observa-
tions. For example, the term unmotivated
might involve target behaviors such as not at-
tending class, sloppy and incomplete home-
work, and looking out the window during
classroom instruction. Lack of passion might
be defined as infrequent sexual contact and/or
highly unsatisfying sexual experiences.

Naturalistic Observation

Observing patients in their natural environ-
ments often helps psychologists develop a more
comprehensive and realistic understanding of
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the problems that need to be addressed. For
example, a child may be highly disruptive in
class, get into frequent fights on the play-
ground, and have numerous conflicts at home
over homework or household chores. Teachers
or parents may suspect an attention deficit dis-
order and refer the child to a psychologist for
evaluation. In addition to conducting an inter-
view with the child, family, and teachers, the
psychologist might wish to observe the child at
home and/or at school. In doing so, the psy-
chologist can obtain firsthand information
about the child’s problematic behavior as well
as examining the environmental and social in-
fluences (e.g., teacher, peer, and/or parental
response to disruptive behavior, classroom
seating arrangements) that may reinforce or
encourage the child’s disruptive behavior.
Therefore naturalistic observation involves
entering into the world of the patient to ob-
serve the person interacting with the environ-
ment in which problems occur.

Although there are many obvious advan-
tages to observation in a natural environ-
ment, several important disadvantages should
be addressed. First, naturalistic observations
can be time consuming and expensive. The
psychologist must travel to the home, school,
or work environment as well as conduct the
observation and then travel back to the office.
The psychologist can therefore spend many
hours out of a day involved with just one
case. Second, confidentiality can be compro-
mised when teachers, coworkers, peers, and
others know that a psychologist is coming to
observe so-and-so. Third, most people behave
differently when they know they are being
watched. This is referred to as reactivity, re-
flecting the notion that people often behave
differently in private than in public while
being watched by certain others (e.g., re-
searchers or parents). For example, a disrup-
tive child may be on his or her best behavior
knowing that a psychologist is observing in
the classroom or on the playground. Fourth,

the problematic behavior may or may not
occur when the psychologist is conducting his
or her observation. The observation is a small
snapshot of behavior that may not represent
typical behavior. Finally, the observation may
be biased. The psychologist may expect to see
certain behavior (e.g., inattentiveness, impul-
sivity, and disruptive behavior) based on the
information collected during the interview
session. Furthermore, interested parties may
try to influence the psychologist’s judgment
because they have a hidden agenda in the
outcome of the evaluation. For example, a
teacher may wish to have a perceived problem
student taken out of the class. Thus, the psy-
chologist may focus on expected behaviors
and ignore unexpected behaviors. These dis-
advantages often prohibit most psychologists
from conducting on-site observations. Those
who do conduct naturalistic observations
often work on-site where direct observation is
convenient and inexpensive. For example,
school psychologists who work in an elemen-
tary or secondary school can easily observe a
classroom or playground that may be located
on the same premises as their office.

Many efforts have been made to increase
the convenience, reliability, and validity of
naturalistic observations. For example, Patter-
son (1977) developed the Behavioral Coding
System (BCS), which provides a structured
and research-based observational coding sys-
tem for trained observers to record and clas-
sify disruptive behavior at home. Others have
developed structured observational coding
methods for specific populations (e.g., chil-
dren, mentally challenged adults, hospital-
ized psychiatric patients) and problems (e.g.,
depression, anxiety, work behaviors; M. L.
Jones, Ulicny, Czyzewski, & Plante, 1987;
Lewinsohn & Shaffer, 1971; Mariotto & Paul,
1974; K. O’Leary & Becker, 1967). Many of
these scales can be used by trained parapro-
fessionals to reduce the costs associated 
with conducting naturalistic observations.
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However, most of these techniques and
scales are still employed primarily for re-
search purposes and only infrequently for
clinical purposes.

Self-Monitoring

Whereas naturalistic observations are con-
ducted by a trained clinician, researcher, para-
professional, or appropriate person other than
the patient, self-monitoring is conducted
by the identified patient. The patient is in-
structed in how to observe and record his or
her own behavior in an objective manner.
Self-monitoring has become a very commonly
used tool not only for assessing problems but
also as an intervention.

Patients are instructed to maintain a diary
or log where they can record the problematic
behaviors as well as other important informa-
tion such as feelings and thoughts associated
with each behavioral occurrence. For exam-
ple, someone who is trying to lose weight
might be asked to write down everything he
or she eats for several weeks. The food item,
quantity, and time might be recorded for each
eating episode. The person might be asked to
also record feelings and thoughts at the time as
well as what happened before and after each
eating episode. In this way, both patient and
psychologist develop a better understanding of
the target behavior, or problem, as well as the
factors that may encourage or reinforce it.
These self-monitoring diaries can then be ana-
lyzed in various ways. For instance, total calo-
rie consumption, percentage of fat in the diet,
and stress-related eating episodes can be more
closely assessed using this method than with a
traditional interview. Although many people
might find self-monitoring boring and a chore,
computer technology (e.g., self-monitoring
computer software and small datebook-size
hand-held computers) as well as other meth-
ods have made self-monitoring easier and
more pleasant (e.g., Bassett & Strath, 2002; C.

Taylor, Agras, Losch, Plante, & Burnett, 1991).
Self-monitoring has been successfully em-
ployed with a large number of problem behav-
iors other than eating problems, including
smoking (Pomerleau & Pomerleau, 1977),
sleeping problems (W. Miller & DiPilato, 1983),
anxiety symptoms (N. Cooper & Clum, 1989),
criminal behavior (D. Shapiro, 1984), and
sedentary behavior (Strath et al., 2003). Much
research and press has attended to helping peo-
ple become more physically active by using low
cost pedometers such as the Digiwalker (Strath
et al., 2003). The small and inexpensive device
reliably counts steps and people are encour-
aged to accumulate 10,000 (or five miles) of
walking each day (Figure 7.2).

There are also several important disadvan-
tages to self-monitoring. First, patients often
have some reaction to the process of record-
ing their behavior, which changes the very
behavior that is being assessed. Paradoxi-
cally, this disadvantage in getting an accurate
assessment can become a treatment advan-
tage. For example, if patients know that they

Figure 7.2
The digi-walker is a contemporary and
popular self-monitoring device that measures
physical activity.  Source: Photograph provided
courtesy of New Lifestyles, Inc. (Kansas City,
Missouri).
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must write down everything they eat, they
may think twice before impulsively eating a
high-fat, high-calorie treat such as candy or
cookies (Table 7.6). Thus self-monitoring is
often used as both an intervention and an
assessment technique. A second disadvan-
tage is that few people are willing to self-
monitor for a long period of time. Thus,
compliance to the self-monitoring task can
be a challenge for many. Finally, embarrass-
ment and denial may prevent people from
honestly completing the self-monitoring as-
signment. For example, someone who has to
report in to a professional might shy away
from recording a binge-eating episode for
fear of reproach.

Controlled Observations

In a controlled observation, the psycholo-
gist attempts to observe behavior in a pre-
scribed manner. Rather than waiting (and
hoping) for target behaviors to unfold in the
natural environment or for the patient to re-
port on the behavior using a self-monitoring
technique, controlled observations force the
behavior of interest to occur in a simulated

manner. For example, a person who is inter-
ested in reducing public-speaking anxiety may
be asked to present a speech in front of the
psychologist and other patients who also have
public-speaking anxiety. In this way the psy-
chologist can observe at firsthand the patient’s
behavior in a controlled, confidential, and un-
threatening environment. Stress interviews
are another kind of controlled observation. To
determine how someone copes with stress, the
person may be asked to participate in a stress-
ful interview situation or be required to com-
plete a stressful task while being observed.
These techniques were especially popular in
the military following World War II (OSS As-
sessment Staff, 1948; Vernon, 1950). One ex-
ample employed by a graduate school
admissions committee involved asking a candi-
date to open a window in a room with several
members of the committee present. The win-
dow, unbeknownst to the applicant, had been
nailed shut. The committee observed how the
applicant handled the impossible task of trying
to open the window. Another technique en-
tails the use of leaderless groups (Ansbacher,
1951). Small groups of people without a desig-
nated leader are required to solve a problem

Table 7.6 Self-Monitoring Example Form for Weight Loss

Name

Current Weight

Goal Weight

Date

Time Food Item Quantity Calories Thoughts/Feelings Behavior
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or participate in a discussion, with observers
watching behind a one-way mirror. The ob-
servers see who develops as a leader in the
group and who takes a passive role.

Perhaps the most commonly used type of
controlled observation is the role play. Role
plays require people to act as if they were in a
particular situation that causes them concern.
For example, patients who have trouble mak-
ing new friends might be asked to role play
with the psychologist (or a research or clinical
assistant) how they might try to meet a new
neighbor. People who have trouble being as-
sertive with family members might be asked
to role play telling their mothers they are not
coming home for Thanksgiving dinner. Thus,
in conducting a role play, the patient and other
participants are requested to act as if they
were in a brief play. They are asked to stay in
role as if they were indeed in the prescribed
situation. Role plays might be videotaped to
review later for teaching purposes. Role plays
can be used both for the assessment of a par-
ticular problem and for treatment interven-
tions. For example, they are frequently used
to help people become more assertive or so-
cially skilled (Plante, Pinder, & Howe, 1988).

Checklists and Inventories

Interviews and behavioral observations can
provide a great deal of helpful information in
a psychological assessment. However, a major
disadvantage of both methods is that they
generally take a lot of time to complete and
therefore tend to be expensive. It is not un-
common for several hundred and even thou-
sands of dollars to be billed for interview and
observational assessments. Additionally, if
many assessments are needed (e.g., screening
military recruits, factory workers, hospital
employees), it is often impractical to conduct
intensive interviews and behavioral observa-
tions for each person. Concerns regarding re-
liability and validity also emerge when using

these techniques. As mentioned earlier, the
expectations, interests, perspectives, and
prejudices of the interviewer and observer
may uniquely influence each assessment.

To avoid these disadvantages, many psy-
chologists utilize checklists and inventories to
assess behavior. These are brief pencil-and-
paper questionnaires that assess one or more
traits or problem areas. They can be adminis-
tered to a large number of people at one time,
are inexpensive, and can be quickly scored
and analysized. Clinical information obtained
from checklists and inventories tends to be
more reliable and valid than information col-
lected through most interview and observa-
tional methods. This is because extensive
research is conducted on most of these mea-
sures before they become available for pur-
chase and use. Numerous checklists and
inventories have been developed to assess and
diagnose a wide variety of problems such as
anxiety, depression, eating disorders, and at-
tention deficit disorders. These instruments
generally are very brief, easy to complete, and
need little instruction or supervision from a
professional. They may focus on feelings,
thoughts, and/or behavior and are typically
either hand or computer scored. While seem-
ingly straightforward, checklists and inven-
tories also need to be sensitively interpreted
in the context of other measures as well as
biological, psychological, and social factors.
This section highlights three of the most
commonly used instruments in clinical psy-
chology: the Beck Inventories, the Child Be-
havior Checklist, and the Symptom Checklist
90-Revised.

Beck Inventories

Aaron Beck, a founding father of cognitive-
behavioral psychotherapy, has developed a se-
ries of inventories to assess depression,
anxiety, hopelessness, and suicidal ideation
(thoughts of hurting oneself). All the Beck
Scales are brief (all include 21 items, except
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SPOTLIGHT

Assessing Suicidal Risk
Conducting an assessment for suicidal behavior is one of the most impor-
tant and difficult assessments for psychologists and other mental health
professionals. The stakes are very high if a psychologist makes an error in
judgment that might result in someone hurting or even killing themselves.
Although it is very difficult and sometimes impossible to predict with great
confidence who will and who will not attempt to take his or her own life,
years of research and clinical practice in this area have provided guidelines
that can help clinical psychologists and others make reasonable judgments
about risk factors for suicide. Pope and Vasquez (1998) offer a useful list of
risk factors, including:

1. The best predictor of future behavior is past behavior. If someone has
made serious attempts at suicide in the past, they are more likely to
make them again in the future.

2. Admitting to suicidal behavior or ideation. Clients willing to honestly
state their suicidal intentions should be taken seriously.

3. Specific plan. A person might have a specific plan or method in mind
such as overdoing on prescription medications, jumping off a particu-
lar bridge, using a gun that they have at home.

4. Depression. Not surprisingly, experiencing depression is a risk factor
for suicidal behavior.

5. Substance abuse. Abusing substances such as alcohol or other drugs is
a risk factor for suicide as well.

6. Gender differences. Women tend to be more than three times more
likely to make suicide attempts and gestures than men but men tend
to make more lethal attempts.

7. Age. Risk of suicide increases with age and the elderly population
tend to make more lethal attempts than younger persons.

8. Religion. Protestants tend to have higher suicide rates than Catholics
and Jews.

9. Isolation. Suicide rates tend to be higher among those living alone.
10. Stressful life events. Suicide rates are higher among those who have

experienced the death of a close friend or relative, been the victim of
trauma, incest, unemployment, divorce, chronic or life threatening
illness (e.g., AIDS).

11. Impulsivity. Those with poor impulse control in general are at higher
risk for self-destructive behavior.

12. Release from hospitalization. Suicidal risk curiously is high following
release from hospitalization for depression or suicidal thoughts and
gestures.
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the 20-item hopelessness inventory) and are
used with persons who range in age from 17
to 80 years. Each scale takes only 5 to 10 min-
utes to complete and employs a simple scoring
system so that hand scoring is both easy and
quick. The Beck Depression Inventory (BDI;
Beck, 1987, 1993; Beck, Steer, & Brown, 1996)
has become the most widely used checklist in-
strument to assess the severity of depressive
symptoms. The BDI has been revised and up-
dated several times with the most recent ver-
sion (BDI-II) published in 1996. The Beck
Anxiety Scale (BAS; Beck, 1990, 1993) is a
popular instrument for assessing the intensity
of anxiety symptoms. The Beck Hopelessness
Scale (BHS; Beck, 1988, 1993) assesses hope-
lessness about the future and examines feel-
ings regarding the loss of motivation and
expectations. Finally, the Beck Scale for Sui-
cide Ideation (BSS; Beck, 1991) assesses sui-
cidal thinking. Research demonstrates that the
Beck Scales are both reliable and valid. These
inventories often are used during an initial as-
sessment evaluation as well as during the
course of psychotherapy to assess progress and
treatment outcome.

Child Behavior Checklist (CBCL)

The Child Behavior Checklist (CBCL;
Achenbach, 1997; Achenbach & Rescorla,
2001; Berube & Achenbach, 2001) is a check-
list of over 100 problem behaviors or symp-
toms (e.g., disobedient at school, cries a lot)
experienced by children ages 6 through 18.
Parents are asked to evaluate their child using
a 3-point scale on each of the symptoms. The
CBCL also includes a series of questions con-
cerning the child’s activities, chores, friends,
and grades. A teacher’s version of the check-
list is available (i.e., Teacher’s Report Form
[TRF]) as well as a self-report form for chil-
dren ages 11 through 18 to complete (i.e.,
Youth Self-Report [YSR]). A preschool and an
adult version are also available. Furthermore,

a semistructured clinical interview (i.e., the
Semistructured Clinical Interview for Chil-
dren and Adolescents [SCICA]) and a direct
observation form (i.e., DOF) are also avail-
able. All of these assessments based on the
checklists are part of the Achenbach System
of Empirically Based Assessment (ASEBA;
Berube & Achenbach, 2001).

Each of the measures is hand or computer
scored and compared with national norms.
Separate scores are obtained on a number
of both internalizing symptoms (e.g., anx-
ious/depressed, social problems, attention
problems) and externalizing symptoms (e.g.,
delinquent behavior, aggressive behavior).
The CBCL and related instruments have satis-
factory psychometric properties in terms of re-
liability and validity (Berube & Achenbach,
2001). Like the Beck Scales, the CBCL is fre-
quently incorporated into an initial evaluation
and periodically both during and following
treatment to evaluate progress and outcome.

The Symptom Checklist 90-Revised
(SCL-90-R)

The SCL-90-R (Derogatis, 1983) is a brief
and multidimensional self-report measure
to screen persons for major psychiatric symp-
toms. The SCL-90-R consists of 90 items,
scored on a 5-point scale, that reflect nine val-
idated symptom dimensions (e.g., anxiety, de-
pression, interpersonal sensitivity, obsessions,
psychoticism). The checklist can be adminis-
tered to people ages 13 through adulthood and
generally takes 10 to 15 minutes to complete.
A brief form of the SCL-90-R (i.e., the Brief
Symptom Inventory [BSI]; Derogatis, 1982)
that includes only 53 items is also available. In
addition to scores on each of the nine dimen-
sions, a Global Severity Index is calculated to
assess the depth of the disorder, and a Positive
Symptom Distress Index is designed to assess
the intensity of the symptoms. Reliability and
validity research indicates that the SCL-90-R
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Case Study: Jose and the BDI, CBCL, and SCL-90-R
Jose is a 17-year-old Hispanic high school
junior. He lives with his parents and three
siblings. Jose identifies himself as homo-
sexual.

Referral Question: Jose’s parents have
noticed an abrupt shift from Jose’s typi-
cally cheerful and energetic demeanor to a
pattern of tearfulness, lethargy, anxiety, ir-
ritability, and inability to eat or sleep ade-
quately. Jose has told his parents that he
has been feeling depressed and anxious
about his college applications, stating “I
don’t know what I want to do with my
life.” He was referred by his parents for a
psychological evaluation to determine the
nature of his current symptoms and obtain
appropriate recommendations. There is sig-
nificant family history of depression and
anxiety.

Tests Administered: Interview, BDI,
CBCL, and SCL-90-R

Brief Summary and Interpretation of
Results: Jose’s score on the Beck Depres-
sion Inventory (23) places him in the “se-
verely depressed” range of this measure. On
the Child Behavior Checklist (Parent Report
Form), significant elevations were obtained
on the Anxious/Depressed, Attention Prob-
lems, Somatic Complaints, and Withdrawn
scales. On the SCL-90-R, significant eleva-
tions were revealed on the Interpersonal
Sensitivity, Depression, Anxiety, Paranoia,
and Positive Symptom Distress Index scales.
Taken together, these checklist measures
clearly corroborate significant levels of de-
pression and anxiety in Jose’s profile. How-
ever, the cause, nature, and content of these
symptoms still remain unanswered by these
measures alone.

Results from the clinical interview re-
vealed that Jose had become deeply de-
pressed following the discovery that his
former boyfriend tested positive for HIV, the
virus associated with Acquired Immune De-
ficiency Syndrome (AIDS). This revelation
has plummeted Jose into a state of fear,
guilt, hopelessness, and ultimately, major
depression. While he has shared his sexual
orientation with his parents, he has been
afraid of telling them about his former
boyfriend’s HIV, and even more frightened
to obtain an HIV test himself. His family his-
tory of depression and anxiety may make
him biologically vulnerable to depression in
the context of significant psychosocial stress.

The clinical psychologist assessing Jose
made the following recommendations. First,
Jose requires ongoing therapy with a sup-
portive clinician who can assist him in
traversing this difficult crisis. A clinician es-
pecially sensitive to homosexuality, terminal
illness, and Hispanic culture would be indi-
cated. Second, adjunctive work with Jose’s
parents, given his consent, will be useful in
assisting them in supporting their beloved
son. Third, a psychiatric consultation may be
useful to determine whether antidepressant
medications are indicated to assist in treating
Jose’s depression. Fourth, assisting Jose in
developing contacts with community re-
sources, such as a group for young gay men
and AIDS information hotline, would be
beneficial. Fifth and finally, processing with
Jose the emotional and medical implications
of obtaining an HIV test while remaining
alert to his fears will be necessary to assist
him in making a responsible choice with ad-
equate preparation.
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has satisfactory psychometric properties. It is
also used throughout evaluation, treatment,
and follow-up periods to evaluate progress
and outcome.

Other Checklists and Inventories

In addition to the checklists and inventories
already outlined, many other instruments have
been developed for specific populations or
clinical problems. These include, among oth-
ers, the Conner’s Rating Scales-Revised (Con-
ners, 1997), which focus on the assessment of
hyperactivity and other child behavioral prob-
lems; the Children’s Depression Inventory
(CDI; M. Kovacs, 1985); and the Goldfarb Fear
of Fat Scale (GAFFS; Goldfarb, Dykens, &
Gerrard, 1985) used with eating-disordered
patients. The Asperger Syndrome Diagnostic
Scale (ASDS; Myles, Bock, & Simpson, 2001)
is used to evaluate Asperger syndrome among
children ages 5 through 18. It consists of 50
yes/no test items and takes about 15 minutes
to complete and provides an Asperger syn-
drome or AS Quotient. It evaluates people on
five areas of behavior including cognitive,
maladaptive, language, social, and sensorimo-
tor skills. Table 7.7 provides a list of checklists
and inventories used in clinical practice and
research.

Like all assessment procedures, checklists
and inventories have some disadvantages as
well as advantages. Because these instruments
rely on self-report information, people may
distort their answers or try to present them-
selves in a favorable or unfavorable light.
Furthermore, checklists and inventories do
not provide the depth and complexity of infor-
mation obtainable through interview, obser-
vation, and other assessment measures. Thus,
they are typically used as a screening tool
rather than for an in-depth analysis of a par-
ticular person or problem. Screening is a use-
ful means of determining the need for further
assessment in specific areas. Cognitive and

Table 7.7 Examples of Checklists and
Inventories

Adolescent Anger Rating Scale

Adolescent Drinking Index

Career Assessment Inventory

Childhood Autism Rating Scale

Children’s Depression Inventory

Checklist for Child Abuse Evaluation

Coping Response Inventory

Dementia Rating Scale-2

Eating Disorder Inventory-2

Emotional Problems Scale

Goldfarb Fear of Fat Scale

Guilford-Zimmerman Temperament Survey

Hamilton Depression inventory

Hare Psychopathy Checklist-Revised

Health Status Questionnaire

Occupational Stress Inventory-Revised

Parenting Stress Index

Personality Assessment Inventory

Quality of Life Inventory

Santa Clara Strength of Religious Faith
Questionnaire

State-Trait Anxiety Inventory

State-Trait Anger Expression Inventory-2

Suicidal Ideation Questionnaire

Trauma Symptom Inventory

West Haven-Yale Multidimensional Pain
Inventory
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personality testing seeks to obtain more de-
tailed, complex, and comprehensive data than
available from checklists and inventories.

Physiological Testing

Physiological tests have increasingly been in-
tegrated into contemporary clinical psychol-
ogy. Psychological states such as anxiety and
stress can be assessed through noninvasive
techniques that measure physiological activ-
ity (e.g., blood pressure, heart rate, and
sweating, respiration, and muscle tension;
Blascovich & Katkin, 1993; Gatchel & Blan-
chard, 1993). Physicians may order and inter-
pret neuroimaging techniques such as
Magnetic Resonance Imaging (MRI) (Figure
7.3), Computerized Axial Tomography (CAT),
and Position Emission Tomography (PET)
scans to examine physiological activities as-
sociated with mood and other psychological
states. Some clinical psychologists use poly-
graph or biofeedback equipment to assess
physiological activities such as blood pres-
sure, heart rate, respiration, and muscle ten-
sion, which indicate levels of arousal, stress,

and anxiety. Polygraphs, or lie detector
tests, measure physiological reactions but
have been highly criticized for being unreli-
able and invalid (Lykken, 1991). Whereas
polygraphs measure physiological activity in
a reliable and valid way, most professionals
feel that to attribute certain physiological
states to the act of lying is a stretch that is not
supported by research data (Lykken).

Biofeedback equipment is similar to poly-
graphs in that it measures physiological activ-
ity. Unlike polygraphs, biofeedback provides
information to patients or subjects about their
level of physiological arousal through visual
or auditory feedback (e.g., high-pitched tone
sounds when heart rate is fast and low-
pitched tone sounds when heart rate is slow).
Technological advances have resulted in the
development of small and inexpensive devices
that measure these physiological states. Thus,
the devices can be used in professional offices
or at home by patients. They are also used to
assess and treat people with disorders associ-
ated with overactivity of the sympathetic
nervous system (e.g., Raynaud’s disease, irri-
table bowel syndrome, Type A behavior
pattern, headaches, and anxiety disorders).

Figure 7.3
(left) A medical technician operates a Magnetic Resonance Imaging (MRI) installation with brain
image on screen and patient module in background; (right) a patient receives biofeedback treatment.
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Biofeedback provides this information to
patients who then try to lower their physio-
logical arousal through the use of relaxation
or other techniques. For example, thermal
biofeedback, which provides patients with in-
formation regarding their hand temperature,
is the treatment of choice for Raynaud’s dis-
ease, a condition of restricted blood flow that
causes cold and often pain in the hands and
feet (Freedman, 1993). The use of these tech-
nological advancements is likely to be helpful
in the assessment of a wide variety of mental
and physical health problems of interest to
clinical psychologists and others in the future.

The Big Picture

Clinical psychologists provide a unique and
extremely challenging and useful skill in the
form of psychological testing. Interviews,
behavioral observations, checklists and inven-
tories, and physiological measures provide
important information that can be used in
conjunction with other tests to make diagnos-
tic conclusions and intervention decisions.
Always, these tests need to be contextualized
given the unique constellation of biopsy-
chosocial factors affecting individual’s and
their test results. Future clinical psychologists
will likely fine-tune these instruments mak-
ing them more reliable, valid, and useful
among diverse populations. In Chapter 8, the
assessment of cognitive functioning and per-
sonality is described, as these tools assist the
clinical psychologist in delving deeper and
deeper into the intellectual, emotional, and
interpersonal worlds of patients.

Key Points

1. Since the earliest days of clinical psy-
chology, assessment and testing have
been important professional activities.

Psychological assessment and testing are
the major professional activities of many
clinical psychologists.

2. Psychological assessment is the process
psychologists use to collect and evaluate
information in order to make diagnoses,
plan treatment, and predict behavior.
Assessment may include interviewing
the patient, reviewing past records (such
as medical or school records), observing
behavior, and administering psychologi-
cal tests to measure various cognitive,
behavioral, personality, family, and even
biological variables. Psychological testing
is a specific assessment technique utiliz-
ing reliable and valid testing instru-
ments. Tests usually compare individual
scores with the scores obtained from
normative samples.

3. The goal of assessment is usually to size
up the situation by developing a fuller
understanding of the factors that con-
tribute to the presenting problem(s). An
assessment is necessary to make a diag-
nosis and outline a subsequent treatment
or intervention plan.

4. The clinical interview is a thoughtful
and deliberate conversation designed to
acquire important information (facts, at-
titudes, beliefs) that allows the psycholo-
gist to develop a working hypothesis of
what the problem(s) is/are about. Al-
though there are numerous examples of
interviewing situations (initial intake or
admissions interview, mental status in-
terview, crisis interview, structured inter-
view, computer-assisted interview, exit,
or termination interview), several tech-
niques and skills are necessary for all
types of interviews. These include devel-
oping rapport, active listening, effective
communication, observation of behavior,
and asking the right questions.

5. Potential threats to effective interview-
ing include bias as well as inadequate 
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reliability and validity. The patient’s
background and other factors may bias or
influence the manner in which an inter-
view is conducted as well as what might
be attended to and concluded. Inter-
viewers may consciously or uncon-
sciously distort information collected
during an interview based on their own
slant on the patient or the patient’s prob-
lems. Reliability and validity may also be
threatened. Two or more professionals
interviewing the same person may come
to very different conclusions.

6. Behavioral observations are an attempt
by the psychologist or other trained ob-
servers to watch the problems and behav-
iors in question unfold naturally in the
real world. There are several different
types of behavioral observations includ-
ing naturalistic, self-monitoring, and con-
trolled. Naturalistic observations involve
entering into the world of the patient in
order to observe the person interacting
with the environment in which problems
occur. Self-monitoring is conducted by
the identified patient who is instructed in
how to observe and record his or her own
behavior in an objective manner. Con-
trolled observations force the behavior of
interest to occur in a simulated manner,
such as during a role play.

7. Checklists and inventories are brief
pencil-and-paper questionnaires that as-
sess one or more trait or problem areas.
They provide a quick, inexpensive, reli-
able, and valid way to obtain useful clini-
cal information. Examples are shown in
Table 7.7

8. Psychological states such as anxiety and
stress can be assessed through noninva-
sive techniques that measure physiologi-
cal activity (e.g., blood pressure, heart
rate, and sweating, respiration, and mus-
cle tension). Clinical psychologists often
use polygraph or biofeedback equipment

to assess physiological activity such as
blood pressure and heart rate, which indi-
cate levels of arousal, stress, and anxiety.

Key Terms

Active Listening
Beck Scales
Bias
Biofeedback
Child Behavior Checklist (CBCL)
Clarification
Controlled Observation
Functional Analysis
Mental Status Interview
Naturalistic Observation
Neuroimaging
Objective Testing
Paraphrasing
Polygraph
Projective Testing
Rapport
Reflection
Symptom Checklist 90-Revised (SCL-90-R)
Self-Monitoring
Structured Interview
Summarization

For Reflection

1. Why is assessment needed in clinical
psychology?

2. How are psychological assessment and
psychological testing the same or differ-
ent?

3. What are the factors that contribute to
effective interviewing?

4. What are the different types of clinical
interviews?

5. What are major threats to effective inter-
viewing?

6. What are the major methods to directly
observe behavior in an assessment?
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7. What are some of the advantages of
checklists and inventories?

8. What types of constructs are checklists
and inventories likely to assess?

9. What are examples of assessment proce-
dures that measure physiological activity?

10. Why might a psychologist be interested
in assessing physiological activity?

Real Students, Real Questions

1. About how many sessions does it take to
build rapport?

2. How do you keep yourself calm and level
headed during a crisis interview?

3. What do you do if the patient refuses to
participate in the interview or is uncoop-
erative in other ways?

Web Resources

www.psychologynet.org
Learn about the DSM criteria for all mental
disorders.

www.unl.edu/buros
Learn more about various psychological in-
ventories and assessment devices.
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Contemporary Psychological
Assessment II: Cognitive and

Personality Assessment

Chapter Objective
1. To discuss cognitive and personality evaluations and issues in

making clinical judgments and communicating testing results
to others.

Chapter Outline
Highlight of a Contemporary Clinical Psychologist: Lori Goldfarb

Plante, PhD
Cognitive Testing
Intellectual Assessment Case Study: WAIS-III with Gabriel
Intellectual Assessment Case Study: WISC-IV with Lillian
Personality Testing
Clinical Inference and Judgment
Communicating Assessment Results

Highlight of a Contemporary Clinical Psychologist

Lori Goldfarb Plante, PhD

Dr. Goldfarb Plante maintains a half-time private practice and supervises
clinical psychology interns while being a mother to her son Zachary.

Birth Date: January 22, 1959

College: Pitzer College (BA, Psychology), 1982

Graduate Program: University of Kansas (MA, PhD, Clinical Psychol-
ogy), 1987

Clinical Internship: Yale University School of Medicine (1986–1987)

Postdoctoral Fellowship: Cornell University Medical College, New York
Hospital (1987–1988)

Current Job: Clinical Instructor, Stanford University School of Medicine;
Private Practice

Pros and Cons of Being a Clinical Psychologist:

Pros: 1. Tremendous gratification in helping others.

2. Fascinating problems and people.

3. Autonomy and freedom.

8
C h a p t e r
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Cons: 1. A great deal of responsibility.

2. Scarcer job opportunities.

Future of Clinical Psychology: “Changes
in the future of clinical psychology will likely
include the virtual extinction of projective
testing despite its invaluable contribution to
diagnostic assessment. A second important
change will also involve the absence of ade-
quate insurance coverage for a high standard
of care. Finally, increasing neuropsychologi-
cal and psychopharmacology specialties will
also most likely be seen in upcoming years.”

What is the future of psychological as-
sessment? “Psychological testing is increas-
ingly concerned with neuropsychological and
behavioral data. Sadly, rich and rewarding in-
trapsychic information is too time consuming
and costly to evaluate. Projective tests will
soon become dinosaurs.”

Typical Schedule:
9:00 Psychotherapy session.

10:00 Psychotherapy session.
11:00 Consultation session.

1:00 Supervision of psychology intern.
2:00 Calls.
3:30 Pick up son from school.
4:00 Two hour psychological testing session.

This chapter expands the discussion of as-
sessment in clinical psychology. Cogni-

tive assessment measures a host of intellectual
capacities and encompasses the subspecialty
of neuropsychological assessment that exam-
ines brain-behavior relationships. Personality
testing accesses both underlying intrapsychic
issues as well as overt behavioral manifesta-
tions of each individual’s unique psyche.
Once all the assessment data are collected and
examined by the psychologist, decisions can
be made regarding diagnosis, treatment plans,
and predictions about future behavior. How
does the psychologist integrate and draw

conclusions from all the data? How does he or
she communicate results to the patient and
other interested parties (e.g., family members,
school teachers, physicians, attorneys)? This
fascinating and unique clinical psychology en-
deavor is explored in depth.

Cognitive Testing

Cognitive testing is a general term referring to
the assessment of a wide range of information-
processing or thinking skills and behaviors.
These comprise general neuropsychological
functions involving brain-behavior relation-
ships, general intellectual functions (such as
reasoning and problem solving) as well as
more specific cognitive skills (such as visual
and auditory memory), language skills, pat-
tern recognition, finger dexterity, visual-
perceptual skills, academic skills, and motor
functions. Cognitive testing may include apti-
tude testing (which assesses cognitive potential
such as general intelligence) and achievement
testing (which assesses proficiency in specific
skills such as reading or mathematics). Cogni-
tive testing uses well-known tests such as the
Scholastic Aptitude Test (SAT) and intelligence
quotient (IQ) tests of all kinds. Thus, cognitive
testing is an umbrella term that refers to many
different types of tests measuring many differ-
ent types of thinking and learning skills. While
it is beyond the scope of this book to consider
all the specific tests available, intelligence test-
ing is discussed in detail.

Intelligence Testing

Measuring intellectual ability has long been a
major activity and interest of clinical psychol-
ogists. As noted in Chapter 3, the goals of in-
tellectual testing during the earliest years
of the field were to evaluate children in order
to help them maximize their educational ex-
perience and to assist teachers in developing
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curricula for children with special needs. In-
telligence testing was also used to screen mil-
itary recruits. Today, it is still used for these
purposes. However, it is also employed for
vocational planning, assessing learning dis-
abilities, determining eligibility for gifted and
special education programs, and examining
brain-behavior relationships following head
injuries, strokes, or other medical conditions.
Intellectual testing is used not only to obtain
an IQ score, but to learn more about an indi-
vidual’s overall cognitive strengths and weak-
nesses. Thus, it is used not only to measure
intelligence but to assess cognitive function-
ing in general.

Many myths and misconceptions about
intelligence testing persist. Alfred Binet
(1857–1911), creator of the first IQ test, ex-
pressed concern about the misinterpretation,
overgeneralization, and misuse of his test al-
most immediately after it was developed. Un-
fortunately, IQ testing has been frequently
misused by some professionals as well as the
public. Often people erroneously assume that
IQ tests are perfect measures of an innate and
stable ability we call “intelligence” and that
these scores perfectly predict success in life
and self-worth. Controversy continues over
the reliability, validity, meaning, and useful-
ness of IQ scores and testing. Questions con-
cerning IQ testing and racial bias, for
example, have been the topic of bestselling
books, feature articles in national magazines,
and even legislative initiatives (Herrnstein &
Murray, 1994). Some people have used the
IQ as a way to perpetuate racist beliefs that
certain ethnic groups are innately less intelli-
gent than other groups. Before discussing the
major intelligence tests, a brief discussion of
the definition of intelligence is warranted.

What Is Intelligence? Unfortunately, there is
no definition or theory of intelligence that all
experts agree upon. Controversy exists among
the numerous professionals who specialize

in intelligence research and testing concerning
how best to define and understand intelligence
(Sternberg, 1997a). In fact, there are so many
definitions that Sternberg and Kay (1982) sug-
gested that there were more definitions than
experts! Even as early as 1923, Boring (1923)
cynically defined intelligence as what intelli-
gence tests measure. The most influential and
often-cited definitions and theories of intel-
ligence include those offered by Spearman
(1927), Thurstone (1931, 1938), Cattell (1963,
1971, 1979), Guilford (1967, 1979, 1985), Pi-
aget (1952, 1970, 1972), and, more recently,
Sternberg (1996, 1997a), Gardner (1983,
1986, 1994), and Goleman (1995). While it is
beyond the scope of this book to present de-
tailed descriptions of all these definitions and
theories, a brief overview will help put in con-
text the types of tests currently available to
measure intellectual, or cognitive, functioning.

Spearman (1927), well known and re-
spected for his development of statistical
techniques, offered a two-factor theory of in-
telligence that suggested that any intellectual
task or challenge required the input of two
factors: general abilities of intelligence (which
Spearman referred to as g) and specific abili-
ties of intelligence (referred to as s). Overall,
Spearman emphasized through factor analy-
sis research that intelligence was primarily a
broad-based and general ability. Factor analy-
sis is a complex statistical technique that
helps to identify specific factors from sets of
variables. Spearman’s notion of intelligence
as a comprehensive overall general ability has
greatly influenced not only the conception of
intelligence but also the development of in-
telligence tests for many years.

Also using factor analysis, Thurstone
(1931, 1938) disagreed with Spearman and
suggested that intelligence included nine
unique and independent skills or primary men-
tal abilities: verbal relations, words, perceptual
ability, spatial ability, induction, deduction,
numerical ability, arithmetic reasoning, and
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memory. Thurstone thus focused on distinct
and separate abilities that together comprise
intelligence.

Cattell (1963, 1971, 1979) expanded Spear-
man’s two-factor theory regarding the notion
of a broad-based general intelligence (g) factor
and suggested that it consisted of two compo-
nents that included both fluid and crystallized
abilities. Cattell defined fluid abilities as the
person’s genetic or inborn intellectual abilities,
whereas crystallized abilities are what a person
learns through experience, culture, and vari-
ous opportunities arising from interaction
with the world. Fluid abilities resemble Spear-
man’s g and refer to general problem-solving
abilities, abstract reasoning, and ability to in-
tegrate and synthesize information quickly
and efficiently. Crystallized abilities resemble
Spearman’s s and refer to specific skills devel-
oped and nurtured through training and expe-
rience. Cattell and colleagues also included the
role of motivation, personality, and culture in
their investigation and understanding of intel-
ligence.

Guilford (1967, 1979, 1985) provided a
comprehensive classification system of 150
specific intellectual abilities in his attempt to
define intelligence. In contrast to the statistical
and factor analytic approach and theories of
Spearman, Thurstone, and Cattell, Guilford
reasoned that intelligence consisted of three
categories: operations (i.e., mental activity
needed to solve a particular intellectual prob-
lem), contents (i.e., the specific issue or prob-
lem needing to be addressed), and products
(i.e., the end result, or bottom line, of the men-
tal activity). Guilford outlined five types of op-
erations (i.e., memory, cognition, evaluation,
divergent production, convergent production);
five categories of content (i.e., visual, auditory,
semantic, symbolic, and behavioral); and six
products (i.e., class, relation, system, unit,
transformation, implication). Each intellectual
task required, according to Guilford, at least
one element from each of the three categories

for a possible combination of 150 factors of
intelligence.

Unlike the theories of intelligence men-
tioned, Piaget (1952, 1970, 1972) added a de-
velopmental perspective to intellectual theory.
Piaget sought to develop a theory of how hu-
mans understand their world through actively
adapting and interpreting their life experi-
ences. He suggested that humans have four
major stages of cognitive development (i.e.,
sensorimotor, preoperational, concrete opera-
tional, and formal operations), each having a
variety of substages. Piaget used the terms as-
similation to refer to gathering information and
accommodation to refer to changing existing
cognitive structures (or schemes) to allow for
the newly incorporated and assimilated infor-
mation. Rather than using laboratory or statis-
tical analyses, Piaget conducted cognitive
tasks and experiments with his own children
to develop his theories of intellectual and cog-
nitive development.

These traditional theories of intelligence
tend to focus on the discovery and understand-
ing of the structure or components of
intelligence. Tests were used and developed
based on these theories in an attempt to
measure a variety of skills such as reasoning,
analytical thinking, and language skills. These
theories and tests were designed to measure
what we know or what we are able to accom-
plish with a new problem. More recent theories
of intelligence use an information-processing
model to better understand the process or
manner in which we attempt to solve prob-
lems (Hersen, 2003). The speed, level, and
type of processing someone experiences when
trying to solve problems are of interest to
many experts in the field of intelligence re-
search and testing today. Furthermore, con-
temporary views of intelligence include
practical, creative, and emotional aspects in
addition to more traditional abstract reasoning
and academic abilities (Gardner, 1994; Gole-
man, 1995; Sternberg, 1996). Particularly 
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influential developments in theories of intel-
ligence include the work of Robert Sternberg
(1996, 1997a) and Howard Gardner (1983,
1986, 1994), and reflect a more biopsy-
chosocial perspective in the description of
intelligence.

Sternberg offered a triarchic theory of intel-
ligence that identifies three categories of
intelligence: componential, experiential, and
contextual. This theory is consistent with the
holistic biopsychosocial perspective. The com-
ponential aspect of intelligence includes analyt-
ical thinking, and the experiential factor
includes creative abilities. The contextual factor
refers to good “street smarts” and the ability to
adapt to and manipulate the environment.
Thus, Sternberg views intelligence as involving
practical and creative elements, with biologi-
cal, psychological, and social underpinings,
traditionally ignored in both research and as-
sessment of intellectual functioning.

Gardner (1983, 1986, 1994) developed a
theory of multiple intelligences comprising 
six different types of intelligence: linguistic,
logical-mathematical, musical, bodily-kines-
thetic, spatial, and personal. Gardner’s view
thus includes music and body awareness,
which have been ignored in earlier views of
intelligence. Both Sternberg and Gardner have
attempted to develop theories of intelligence
that emphasize the practical aspects of human
existence, accounting for a wider variety of
skills and tasks and cultural contexts utilized
to survive and thrive in the world. Emphasis
on emotional intelligence (Goleman, 1995)
further highlights the more holistic approach
to understanding intellectual functioning and
suggests that social skills and emotional func-
tioning play an important role in “intelli-
gence” as well as the ability to achieve goals
and be successful. Knowing and managing
one’s emotions and recognizing emotions in
others are part of emotional intelligence, and
have tremendous biopsychosocial implica-
tions. For example, social experiences may 

enhance or squelch the appreciation of and
opportunities for the development of social
skills and managing emotions to maximize so-
cial relationships. Psychological stress and
trauma may also contribute to the inability to
manage emotions and understand the emo-
tions of others. At this time, however, these
views of intelligence offered by Sternberg,
Gardner, and others have not resulted in the
development of new tests that are commonly
used in clinical psychology. Therefore, the tra-
ditional IQ tests will be presented here, and
their interpretation highlighted with a more
biopsychosocially informed appreciation.

How Do Clinical Psychologists Measure Intelli-
gence? There are hundreds of tests that pro-
pose to measure intelligence or cognitive
ability. Different tests have been developed for
use with various populations such as children,
adults, ethnic minority group members, the
gifted, and the disabled (e.g., visually, hearing,
or motorically impaired individuals). Some
tests are administered individually, while
others are administered in groups. Some tests
have used extensive research to examine reli-
ability and validity, whereas others have very
little research support. Some are easy to
administer and score, while others are very
difficult to use. Although there are many in-
telligence tests to choose from, only a small
handful of tests tend to be used consistently
and widely by most psychologists. Clearly, the
most popular and frequently administered
tests include the Wechsler Scales (i.e., the
Wechsler Adult Intelligence Scale-Third
Edition [WAIS-III], the WAIS-R as a Neuro-
psychological Instrument [WAIS-R NI], the
Wechsler Intelligence Scale of Children-
Fourth Edition [WISC-IV], the Wechsler
Primary and Preschool Scale-Third Edition
[WPPSI-III]). The second most frequently
used intelligence test is the Stanford-Binet
(Fifth Edition). Other popular choices include
the Kaufman Assessment Battery for Children
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(K-ABC) and the Woodcock-Johnson Psy-
choeducational Battery.

Wechsler Scales

WECHSLER SCALES FOR ADULTS: The Wechsler-
Bellevue Intelligence Scale was developed and
published by David Wechsler (1896–1981) in
1939. The test was revised in 1955 and re-
named the Wechsler Adult Intelligence Scale
(WAIS) and revised again in 1981 as the Wech-
sler Adult Intelligence Scale-Revised (WAIS-R;
Wechsler, 1981). The most recent edition is the
scale of the third edition published in 1997
(WAIS-III; Wechsler, 1997a) and thus the
WAIS-III is the current version of the test in
use today (Table 8.1). The WAIS-III consists of
seven individual verbal subtests (Information,
Similarities, Arithmetic, Vocabulary, Compre-
hension, Digit Span, and Letter-Numbering
Sequencing) and seven Performance (or non-
verbal) subtests (Picture Completion, Picture
Arrangement, Block Design, Object Assembly,
Matrix Reasoning, Digit Symbol, and Symbol
Search). Each subtest includes a variety of
items that assess a particular intellectual skill
of interest (e.g., the vocabulary subtest in-
cludes a list of words that the respondent must
define). The WAIS-III generally takes about
one to one-and-a-half hours to individually
administer to someone between the ages of 16
and 74. Three IQ scores are determined using
the WAIS-III: a Verbal IQ, a Performance IQ,
and a Full Scale (combining both Verbal and
Performance) IQ score. The mean IQ score for
each of these three categories is 100 with a
standard deviation of 15. Scores between 90
and 110 are considered within the average
range of intellectual functioning. Scores below
70 are considered to be in the mentally defi-
cient range, while scores above 130 are consid-
ered to be in the very superior range. The
individual subtests (e.g., Vocabulary, Block
Design) have a mean of 10 and a standard
deviation of 3. These subtests form the basis

for subtle observations about the relative
strengths and weaknesses possessed by each
individual.

The Wechsler scales has been shown to
have acceptable reliability, validity, and sta-
bility (Anastasi and Urbina, 1996; Hersen,
2003; Parker, Hanson, & Hunsley, 1988;
Wechsler, 1981, 1997a, 2003). Factor ana-
lytic research has suggested that the Wech-
sler scales consists of two factors: a
Verbal/Comprehension factor (primarily as-
sessed using the Information, Comprehen-
sion, Similarities, and Vocabulary subtests)
and a Perceptual/Organizational factor (pri-
marily assessed using the Block Design and
Object Assembly subtests; Gutkin, Reynolds,
& Galvin, 1984). However, Parker (1983)
suggests a third factor in addition to the two
outlined by Gutkin et al. (1984). The third
factor is a Freedom from Distractibility factor
(primarily assessed using the Digit Symbol,
Arithmetic, and Digit Span subtest). The most
recent research suggests four general ability
cognitive factors, including verbal compre-
hension, perceptual reasoning, working
memory, and processing speed (Wechsler,
2002).

Edith Kaplan and associates have devel-
oped an expanded version of the WAIS-R
called the WAIS-R as a Neuropsychological
Instrument (WAIS-R NI; E. Kaplan, Fein,
Morris, & Delis, 1991). The WAIS-R NI con-
tains additional subtests (e.g., Sentence
Arrangement, Spatial Span, Symbol Copy) as
well as modifications for administration and
scoring (e.g., using pencil and paper for the
Arithmetic subtest and multiple choice for the
Vocabulary, Information, and Similarities
subtests) in order to be more useful for indi-
viduals who may have brain dysfunction. Ka-
plan and associates developed a similar test
for children called the WISC-III as a process
instrument (WISC-III PI; E. Kaplan, Fein,
Kramer, Delis, & Morris, 1999). These are just
a few of an arsenal of neuropsychological
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Table 8.1 Descriptions of the WAIS-III Subtests

Subtest Description

Picture completion A set of color pictures of common objects and settings, each of which is
missing an important part that the examinee must identify

Vocabulary A series of orally and visually presented words that the examinee orally
defines

Digit Symbol—Coding A series of numbers, each of which is paired with its own corresponding
hieroglyphic-like symbol. Using a key, the examinee writes the symbol
corresponding to its number

Similarities A series of orally presented pairs of words for which the examinee
explains the similarity of the common objects or concepts they represent

Block Design A set of modeled or printed two-dimensional geometric patterns that the
examinee replicates using two-color cubes

Arithmetic A series of arithmetic problems that the examinee solves mentally and
responds to orally

Matrix Reasoning A series of incomplete gridded patterns that the examinee completes by
pointing to or saying the number of the correct response from five
possible choices.

Digit Span A series of orally presented number sequences that the examinee repeats
verbatim for Digits Forward and in reverse for Digits Backward

Information A series of orally presented questions that tap the examinee’s knowledge
of common events, objects, places, and people

Picture Arrangement A set of pictures presented in a mixed-up order that the examinee
rearranges into a logical story sequence

Comprehension A series of orally presented questions that require the examinee to
understand and articulate social rule and concepts or solutions to
everyday problems

Symbol Search A series of paired groups, each pair consisting of a target group and a
search group. The examinees indicates, by marking the appropriate box,
whether either target symbol appears in the search group

Letter-Number Sequencing A series of orally presented sequences of letters and numbers that the
examinee simultaneously tracks and orally repeats, with the number in
ascending order and the letters in alphabetical order

Object Assembly A seat of puzzles of common objects, each presented in a standardized
configuration, that the examinee assembles to form a meaningful whole

Source: From Wechsler Adult Intelligence Scale, Third Edition, by D. Wechsler, 1997a, San Antonio, TX: Psychological
Corporation.
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tests utilized in psychology, an area of testing
covered more fully later in this chapter.

In addition to overall IQ scores, most psy-
chologists make inferences about cognitive
strengths and weaknesses by examining the
pattern of scores obtained on each WAIS-III
subtest. For example, high scores on the vo-
cabulary subtest relative to very low scores
on the block design subject might suggest that
the person has good use of language in solving
problems and a poorer ability to solve prob-
lems using certain perceptual and motor
integration skills. Additionally, the Wechsler
scales can be helpful in learning about neu-
ropsychological problems such as brain dam-
age (E. Kaplan et al., 1991; E Kaplan et al.,
1999), as well as psychological and personality
functioning (Allison, Blatt, & Zimet, 1968).
For example, low scores on performance sub-
tests of the WAIS-III, such as picture comple-
tion, picture arrangement, and block design
relative to high scores on the verbal subtests,
such as information, vocabulary, and compre-
hension, has been associated with certain
brain impairment associated with alcoholism
and dementia (E. Kaplan et al., 1991).

Finally, IQ tests should always be inter-
preted in the context of other assessment
measures. As subsequent examples will illus-
trate, even a seemingly straightforward IQ
test needs to be integrated with other test re-
sults as well as the panoply of biopsychosocial
factors impacting the individual and his or
her performance. Otherwise, the scores in
isolation can be rendered meaningless or
even misleading.

THE WECHSLER SCALES FOR CHILDREN:
The Wechsler Intelligence Scale for Children
(WISC) was first published in 1949 and
was revised in 1974 (and renamed the
Wechsler Intelligence Scale for Children-
Revised; WISC-R) and revised again in 1991
(renamed the Wechsler Intelligence Scale for
Children-Third Edition; WISC-III) and again

in 2003 (now named the Wechsler Intelli-
gence Scale for Children-Fourth Edition).
The WISC-IV is the version currently used
today. The WISC-IV has both verbal and
nonverbal subscales similar to those used in
the WAIS-III. However, WISC-IV questions
are generally simpler because they were de-
veloped for children aged 6 to 16 rather than
for adults. Furthermore, they are clustered
in four categories that represent different
areas of intellectual functioning. These in-
clude Verbal Comprehension, Perceptual
Reasoning, Working Memory, and Process-
ing Speed. Each of these four areas of intel-
lectual functioning include both “core” or
mandatory subtests that must be adminis-
tered to derive an index or IQ score as well
as at least one “supplementary” or optional
subtest that is not included in the index or
IQ score. The Verbal Comprehension cate-
gory consists of three core subtests including
Similarities, Vocabulary, and Comprehen-
sion as well as two supplementary subtest
that include Information and Word Reason-
ing. The Perceptual Reasoning category also
consists of three core subtests, including
Block Design, Picture Concepts, and Matrix
Reasoning as well as one supplemen-
tary subtest called Picture Completion. The
Working memory category consists of
two core subtests including Digit Span and
Letter-Number Sequencing as well as one
supplementary subtest entitled Arithmetic.
Finally, the Processing Speed category con-
sists of two core subtests including Coding
and Symbol Search as well as one supple-
mentary subtest entitled Cancellation.

The WISC-IV provides four index score IQs
as well as an overall or full-scale IQ based on
the scores from all of the four index scores.
These IQ scores all are set with a mean of 100
and a standard deviation of 15. The four fac-
tor scores (i.e., Verbal Comprehension, Per-
ceptual Reasoning, Working Memory, and
Processing Speed) were developed using 
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Case Study: Gabriel—WAIS-III (Intellectual Assessment)
Gabriel is a 64-year-old unmarried Cau-
casian male who lives alone and is presently
unemployed. He has periodically worked as
a cook. He was adopted at birth and little is
known about his biological parents.

Referral Question: Gabriel was referred
for cognitive and personality testing by his
physician due to concerns related to de-
pression, relationship difficulties and con-
flicts with coworkers, and inability to hold a
job. He is repeatedly fired from his jobs for
inadequate performance. Intellectual test-
ing was conducted as part of a complete
psychological battery to determine his cog-
nitive functioning as it may relate to his
present work-related difficulties. His WAIS-
III subtest scaled scores were as follows:

Verbal Scaled Performance Scaled
Subtests Scores Subtests Scores

Information 14 Picture
Completion 7

Similarities 14 Picture 12
Arrangement

Arithmetic 12 Block Design 8

Vocabulary 19 Object Assembly 10

Comprehension 19 Digit Symbol 8

Digit Span 12 Matrix Reasoning 10

Letter-Number 15 Symbol Search 9
Sequencing

Scaled scores between 7 and 13 are within normal limits
Verbal Score = 133 (99th percentile)
Performance Score = 104 (61st percentile)
Full Scale Score = 123 (87th percentile)

Brief Summary of IQ Results: Gabriel is
a very intelligent man currently functioning

in the superior range of overall (full-scale)
intelligence. However, there is a significant
discrepancy between his very superior Ver-
bal IQ and average Performance IQ, pointing
to relative difficulties in his perceptual-
motor abilities. Depression may also con-
tribute to these score differences. While
Gabriel demonstrates exceptional strengths
in verbal abilities, such as knowledge of vo-
cabulary and social norms, his relative ver-
bal weaknesses in the areas of arithmetic
and remembering number series (i.e., Digit
Span) further points to underlying percep-
tual and numerical limitations. His non-
verbal performance skills, while average,
represent a significant relative weakness.

Brief Interpretation of IQ Results: While
IQ results must be interpreted in the context
of other test results, several important
findings emerge. First, Gabriel’s perceptual-
motor relative weakness may impact the
physical aspects of his work as a cook, such
as skills requiring manual dexterity, quick-
ness, and strength in lifting heavy pots. Sec-
ond, visual perceptual skills are essential to
interpersonal skills in that attention to non-
verbal cues informs us in our social relation-
ships. Finally, depression may contribute to
lower perceptual-motor scores and should
be further evaluated. Gabriel may therefore
have subtle cognitive-relative weaknesses
that contribute to his difficulties with co-
workers and general social isolation. Further,
personality, mood, and perceptual motor
testing is necessary to fully address the bio-
logical, psychological, and social aspects of
Gabriel’s difficulties.
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factor analytic techniques and numerous re-
search studies to reflect human intellectual
functioning. Each of the subtests use a mean
of 10 and standard deviation of 3. The WISC-
IV has been shown to have excellent reliabil-
ity, validity, and stability (Wechsler, 2003).

The Wechsler Preschool and Primary Scale of
Intelligence (WPPSI) was developed and pub-
lished in 1967 for use with children aged 4 to
6. The test was revised in 1989 and became
known as the Wechsler Preschool and Primary
Scale of Intelligence-Revised (WPPSI-R) and
revised again in 2002 as the WPPSI-III. The
WPPSI-III is the current version of the test
being used today. The WPPSI-III is used for
children ranging in age from 2 to 7. Like the
other Wechsler scales (WAIS-III, WAIS-III NI,
WISC-IV), the WPPSI-III has both Verbal and
Performance scales resulting in four IQ
scores: Verbal IQ, Performance IQ, Processing
Speed IQ, and Full Scale IQ. Similar to the
other Wechsler scales, IQ scores have a mean
of 100 and a standard deviation of 15, while
the subtest scores have a mean of 10 and a
standard deviation of 3. The Verbal IQ score
consists of the Information, Vocabulary, and
Word Reasoning subtest while the Compre-
hension and Similarities subtests are not in-
cluded in the calculation of the Verbal IQ
score. The Performance IQ consists of the
Block Design, Matrix Reasoning, and Picture
Concept subtests while the Picture Comple-
tion and Object Assembly are not included in
the calculation of the Performance IQ score.
The Processing Speed IQ score consists of the
Symbol Search and Coding Subtest. The
WPPSI-III has been shown to have satisfac-
tion, reliability, validity, and stability (Wech-
sler, 2002).

Stanford-Binet Scales: The Stanford-Binet is a
revised version of the first standardized intelli-
gence test, developed by Alfred Binet in 1905.
The test has been revised many times—in
1916, 1937, 1960, 1986, and most recently, in
2003. The current version of the test is called

the Stanford-Binet-Fifth Edition (Roid & Bar-
ram, 2004). The Stanford-Binet can be used
with individuals from 2 years of age through
adulthood. 

The Stanford-Binet Scales consists of Non-
verbal (NV) and Verbal (V) domains. To-
gether, they produce a full-scale IQ score.
Furthermore, factor scores or indexes are
provided in five areas including Fluid Rea-
soning (FR), Knowledge (KN), Visual-Spatial
processing (VS), Working Memory (WM),
and Quantitative Reasoning (QR).

Fluid Reasoning subtests include Object
Series/Matrices, Early Reasoning, Verbal Ab-
surdities, and Verbal Analogies. Knowledge
subtests includes Vocabulary, Procedural
Knowledge, and Picture Absurdities. Visual-
Spatial processing subtest include Form
Board, Form Patterns, Position and Direc-
tion. The Working Memory subtests include
Block Span, Memory for Sentences, and Last
Word. Finally, Quantitative Reasoning sub-
tests include one subtest called Quantitative
Reasoning. Unlike the Wechsler scales, only
certain Stanford-Binet subtests are used with
certain subjects. The age of the subject deter-
mines which subtests are used in any given
evaluation. Scores from all subtest categories
are used to derive IQ scores based on a mean
of 100 and a standard deviation of 15. Re-
search suggests that the Stanford-Binet has
satisfactory reliability, validity, and stability
(Anastasi & Urbina, 1996; Roid & Barram,
2004; Thorndike, Hagen, & Sattler, 1986).

Other Tests of Intellectual Ability: Numerous
tests other than the Wechsler and Stanford-
Binet are available for use with specific popu-
lations. For example, alternative tests may be
used with special populations such as gifted
children, nonverbal or hearing impaired indi-
viduals, or with minority group members.
They may also be used as a second opinion fol-
lowing a Wechsler test or Stanford-Binet or to
obtain additional cognitive information not
available through the administration of the
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SPOTLIGHT

Multicultural Issues and Testing
Although we use the term, objective to describe many psychological tests
and inventories, many of these tests must be used with great caution in our
increasingly diverse multicultural world. Testing instrument developers
such as the Psychological Corporation work diligently to ensure that minor-
ity groups are represented and reflect America’s diverse cultural landscape
when developing and producing norms for tests. However, many instru-
ments still may be inappropriate to use with many minority group mem-
bers. For example, most of the tests reviewed in this book assume that the
testee has an excellent command of the English language. For example, the
MMPI-2 or the WAIS-III would be very difficult to complete if the client
was not well versed in English. Lack of adequate English skills could result
in lower IQ scores which might be wrongfully attributed to lower intelli-
gence and cognitive functioning rather than English language skills. Addi-
tionally, level of acculturation and assimilation of minority group members
into society must be taken into consideration when using any psychological
tests as well. Although an individual’s English skills might be acceptable,
their cultural background may impact their testing performance.

In a remarkable 1986 landmark decision in California (Larry P. v. Califor-
nia), a judge ruled in favor of the Association of Black Psychologists’ claim
that standard individually administered intelligence tests such as the WISC
and Stanford Binet could not be used with African American students in
public schools. It was decided that the improper use of these instruments
can lead to discriminatory educational decisions such as placing students in
lower performing class environments. The court felt that these tests do more
harm than good for African American children and thus should no longer be
used. This decision underscored the notion that cultural factors must be
carefully considered in the use of any psychological test and that efforts to
assess skills and functioning must always take culture into consideration.

One important issue in assessment of ethnic minority persons includes
the issue of acculturation. It would be unreasonable to expect that all mem-
bers of a particular minority group would have the same cultural issues op-
erating if they recently moved to the United States or Canada from other
countries compared to moving decades or even centuries ago. Gonzalez
(1998) states that acculturation depends on the level of assimilation and in-
tegration into the majority culture. Therefore, in addition to cultural or
ethnic group membership, it is important to assess a client’s level of accul-
turation into the majority culture as well. This can be done by interview or
actual tests used specifically to assess acculturation. These include the Ac-
culturation Rating Scale for Mexican Americans (ARSMA-II; Cuellar,
Arnold, & Maldonado, 1995), the Bicultural Involvement Scale (Szapoc-
znik, Kurtines, & Fernandez, 1980) and the Suinn-Lew Asian Self-Identity
Acculturation Scale (Suinn, Ahuna, & Khoo, 1992) to name a few.
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Case Study: Donald—WISC-IV (Intellectual Assessment)
Donald L. is a 9-year-old boy who comes
from a mixed racial family where his father
is Caucasian and his mother is of Asian de-
cent. He was referred for an evaluation by
his parents to obtain a comprehensive as-
sessment of his cognitive and academic
strengths and weaknesses. He has been diag-
nosed with an auditory processing disorder.
A speech and language evaluation revealed
a weakness in language reasoning skills. His
parents requested this evaluation to deter-
mine the best ways to support Donald’s per-
formance in school. Currently, Donald is a
fourth grader.

Mrs. L. reported that Donald is struggling
with the significant increase in his workload
this year. He has difficulty organizing him-
self; for example, he has not turned in work
even if it was complete. Donald’s teacher re-
ported that he has difficulty knowing where
to start when she asks him to clean his desk
area; Mrs. L. has noticed a similar difficulty
at home. Mrs. L. reported that it is difficult
to get his attention at times. Once you are
able to secure his attention, Donald gener-
ally attends well. At other times (e.g., while
reading), he is prone to hyperfocus. Donald
also has difficulty processing multistep di-
rections and needs directions stated in a con-
crete and explicit manner.

Mrs. L. reported that Donald is a good
speller and reader. She is concerned, how-
ever, that his comprehension skills may
weaken as he faces more abstract concepts
in the future. Donald struggles with his
higher order thinking skills and with writ-
ing. His lowest scores on standardized tests
tend to be in written language. Donald’s
math skills are good.

Donald works with a speech and lan-
guage therapist is school for two 30-minute
sessions per week to address his pragmatic
language skills. Mrs. L. reported that he is
prone to talk loudly and struggles with

maintaining reciprocal conversations. Don-
ald is also working with a psychotherapist
to address symptoms of anxiety. Donald has
been seen by physical and occupational
therapists in the past due to weakness in
gross motor functioning as a result of mild
cerebral palsy. Despite his motor difficul-
ties, he has played soccer and baseball;
however, Donald learned to ride his bike
only after three years of training. He has
also worked on his penmanship and strug-
gles with alignment and spacing of letters.

Test Results:

Scaled
Score Percentile

Verbal Comprehension

Similarities 12 75

Vocabulary 18 99.7

Comprehension 09 37

Perceptual Reasoning

Block Design 08 25

Picture Concepts 15 95

Matrix Reasoning 10 50

Picture Completion 10 50

Working Memory

Digit Span 10 50

Letter-Number Sequencing 13 84

Arithmetic 15 95

Processing Speed

Coding 06 09

Symbol Search 06 09

Cancellation 10 50

Standard
Composite Scores Score Percentile

Verbal Comprehension 116 86

Perceptual Reasoning 106 66

Working Memory 107 68

Processing Speed 78 07

FULL-SCALE IQ 105 63
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Case Study (Continued)
Brief Summary of IQ Results: The re-
sults of intelligence testing indicate that
Donald’s cognitive capabilities are in the
average range overall. His Composite Scores
provide a good picture of areas of strengths
and weaknesses. Donald’s verbal compre-
hension skills are an area of strength, with
skills in the above average range. He per-
formed at age-level in the areas of percep-
tual reasoning and working memory. In
contrast, Donald scored significantly lower
on the Processing Speed Composite, indi-
cating that this is an area of relative weak-
ness among his cognitive skills.

Among subtests comprising the Verbal
Comprehension Composite, Donald’s scores
are variable. He displayed gifted skills in
word knowledge (Vocabulary), scoring at
the 99.7 percentile. Donald performed in the
higher end of the average range on Similari-
ties, a measure of abstract reasoning. He
scored relatively lower on Comprehension, a
test of social reasoning and problem solving,
although his score was still in the average
range. His language reasoning weaknesses
likely contributed to his relatively lower
score on this test.

Donald’s scores were also variable on the
Perceptual Reasoning subtests. He exhibited
a clear strength on Picture Concepts, which
allowed Donald to access his language skills
to solve this visual reasoning task. Donald
performed at age-level on another visual
reasoning task (Matrix Reasoning) that did
not lend itself to a language-based strategy.
He scored at a comparable level on Picture
Completion, a test of attention to detail.
Donald’s lowest score was on Block Design,
a visual problem solving test involving col-
ored blocks. He scored in the lower end of
the average range, reflecting a relative weak-
ness in visual-perceptual functioning.

In the area of working memory, Donald
performed in the superior range on a test of
mental arithmetic (Arithmetic). His strength
in math and his ability to use contextual ver-

bal information undoubtedly enhanced his
performance on this test. Donald scored in
the above-average range on Letter-Number
Sequencing. In this test, he was presented
with random series of numbers and letters.
Donald was asked to sequence the numbers
in numeric order and the letters in alphabet-
ical order. He reported that he tried “really
hard” on this test because he knew that it
would be challenging for him. Donald scored
in the average range on Digit Span, a test of
rote memory for numbers. He was equally
proficient in recalling numbers in the for-
ward and reverse directions.

Processing speed appears to be an area of
relative weakness among Donald’s cognitive
skills. He scored in the average range on
Cancellation, a timed test that measured his
ability to quickly locate pictures of animals
among a random array of pictures. He was
equally proficient in locating animals when
the pictures were placed randomly across
two pages and when the picture were
arranged in rows and columns. Donald did
not appear to use a clear organizational
strategy to manage this task. He scored in
the below average range on the remaining
two processing speed tests, Coding and Sym-
bol Search. Donald’s higher score on Cancel-
lation may reflect his increased level of
engagement on the brightly colored Cancel-
lation tasks. His self-talk strategy may have
also enhanced his performance.

Brief Interpretation Summary of WISC-
IV Results: The results of intelligence test-
ing indicate that Donald’s overall intellectual
functioning is in the average range. He dis-
plays a relative strength in verbal compre-
hension (scoring in the above average range).
Donald performed at age-level on tests of
perceptual reasoning and working memory.
He scored relatively lower in the area of pro-
cessing speed, reflecting an area of weakness
among his cognitive skills.
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Wechsler or Stanford-Binet scales (e.g., read-
ing achievement). While it is beyond the scope
of this book to discuss all the available tests in
detail, some of the more popular are discussed
next. You may wish to consult other resources
for more information concerning these tests
(e.g., Anastasi & Urbina, 1996). Examples of
these alternative tests include the Kaufman
Tests (Kaufman Assessment Battery for Chil-
dren [K-ABC-II]; Kaufman & Kaufman,
2004), which offer, for example, African
American norms, the Kaufman Brief Intelli-
gence Test (K-BIT; Kaufman & Kaufman,
1990), the Kaufman Adolescent and Adult In-
telligence Test (KAIT; Kaufman & Kaufman,
1993), the Peabody Picture Vocabulary Test-
Revised (PPVT-R; Dunn & Dunn, 1981), the
Woodcock-Johnson Psychoeducational Bat-
tery, Raven’s Progressive Matrices (Raven,
1993), the General Ability Measure for Adults
(GAMA; Naglieri & Bardos, 1997), and the
System of Multicultural Pluralistic Assessment
(SOMPA; J. Lewis & Mercer, 1978; J. Mercer &
Lewis, 1979). The K-ABC-II and SOMPA will
be briefly outlined next.

The K-ABC-II is administered to children be-
tween the ages of 3 and 13 and has five global
scales including Sequential Processing, Simul-
taneous Processing, Learning Ability, Planning
Ability, and Crystallized Ability. Scores are
then combined to create a Mental Processing
Index (MPI) and a nonverbal index. The devel-
opment of the K-ABC reflects a different theo-
retical approach to intellectual assessment
relative to the Wechsler scales. Sequential pro-
cessing refers to problem-solving skills that use
a step-by-step approach while simultaneous
processing uses information from several
sources to arrive at an answer all at once.
Means are set at 100 with standard deviations
of 15. The K-ABC-II was developed from re-
search and theory in neuropsychology and, un-
like both the Wechsler and Stanford-Binet
scales, has achievement scores to measure skills
such as reading ability. Many clinicians feel that

the K-ABC-II is more enjoyable and engaging
for children than the Wechsler scales and
Stanford-Binet, as well as a less verbally de-
pendent test. Furthermore, the K-ABC-II
generally takes less time to administer than
the Wechsler and Stanford-Binet.

The SOMPA is a comprehensive assessment
of intellectual functioning for children aged 5 to
11 and is especially designed for children from
minority groups such as African-American
and Latino populations. SOMPA provides nine
different measurements of cognitive func-
tioning and includes a structured parent in-
terview as part of the evaluation process.
Many professionals feel that the SOMPA is
much more useful with minority groups than
the Wechsler and Stanford-Binet measures.
Issues regarding testing bias among minority
group will be addressed later in this chapter.

Other Tests of Cognitive Ability: Some tests are
not intelligence tests per se, but also measure
cognitive abilities. For example, the Bayley
Scales of Infant Development, Second Edition
(BSID-II; Bayley, 1993), measures mental,
motor, and developmental abilities among
very young children aged 1 month to 42
months. The Cognitive Assessment System
(CAS; Das & Naglieri, 1997) evaluates cogni-
tive processing such as planning, attention,
simultaneous and successive cognitive func-
tioning for children ages 5 through 17. The
Vineland Adaptive Behavior Scales (Sparrow,
Balla, & Cicchetti, 1987) and the Adaptive Be-
havior Scales, Second Edition (N. Lambert,
Eland, & Nihira, 1992), examine adaptive be-
havior (e.g., dressing and eating indepen-
dently) among children by focusing on
socialization and the development of social
competence. These scales are critical, for ex-
ample, in documenting mental retardation in
conjunction with IQ scores. Thus, IQ scores
below 70 (reflecting 2 standard deviations
below the mean) in conjunction with adaptive
behaviors significantly below expectation for
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SPOTLIGHT

Learning Disabilities Assessment by Clinical Psychologist,
John Brentar, PhD
In 1968, the federal government developed a definition of learning dis-
abilities that was operationalized in the Federal Register in 1977 as a severe
discrepancy between intellectual ability, based on IQ test scores, and
achievement in academic areas such as reading, writing, or math. This
model helped to promote the development of the field of learning disabil-
ities because it acknowledged that a child was not mentally deficient be-
cause he/she struggled to learn. It also provided a standardized way to
assess learning disabilities. More recently, however, researchers in the
learning disability field have argued that IQ tests contribute little reliable
information for developing, implementing, and evaluating instructional
interventions and that the use of the discrepancy model should be discon-
tinued. Their arguments are:

• The discrepancy model has become associated with underachievement,
which makes it very difficult to identify children early enough for pre-
ventive interventions (i.e., it can take a long time for achievement
scores to drop low enough to be discrepant with IQ scores). Therefore,
intervention programs often occur after a child has already failed or are
too late to significantly impact the child’s skills, usually by the second
grade or later.

• There is a bidirectional influence between IQ and achievement: not
only does IQ set limits on achievement, limited achievement impacts
performance on IQ tests.

• Time-consuming assessments involving traditional IQ tests provide
teachers with little information that can be used to develop immediate
intervention services.

• It is often difficult to document a discrepancy in bilingual children, eth-
nic minority children, and children with very high or low-average/
below-average IQ scores.

Alternative models have been proposed that focus on assessment of
processing skills that are presumed to underlie academic performance
problems. The benefits of this model include:

• It would not require children to fail in school prior to diagnosis.
• It could help target all children who have learning problems and not

those that satisfy the discrepancy criterion.
(continued)



228 Roles and Responsibilities

• It could help focus instruction in areas of greatest need. Specifically,
children at-risk could be identified as early as preschool and kinder-
garten, allowing for early intervention. The child’s response to the in-
terventions could then be assessed and a designation of “learning
disability” could be made based on the child’s progress.

The educational system’s ability to quickly adopt this processing skills
model is compromised by several significant problems:

• Researchers do not have a complete understanding of the processing
skills that are needed to learn efficiently across all academic areas. For
example, while critical processing skills have been identified for read-
ing, they have not been identified for math.

• Researchers do not necessarily know whether performance problems on
tests designed to assess processing skills purely measure the processing
skill or are impacted by other factors, such as acquired knowledge or
previous experience with similar tasks.

• Most school psychologists and educational specialists are not trained in
these assessment measures nor do they have easy access to them.

Most teachers have not received specialized training in how to develop
effective intervention strategies based on children’s processing strengths
and weaknesses.

Therefore, the processing skills model may not be easily implemented
unless teachers and assessors (such as school psychologists) are better ed-
ucated to understand processing skills and their relationship to academic
achievement.

This dilemma suggests that IQ tests remain an important assessment in-
strument in the diagnosis of learning disabilities in the near future for the
following reasons:

• IQ tests provide a context by which to interpret a child’s performance
on other tests based on his/her ability level in verbal and nonverbal
(visual-perceptual) domains.

• Most psychologists who perform learning disability assessments use the
IQ test as a way to generate initial hypotheses about a child’s processing
skills and select subsequent assessment measures to test those hypotheses.

When handled sensitively and interpreted by a competent psychologist,
IQ tests used in combination with other information, such as scores from
processing and academic tests, history, clinical observations, and parent/
school reports can be an important tool in the assessment of a child’s
learning skills. With this approach, learning disabilities can still be diag-
nosed even if an ability-achievement discrepancy is not present.
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a given age are used to diagnose mental retar-
dation. The Wide Range Achievement Test-3
(Jastak & Wilkinson, 1993) measures reading,
writing, and mathematical skills for individu-
als aged 5 to 75. The Woodcock-Johnson test
includes an achievement as well as aptitude
component, measuring skills such as reading,
writing, and mathematics.

Neuropsychological Testing: Other tests focus
on brain-behavior relationships and thus mea-
sure neuropsychological functioning. Brain
impairment due to head injury, substance
abuse, stroke, or other illnesses and injuries
often impact the cognitive ability to use lan-
guage, think and make appropriate judg-
ments, adequately perceive and respond to
stimuli, and remember old or new informa-
tion. Neuropsychological testing assesses
brain-behavior skills such as intellectual, ab-
stract reasoning, memory, visual-perceptual,
attention, concentration, gross and fine motor,

and language functioning. Since neuropsycho-
logical topics are highlighted in Chapter 11 it
will be only briefly addressed here.

Neuropsychological tests include test bat-
teries as well as individual tests. The Halstead-
Reitan Battery (Boll, 1981; Halstead, 1947;
Reitan & Davison, 1974) and the Luria-
Nebraska Battery (Golden, Hammeke, &
Purisch, 1980) are the most commonly used
test batteries used with adults. The Halstead-
Reitan Battery can be administered to persons
aged 15 through adulthood and consists of 12
separate tests along with the administration of
the MMPI-2 and the WAIS-III. The battery
takes approximately 6 to 8 hours to administer
and provides an overall impairment index as
well as separate scores on each subtest assess-
ing skill such as memory, sensory-perceptual
skills, and the ability to solve new learning
problems (Table 8.2). Other versions of the
test are available for children between ages 5
and 14. The Luria-Nebraska Battery consists of

Table 8.2 Halstead-Reitan Neuropsychological Test Battery

Category Test Current learning, abstract concept formation

Tactual Performance Test Motor speed, psychomotor coordination

Rhythm Test Attention, concentration, auditory perception

Speech Sounds Perception Test Attention, concentration, coordination of language processing

Finger Oscillation Test Finger tapping skill

Trail Making Test Psychomotor speed, sequencing, maintain & shift sets

Strength of Grip Test Gross motor strength

Sensory-Perceptual Examination Ability to perceive stimuli to both body sides

Tactile Perception Tactile finger localization

Modified Halstead-Wepman Aphasia
Screening Test Screening of language skill

Wechsler Adult Intelligence Scale-III
(WAIS-III) Intellectual functioning

Minnesota Multiphasic Personality
Inventory-2 (MMPI-2) Personality and psychological functioning



230 Roles and Responsibilities

11 subtests for a total of 269 separate testing
tasks. The subtests assess reading, writing, re-
ceptive and expressive speech, memory, arith-
metic, and other skills. The Luria-Nebraska
battery takes about 2.5 hours to administer.

Another neuropsychological testing ap-
proach is represented by the Boston Process
Approach (Delis, Kaplan, & Kramer, 2001;
Goodglass, 1986; E. Kaplan et al., 1991,
1999; Milberg, Hebben, & Kaplan, 1986). The
Boston process approach uses a variety of dif-
ferent tests depending upon the nature of the
referral question (Table 8.3). Rather than
using a standard test battery, the Boston Pro-
cess Approach uses a subset of a wide variety
of tests in order to answer specific neuropsy-
chological questions. Performance on one
test determines which tests or subtests, if any,
will be used next. The testing process could
be short or long involving few or many tests
and subtests depending upon what is needed
to adequately evaluate strengths and weak-
nesses in functioning. For example, if a neu-
ropsychological evaluation of a head-injured
patient was to focus on memory skills follow-
ing a car accident, several tests would be con-
sidered for use. These might include the
Benton Visual Retention Test, the Wechsler
Memory Scale-III, and the Wisconsin Card
Sorting Test. Each of these tests measure a
different facet of memory functioning. Re-
sults provide a clearer picture of short- and
long-term memory as well as visual, audi-
tory, and sensory memory. If, during testing,
language problems were detected, the recep-
tive and expressive language sections of the
Luria-Nebraska might be added to the battery
to assess language skills. The language assess-
ment might help to better understand the re-
lationship between memory and language
skills in this patient.

Some of the commonly used individual
neuropsychological tests include the Wechsler
Memory Scale-III (Wechsler, 1997b), the Ben-
ton Visual Retention Test (Benton, 1991), the
WAIS-R as a Neuropsychological Instrument

Table 8.3 Sample of Tests Used in the
Boston Process Approach to
Neuropsychological Assessment

Intellectual and Conceptual Skills

Wechsler Adult Intelligence Scale-III (WAIS-III)
Standard Progressive Matrices
Shipley Institute of Living Scale
Wisconsin Card Sorting Test
Proverbs Test

Memory Skills

Wechsler Memory Scale-Third Edition
Rey Auditory Verbal Learning Test
Rey-Osterrieth Complex Figure
Benton Visual Recognition Test
Consonant Trigrams Test
Cowboy Story Reading Memory Test
Corsi Blocks

Language Skills

Narrative Writing Sample
Tests of Verbal Fluency (Word List Generation)

Visual-Perceptual Skills

Cow and Circle Experimental Test
Automobile Puzzle
Parietal Lobe Battery
Hooper Visual Organization Test

Academic Skills

Wide Range Achievement Test

Motor and Impulse Control Skills

Porteus Maze Test
Stroop Color-Word Interference Test
Luria Three-Step Motor Program
Finger Tapping
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(E. Kaplan et al., 1991), the WISC-III as a
Process Instrument (E. Kaplan et al., 1999),
the Kaufman Short Neuropsychological As-
sessment Procedure (K-SNAP; Kaufman &
Kaufman, 1994), the California Verbal Learn-
ing Test (Delis, Kramer, Kaplan, & Ober,
1987, 2000) and the California Verbal Learn-
ing Test-Children’s Version (Delis, Kramer,
Kaplan, & Ober, 1994), and the Wisconsin
Card Sorting Test (Grant & Berg, 1993). The
Delis-Kaplan Executive Function System 
(D-KEFS; Delis, Kaplan, & Kramer, 2001)
provides a comprehensive evaluation of exec-
utive functioning or high level thinking and
processing as well as cognitive flexibility. It
can be administered to both children and
adults from ages 8 through 89. It assesses the
integrity of the frontal lobe area of the brain,
and examines potential deficits in abstract
and creative thinking. The D-KEFS consists of
9 subtests including the Sorting, Trail Making,
Verbal Fluency, Design Fluency, Color-Word
Interference, Tower, 20-Questions, Word
Context, and the Proverb tests. These tests
measure various aspects of cognitive func-
tioning that reflect strengths and weaknesses
associated with brain-behavior relationships.
Results from these tests are compared with
national norms to develop a clearer under-
standing of the interaction between brain
functioning and behavior, emotions, and
thoughts as well as to help locate the site of
brain impairment.

Some authors have suggested that physio-
logical tests such as evoked potentials, elec-
troencephalography (EEG), and reaction time
measures may be useful in the assessment of
intelligence and cognitive abilities (Matarazzo,
1992; Reed & Jensen, 1991). Evoked potentials
assess the brain’s ability to process the percep-
tion of a stimulus, and EEG measures electrical
activity of the brain. Although psychologists
are currently not licensed to administer or
interpret neuroimaging techniques such as
computerized axial tomography (CAT), mag-
netic resonance imaging (MRI), and positron

emission tomography (PET), these techniques
allow examination of brain structure and
function, which is useful in assessing brain-
behavior relationships such as cognitive abili-
ties. For example, cortical atrophy, shrinkage,
or actual loss of brain tissue has been associ-
ated with schizophrenia, Alzheimer’s disease,
anorexia nervosa, alcoholism, and mood disor-
ders (e.g., Andreasen, 1989, Andreasen &
Black, 1995; Fischbach, 1992).

Contemporary neuropsychological testing
integrates specialized tests along with addi-
tional sources of information. The tests are
often used in conjunction with data obtained
from clinical interviews, behavioral observa-
tions, and other cognitive, personality, and
physiological assessment tools. Thus, neuropsy-
chological testing is not isolated from other
evaluation techniques used by contemporary
clinical psychologists. While neuropsychologi-
cal assessment is a subspecialty of clinical psy-
chology, it overlaps with many of the skills and
techniques of general clinical psychologists. In
addition to specialized testing, neuropsycholo-
gists must have a high level of understanding of
brain structure and functioning.

Questions and Controversies Concerning IQ
and Cognitive Testing

ARE WE BORN WITH A CERTAIN IQ? Often
people assume that we are born with an in-
nately determined level of intellectual ability
that is not influenced by social, emotional, and
environmental factors (Herrnstein & Murray,
1994). Some suggest that IQ differences found
among different racial groups might be due
to inborn differences in intelligence. A great
deal of controversy has raged in this debate
for many years. The publication of the book
The Bell Curve (Herrnstein & Murray, 1994)
reignited this controversy by suggesting that
African Americans were innately less intelli-
gent than Caucasians while Caucasians were
less intelligent than Asians. Research examin-
ing genetic influences on intelligence generally
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studies the heritability (i.e., the estimate of ge-
netic contribution to a given trait) of IQ using
twin studies. Identical (monozygotic) and fra-
ternal (dizygotic) twins reared together and
reared apart present a unique research oppor-
tunity for examining the influence of both ge-
netic and environmental contributions to a
wide variety of traits. It has been estimated
that the heritability of intelligence is between
.40 and .80. Thus between 16% and 64% of
the variance in intellectual ability is due to ge-
netic influence (Hale, 1991; Sattler, 1988,
1992). Research generally supports the notion
of at least some significant genetic influence in
intellectual ability (Neisser et al., 1996). How-
ever, biological (e.g., prenatal care, genetics,
nutrition), psychological (e.g., anxiety, moti-
vation, self-esteem), and social (e.g., culture,

socioeconomic status) influences all appear to
be associated with intelligence or at least with
IQ scores on standardized tests (Hale, 1991;
Neisser et al., 1996; Sternberg, 1997a).

ARE IQ SCORES STABLE OVER TIME? Mea-
sures of attention, memory, and other cogni-
tive abilities assessed during the first year of
life generally are moderately associated (i.e., r
= .36) with intelligence test scores assessed
later in childhood (McCall & Garriger, 1993).
Often people assume that an IQ score obtained
in childhood is stable over time. Thus, many
people erroneously believe that someone who
obtained an IQ of 120 in the first grade will
also have an IQ of 120 in adulthood. Intelli-
gence tests, however, provide an index of cur-
rent functioning, and scores may change

Case Study: Robert Experiences a Head Injury and Resulting
Antisocial Behaviors (Neuropsychological)
Robert is a 17-year-old Caucasian male who
is a senior in high school. He lives with his
father and younger sister. Robert was shot in
the head when he was 11 years old during a
robbery at a neighborhood store. His mother
was shot and killed during the robbery.
Robert has received surgery to obtain a cra-
nial plate and a glass eye. He experiences
seizures and is being administered 100 mil-
ligrams of Dilantin per day.

Referral Question: Robert has been evi-
dencing antisocial behavior over the past
three years, including lying, stealing, tru-
ancy, and angry and aggressive outbursts.
Neuropsychological testing was requested
to determine the basis for his behavior in
light of his brain damage.

Tests Administered: The Halstead-Reitan
Neuropsychological Battery

Brief Summary and Interpretation of
Test Results: Robert achieved an average
full-scale IQ, above average Verbal IQ, and
average Performance IQ. Test results indi-
cated some difficulties in sensory-perceptual
functioning such that he experiences mild
to moderate right upper extremity sensory-
perceptual dysfunction consistent with left
posterior frontal (i.e., sensory strip) and
parietal compromise. Thus, he has difficulty
moving and feeling with his right arm and
shoulder. The nature of Robert’s mild neu-
ropsychological compromise is chronic,
nonprogressive, and residual from his head
trauma. Therefore, only a portion of his cur-
rent behavioral problems can be attributed
to neuropsychological compromise. Person-
ality testing is recommended to evaluate the
psychosocial basis for his antisocial behavior
in the context of his traumatic brain injury.
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significantly over time. Many factors influence
the stability of IQ scores. First, scores obtained
when a child is very young (e.g., age 3) are
likely to be less stable than scores obtained
when a child is older (e.g., age 16). This is par-
tially because early childhood tests focus on
perceptual and motor skills, whereas tests for
older children and adults focus more on verbal
skills (Anastasi & Urbina, 1996; N. Brody,
1997; Hale, 1991; Sattler, 1988, 1992). Sec-
ond, the longer the time between testing ad-
ministrations, the more unstable the IQ score
will appear. Thus, the difference between
scores obtained at ages 3 and 30 is likely to be
greater than the difference between scores ob-
tained at ages 16 and 19. Furthermore, envi-
ronmental factors such as stress, nutrition,
educational opportunities, exposure to toxins
such as lead, and illness, among other influ-
ences, all play a role in the determination of
IQ scores (Anastasi & Urbina, 1996; Hale,
1991; Hersen, 2003; Sattler, 1988, 1992).

ARE IQ SCORES BIASED? Many people are
concerned about potential bias in intelligence
testing (Cole, 1981; Greenfield, 1997; Helms,
1992; Neisser et al., 1996; Sandoval, 1989;
Schiele, 1991). For example, many feel that
IQ testing may be biased in that children from
high socioeconomic-level homes tend to per-
form better on standardized tests than those
from lower socioeconomic-level homes. Fur-
thermore, some argue that currently available
intelligence tests may not be appropriate
for use with individuals from many ethnic mi-
nority groups (Sandoval, 1989; Sattler, 1988,
1992; Schiele, 1991; D. Sue & Sue, 2003;
Suzuki & Valencia, 1997). In fact, California
passed legislation that prohibited intelligence
testing from being used for school placement
of African-American children (Larry P v.
Wilson Riles). The ruling suggested that intelli-
gence testing was biased against African
Americans and that they were disproportion-
ately represented in educable mental retarda-
tion (EMR) classrooms. Bias is determined by

examining the test’s validity across different
groups. A test is biased if the validity of the
test varies from group to group. Research sug-
gests that most standardized IQ tests such as
the Wechsler and Stanford-Binet scales are not
biased (Hale, 1991; Reynolds, 1982). How-
ever, tests can be misused by both unqualified
and well-meaning people (D. Sue & Sue,
2003; Suzuki & Valencia, 1997).

SHOULD THE TERMS INTELLIGENCE QUO-
TIENT OR IQ CONTINUE TO BE USED? A
number of misconceptions and myths about
IQ exist. These include the notion that the IQ
measures an innate or genetically-determined
intelligence level, that IQ scores are fixed and
never change, and that IQ scores generated
from different tests mean the same thing
(Hale, 1991; Sattler, 1988, 1992). These con-
cerns have led some experts to suggest that
general IQ scores be eliminated (Turnbull,
1979) in favor of standard scores that more ac-
curately describe specific skills. In fact, many
recent tests of intellectual and cognitive ability
have not used the terms intelligence quotient or
IQ at all. These include the Woodcock-Johnson
Psychoeducational Battery, the Kaufman As-
sessment Battery for Children, and the newest
version of the Stanford-Binet.

Conclusion: Tests of cognitive ability are used
to answer a wide variety of important clinical
questions. In addition to identifying overall
intellectual skills and cognitive strengths and
weaknesses, these tests are frequently em-
ployed to assess the presence of learning dis-
abilities, predict academic success in school,
examine brain dysfunction, and assess person-
ality. Any competent psychologist must be
cautious in the use of intellectual, neuropsy-
chological, achievement, and all other forms
of cognitive testing (Turner, DeMars, Fox, &
Reed, 2001). Professionals must be aware of
the limitations of the testing situation and the
limitations of the particular test they have
chosen. They must be careful to use tests for
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the purpose for which the test was developed
and researched, and in conjunction with other
appropriate tests. They must also be able to
understand the results in terms of the context
of the individual’s testing response style and
the biopsychosocial influences that might af-
fect particular scores. For instance, scores may
not accurately reflect potential if a child is dis-
tracted due to severe stress or family conflict,
chronic illness; compromised by poor nutri-
tion; or disadvantaged due to poverty or
frequent school disruption. In fact, some re-
search has indicated that stress level and cop-
ing abilities are significantly associated with
performance on intelligence and other tests of
cognitive abilities (Hersen, 2003; Plante,
Goldfarb, & Wadley, 1993; Plante & Sykora,
1994).

Personality Testing

Personality testing in a sense accesses the
heart and soul of an individual’s psyche. Per-
sonality testing strives to observe and describe
the structure and content of personality, which
can be defined as the characteristic ways in
which an individual thinks, feels, and behaves.

Personality testing is particularly useful in
clarifying diagnosis, problematic patterns and
symptoms, intrapsychic and interpersonal
dynamics, and treatment implications. Person-
ality testing involves a wide variety of both ob-
jective and projective measures, both of which
will be discussed in detail after the following
explanations of the concepts personality and
psychological functioning.

What Are Personality and
Psychological Functioning?

Each human being has a unique manner of in-
teracting with the world. Some people tend to
be shy and withdrawn, while others are gener-
ally outgoing and gregarious. Some tend to be
anxious worriers, while others are generally
calm and relaxed. Some are highly organized
and pay attention to detail, while others are
disorganized and impressionistic. Personality
refers to the enduring styles of thinking and
behaving when interacting with the world
(Hogan, Hogan, & Roberts, 1996; MacKinnon,
1944; McCrae & Costa, 2003). Thus, it in-
cludes characteristic patterns that make each
person unique. These characteristics can be
assessed and compared with those of others.

SPOTLIGHT

Test User Qualifications
Who is competent enough to administer psychological, intelligence, edu-
cational, and other tests? Many people other than psychologists now ad-
minister these types of tests. Learning specialists, social workers, doctors,
marriage and family therapists, speech and language therapists, and oth-
ers may potentially use psychological tests. Furthermore, psychologists do
not necessarily have the training and experience to administer and inter-
pret all of the numerous tests that are available on the market. There are
thousands of psychological tests available for use that measure a wide
range of intellectual, education, personality, and psychological constructs. 
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It is unrealistic to expect that psychologists will be competent in all of
these tests. Furthermore, since so many tests are regularly updated, it is
unrealistic to expect that psychologists can keep on top of all of the latest
developments in test revisions. For example, someone who specializes in
the evaluation and treatment of adults may be untrained and thus un-
qualified to administer tests to children. Since testing has become a multi-
billion dollar per year industry and since there are so many tests available,
a current challenging issue for clinical psychology is how can we deter-
mine who is qualified to use these tests?

The American Psychological Association Task Force on Test User
Qualifications (TFTUQ) was established in October 1996 to help develop
important guidelines so that both the general public and professionals
could have a better understanding of the responsible use of psychological
tests by competent professionals. These guidelines outline specific
recommendations for the use of tests and can be found in the TFTUQ
(Turner, DeMars, Fox, & Reed, 2001). The guidelines state that testers
should have coursework and competence that adequately cover classical
test theory, descriptive statistics, reliability and measurement error, va-
lidity and the meaning of test scores, normative interpretation of test
scores, selection for appropriate tests, test administration procedures,
issues pertaining to ethnic, racial, cultural, gender, age, linguistic, and
disability variables. They should also have adequate supervision and
experience.

However, these aspirational guidelines and goals must be applied to
day-to-day decisions about individual persons giving tests to individuals
with unique issues and concerns. Hopefully, ethically minded clinical psy-
chologists are careful to ensure that they are adequately trained and com-
petent enough to administer and interpret the tests that they use and they
continuously update their skills and information to stay on top of the
newest developments and versions of tests that come on the market. For
example, tests such as the Wechsler scales that assess intelligence are up-
dated every few years. It is important that psychologists who administer
these tests are retrained each time a new edition is made available so that
they can competently administer and interpret these new versions of the
tests. Busy professionals may find it challenging to keep up with all of
these developments as they unfold yet must work hard to ensure that they
do everything necessary (e.g., attend training workshops, receive appro-
priate consultation or supervision) in order to be sure that they are ade-
quately trained to use these instruments. The guidelines for competent
test use are useful but they are indeed only guidelines. Individual psy-
chologists must make individual decisions about their level of expertise
and know when they should refer testing requests to other competent
professionals.
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Personality is influenced by biological, psy-
chological, and social factors. For example, re-
search has shown that between 20% and 60%
of the variance in personality traits (e.g., ex-
troversion, sociability) are influenced by ge-
netic factors (Loehlin, 1992; Plomin, 1990),
with the remainder influenced by psychosocial
factors (e.g., relationships that develop with
parents, siblings, and friends, as well as life
events; T. J. Bouchard & McGue, 1990). While
the nature versus nurture debate rages on
well beyond statistical models, personality de-
velopment clearly reflects biological, psycho-
logical, and social factors.

Personality theories provide a way to under-
stand how people develop, change, and experi-
ence generally stable and enduring behavior
and thinking patterns. These theories also help
us to understand the differences among people
that make each person unique. Ultimately,
personality theory is used to understand and
predict behavior. This understanding is then
used to develop intervention strategies to help
people change problematic patterns.

Psychological functioning is a more general
term referring to the individual’s cognitive,
personality, and emotional worlds. Thus, psy-
chological functioning includes personality as
well as other aspects of emotional, behav-
ioral, cognitive, and interpersonal function-
ing. In this section, psychological functioning
refers to particularly noncognitive areas of
functioning such as mood and interpersonal
relationships. For example, while anxiety,
depression, and anger may all be enduring
personality traits, they can also be temporary
mood states. Someone facing stressful life
events, such as the death of a loved one or
criminal victimization, may experience se-
vere anxiety, depression, or anger. However,
these mood states may not be associated with
enduring personality characteristics. Thus,
the individual may feel and behave in an anx-
ious or depressed manner as a reaction to the
stressful event(s) but does not tend to be anx-
ious or depressed most of the time. Therefore,

psychological functioning can be viewed as
encompassing the gamut of component psy-
chological processes as they impact one’s abil-
ity to cope with life’s pleasures and demands
and uniquely combine to define personality.

Is Personality Really Enduring?

The famous psychologist, William James
(1890) stated that by the age of 30 personality
was “set in plaster.” While a tremendous
amount of research has been conducted on
personality, controversy still exists concerning
its definition and characteristics (Beutler &
Groth-Marnat, 2003; Kenrick & Funder, 1988;
West & Graziano, 1989). Some people ques-
tion the very notion of personality, suggesting
that enduring behavioral characteristics do not
exist. While many believe that behavior is
consistent across situations (e.g., a shy person
is likely to behave in a shy manner wherever
he or she goes), many argue that behavior is
generally situation specific. Thus, someone
may behave in a shy manner in a social situa-
tion with people he or she does not know very
well while he or she might behave in a very
outgoing manner at work or with close
friends. Most professionals in the area of per-
sonality theory, research, and practice support
an interactional approach (Kenrick & Funder,
1988). This approach suggests that behavior is
predictable but is not rigidly consistent in an
absolute sense. Therefore, people have per-
sonality styles that are generally consistent
but interact with situational factors (McCrae &
Costa, 2003); personality and behavior differs
somewhat from situation to situation.

How Do Clinical Psychologists
Measure Personality and
Psychological Functioning?

In addition to using interviews, observations,
checklists, inventories, and even biological
assessments (e.g., neuroimaging techniques
such as PET scans), clinical psychologists
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generally use a range of tests to assess person-
ality and psychological functioning. Most of
these tests can be classified as either objective
or projective. Objective testing presents
very specific questions (e.g., Do you feel sad
more days than not?) or statements (e.g., I feel
rested) to which the person responds by using
specific answers (e.g., yes/no, true/false, mul-
tiple choice) or a rating scale (e.g., 1 = strongly
disagree, 10 = strongly agree). Scores are tab-
ulated and then compared with those of refer-
ence groups, using national norms. Thus,
scores that reflect specific constructs (e.g.,
anxiety, depression, psychotic thinking, stress)
may be compared to determine exactly how
anxious, depressed, psychotic, or stressed
someone might be relative to the norm. The
checklists described in the previous chapter
are examples of objective tests. Projective
testing uses ambiguous or unstructured test-
ing stimuli such as inkblots, incomplete
sentences, or pictures of people engaged
in various activities. Rather than answering
specific questions using specific structured
responses (e.g., yes/no, true/false, agree/dis-
agree) subjects are asked to respond freely to
the testing stimuli. For example, they are
asked to tell stories about pictures, or describe
what they see in an inkblot, or say the first
thing that comes to their mind when hearing a
word or sentence fragment. The theory behind
projective testing is that unconscious or con-
scious needs, interests, dynamics, and motiva-
tions are projected onto the ambiguous testing
stimuli, thereby revealing the internal dynam-
ics or personality. Projective responses are
generally much more challenging to score and
interpret than objective responses.

Objective Testing: There are hundreds of ob-
jective tests of personality and psychological
functioning. The reader may wish to con-
sult other resources for detailed information
about these instruments (e.g., Anastasi &
Urbina, 1996). Clinical psychologists usually
employ a small set of objective tests to 

evaluate personality and psychological func-
tioning. By far the most commonly used test
is the Minnesota Multiphasic Personality In-
ventory (MMPI), now in its second edition
(MMPI-2). The MMPI also includes an adoles-
cent version called the Minnesota Multiphasic
Personality Inventory-Adolescents (MMPI-
A). Other objective tests such as the Millon
Clinical Multiaxial Inventory-III (MCMI-III),
the 16 Personality ±Factors Questionnaire,
Fifth Edition (16PF), and the NEO-Personality
Inventory-Revised (NEO-PI-R) will also be
briefly discussed below.

THE MINNESOTA MULTIPHASIC PERSONAL-
ITY INVENTORY (MMPI, MMPI-2, MMPI-
A): The original MMPI was developed during
the late 1930s and published in 1943 by psy-
chologist Starke Hathaway and psychiatrist
J. C. McKinley. The MMPI was revised and be-
came available as the MMPI-2 in 1989. The
original MMPI consisted of 550 true/false
items. The items were selected from a series of
other personality tests and from the develop-
ers’ clinical experience in an effort to provide
psychiatric diagnoses for mental patients. The
original pool of about 1000 test items were
considered and about 500 items were adminis-
tered to psychiatric patients and visitors at the
University of Minnesota hospitals. The MMPI
was designed to be used with individuals ages
16 through adulthood. However, the test has
been frequently used with adolescents
younger than 16. The MMPI takes about one
to one-and-a-half hours to complete.

Scoring the MMPI results in four validity
measures and ten clinical measures. The valid-
ity measures include the ? (Cannot Say), L
(Lie), F (Validity), and K (Correction) scales.
Admitting to many problems or “faking bad” is
reflected in an inverted V configuration with
low scores on the L and K scales and a high
score on the F scale. Presenting oneself in a fa-
vorable light or “faking good” is reflected in a
V configuration with high scores on the L and
K scales and a low score on the F scale. The
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clinical scales include Hypochondriasis (Hs),
Depression (D), Conversion Hysteria (Hy),
Psychopathic deviate (Pd), Masculinity-
femininity (Mf), Paranoia (Pa), Psychasthenia
(Pt), Schizophrenia (Sc), Hypomania (Ma),
and Social Introversion (Si). Scores are
normed using standardized T-scores, meaning
that each scale has a mean of 50 and a stan-
dard deviation of 10. Scores above 65 (repre-
senting one-and-one-half standard deviations
above the mean) are considered elevated, and
in the clinical range. While 65 is the cut off
score on the MMPI-2 and MMPI-A, 70 is used
with the original MMPI. Table 8.4 provides a
description of each of the MMPI scales.

Since the MMPI was originally published,
a number of additional subscales have been
developed, including measures such as Re-
pression, Anxiety, Ego Strength, Overcon-
trolled Hostility, and Dominance. It has been
estimated that there are over 400 subtests of
the MMPI (Dahlstrom, Welsh, & Dahlstrom,
1975). The MMPI has been used in well over
10,000 studies that examine a wide range of
clinical issues and problems (Graham, 1990).
Although the original MMPI was the 
most widely used psychological test, a revision
was needed. For example, the MMPI did not
use a representative sample when it was 
constructed. The original sample included

Table 8.4 MMPI-2 Scales and Personality Dimension Measured

Scale Name Personality Dimension Measured

Validity Scales

? (Cannot Say) Number of items unanswered

L (Lie) Overly positive self report

F (Validity) Admitting to many problems

K (Correction) Defensiveness

Clinical Scales

1 Hypochondriasis (Hs) Concern regarding bodily functioning

2 Depression (D) Hopelessness, pessimism

3 Conversion Hysteria (Hy) Psychological conflict and distress manifested as somatic problems

4 Psychopathic Deviate (Pd) Oppositional, disregard for social convention

5 Masculinity-Feminity (Mf) Traditional masculine or feminine interests

6 Paranoia (Pa) Mistrust, suspiciousness

7 Psychasthenia (Pt) Fears, guilt, anxiety

8 Schizophrenia (Sc) Idiosyncratic thinking, unusual thoughts & behavior

9 Hypomania (Ma) Overactivity, emotional excitement

0 Social Introversion (Si) Shy, insecurity
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Caucasians living in the Minneapolis, Min-
nesota, area who were either patients or visi-
tors at the University of Minnesota hospitals.
Also, many of the more sophisticated methods
of test construction and analysis used today
were not available in the late 1930s when the
test was developed. Therefore, during the late
1980s, the test was restandardized and many
of the test items were rewritten. Furthermore,
many new test items were added, and out-
dated items were eliminated. The resulting
MMPI-2 (Butcher, Dahlstrom, Graham, Telle-
gen, & Kraemmer, 1989) consists of 567 items
and can be used with individuals aged 18
through adulthood. The MMPI-2 uses the
same validity and clinical scale names as the
MMPI. Importantly, many have noted that the
names reflecting each of the MMPI (or MMPI-
2) scales are misleading. For example, a high
score on the Schizophrenia (Sc) scale does not
necessarily mean that the person who com-
pleted the test is schizophrenic. Therefore,
many clinicians and researchers prefer to ig-
nore the scale names and use numbers to re-
flect each scale instead. For example, the
Schizophrenia (Sc) scale is referred to as Scale
8 (see Table 8.4). Like the original MMPI, the
MMPI-2 has numerous subscales, including
measures such as Type A behavior, post-trau-
matic stress, obsessions, and fears.

The Minnesota Multiphasic Personality
Inventory-Adolescent (MMPI-A) (Butcher,
et al., 1992) was developed for use with teens
between the ages of 14 and 18. The MMPI-A
has 478 true/false items and includes a num-
ber of validity measures in addition to those
available in the MMPI and MMPI-2. The
MMPI, MMPI-2, and MMPI-A can be scored
by hand using templates for each scale or they
can be computer scored. Most commercially
available computer scoring programs offer in-
depth interpretive reports that fully describes
the testing results and offer suggestions for
treatment or other interventions. Scores are
typically interpreted by reviewing the entire

resulting profile rather than individual scale
scores. Profile analysis is highlighted by ex-
amining pairs of high scores combinations.
For example, high scores on the first three
scales of the MMPI are referred to as the neu-
rotic triad reflecting anxiety, depression, and
somatic complaints. Research indicates that
the MMPI, MMPI-2, and MMPI-A have ac-
ceptable reliability, stability, and validity
(Butcher et al., 1989; Butcher et al., 1992;
Graham, 1990; Parker et al., 1988). However,
controversy exits concerning many aspects of
the test. For example, the MacAndrew Scale
was designed as a supplementary scale to clas-
sify those people with alcohol-related prob-
lems. The validity of the scale has been
criticized and some authors have suggested
that the scale no longer be used to examine al-
cohol problems (Gottesman & Prescott, 1989).
Figure 8.1 provides an example of an MMPI-2
profile of a 60-year-old male high school
teacher convicted of sexually abusing adoles-
cent boys. The evaluation, which included a
comprehensive psychological battery, revealed
him to be actively alcoholic, depressed, and
suffering from a personality disorder.

THE MILLON CLINICAL MULTIAXIAL IN-
VENTORIES: The Millon Clinical Multi-
axial Inventories (MCMI) include several
tests that assess personality functioning using
the DSM-IV classification system and the
Theodore Millon theory of personality (Mil-
lon, 1981). Unlike the MMPI-2, the Millon
was specifically designed to assess personality
disorders outlined in the DSM such as histri-
onic, borderline, paranoid, and obsessive
compulsive personalities. The first Millon test
was published in 1982; additional tests and
revisions quickly developed during the 1980s
and 1990s. The current tests include the Mil-
lon Clinical Multiaxial Inventory-III (MCMI-
III; Millon, Millon, & Davis, 1994), the Millon
Adolescent Clinical Inventory (MACI; Millon
et al., 1994), the Millon Behavioral Health
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Inventory (MBHI; Millon, Green, & Meagher,
1982), the Millon Clinical Multiaxial 
Inventory-II (MCMI-II; Millon, 1987), and
the Millon Adolescent Personality Inventory
(MAPI; Millon, Millon, & Davis, 1982). The
MBHI, however, is a health behavior inven-
tory and not a measure of personality or psy-
chological functioning per se. The MCMI-III
will be highlighted here. The MCMI-III is a
175 true/false item questionnaire designed
for persons ages 18 through adulthood and
takes approximately 30 minutes to complete.
It was designed to assess personality disorders
and syndromes based on the DSM-IV system 
of classification. The MCMI-III includes 24
scales, including 14 personality pattern scales
and 10 clinical syndrome scales. Furthermore,
the MCMI-III also includes several validity
measures. Table 8.5 provides a list of the mea-
sured characteristics.

THE SIXTEEN PERSONALITY FACTORS

(16PF): The 16PF was developed by Ray-
mond Cattell and colleagues and is currently
in its fifth edition (Cattell, Cattell, & Cattell,
1993). It is a 185-item multiple-choice ques-
tionnaire that takes approximately 45 minutes
to complete. The 16PF is administered to indi-
viduals ages 16 years through adulthood.
Scoring the 16PF results in 16 primary person-
ality traits (e.g., apprehension prone) and five
global factors that assess second-order person-
ality characteristics (e.g., anxiety). Standard-
ized scores from 1 to 10 or sten scores are used
with means set at 5 and a standard deviation
of 2. Table 8.6 lists the 16PF scales. The 16PF
has been found to have acceptable stability,
reliability, and validity (Anastasi & Urbina,
1996; Cattell et al., 1993).

THE NEO-PERSONALITY INVENTORY-
REVISED (NEO-PI-R): The NEO-PI-R
(Costa & McCrae, 1985, 1989, 1992) is a
240-item questionnaire that uses a 5-point
rating system. A brief 60-item version of

Table 8.5 MCMI-III Scales

Clinical Personality Patterns Scales

Scale 1 Schizoid
Scale 2A Avoidant
Scale 2B Depressive
Scale 3 Dependent
Scale 4 Histrionic
Scale 5 Narcissistic
Scale 6A Antisocial
Scale 6B Aggressive (Sadistic)
Scale 7 Compulsive
Scale 8A Passive-Aggressive (Negativistic)
Scale 8B Self-Defeating

Clinical Syndrome Scales

Scale A Anxiety
Scale H Somatoform
Scale N Bipolar: Manic
Scale D Dysthymia
Scale B Alcohol Dependence
Scale T Drug Dependence
Scale R Post-traumatic Stress Disorder

Severe Syndrome Scales

Scale SS Thought Disorder
Scale CC Major Depression
Scale PP Delusional Disorder

Severe Personality Pathology Scales

Scale S Schizotypal
Scale C Borderline
Scale P Paranoid

Modifying Indices (Correction Scales)

Scale X Disclosure
Scale Y Desirability
Scale Z Debasement
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the NEO-PI-R called the NEO-Five Factor
Inventory (NEO-FF) is also available as
well as a observer rating version (Form R).
The NEO-PI-R measures the big five person-
ality dimensions: neuroticism, extroversion,
openness, agreeableness, and conscientious-
ness. The big five or the five-factor model has
been found to be consistent personality di-
mensions from factor analytic research con-
ducted for over 40 years and across many
cultures (Digman, 1990; McCrae & Costa,
2003). The NEO-PI traits are referred to as
the big five because in many research studies
they have been found to account for a great
deal of variability in personality test scores

(McCrae & Costa, 2003; Wiggins & Pincus,
1989). The NEO-PI-R has been found to be
both reliable and valid (Costa & McGrae,
1992). Unlike the other objective tests men-
tioned, the NEO-PI-R does not include valid-
ity scales to assess subject response set.

OTHER OBJECTIVE TESTS: Additional objec-
tive personality tests include the Edwards
Personal Preference Schedule (EPPS: A. L.
Edwards, 1959), a 225-item paired-comparison
test assessing 15 personality variables, and 
the Eysenck Personality Questionnaire
(Eysenck & Eysenck, 1975), measuring three
basic personality characteristics: psychoticism,
introversion-extroversion, and emotionality-
stability. Many other tests are available as
well, however, they generally are not as com-
monly used as those previously discussed.

Projective Testing: Just as there are numerous
objective personality and psychological func-
tioning instruments, there are many projec-
tive instruments. Most psychologists use a
small number of preferred projective tests—
typically the Rorschach, the Thematic Apper-
ception Test (TAT), Projective Drawings, and
Incomplete Sentences.

THE RORSCHACH: The Rorschach is the fa-
mous inkblot test (Rorschach, 1921/1942,
1951). Many people are fascinated by the idea
of using inkblots to investigate personality
and psychological functioning. Of course,
many people (including psychologists) are
skeptical of projective techniques such as the
Rorschach, questioning its validity as a mea-
sure of psychological functioning (Dana, 2000;
Dawes, 1994; J. Wood, Lilienfeld, Garb, & Nez-
worski, 2000). The Rorschach is often men-
tioned in television shows or in films depicting
psychological evaluations. Curiously, the idea
of seeing objects in inkblots came from a com-
mon game in the 1800s called Blotto. Some-
one would put a drop of ink on a blank piece

Table 8.6 16PF (Fifth
Edition) Measures

Global Factors Scales

EX Extroversion
AX Anxiety
TM Tough-Mindedness
IN Independence
SC Self-Control

16 Primary Personality Traits

A Warmth
B Reasoning
C Emotional Stability
E Dominance
F Liveliness
G Rule Consciousness
H Social Boldness
I Sensitivity
L Vigilance
M Abstractedness
N Privateness
O Apprehension
Q1 Openness to change
Q2 Self Reliance
Q3 Perfectionism
Q4 Tension
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of paper and fold the paper in half, creating a
unique inkblot. Others would then take turns
identifying objects in the inkblots. Alfred
Binet used this technique to examine imagi-
nation among children. Swiss psychiatrist
Hermann Rorschach noticed that mental pa-
tients tended to respond very differently to

this game relative to others. Thus, Blotto be-
came the basis for the Rorschach test (Exner,
1976).

The Rorschach consists of 10 inkblots that
are symmetrical; that is, the left side of each
card is essentially a mirror image of the right
side. The same 10 inkblots have been used (in

Case Study: Martha Experiences Severe Depression and
Borderline Personality (Rorschach)
Martha is a 24-year-old biracial (Caucasian
and Iranian) woman who was referred for
psychological testing by her psychiatrist. She
had several hospital admissions due to de-
pression and suicide attempts. Martha was
diagnosed with both major depression and a
borderline personality disorder. She was 
resistant to testing and complied only be-
cause “my shrink and father are making me
do this.” The following represents the free-
association portion of the first five cards of
the Rorschach administration.

Card I

Psychologist: What might this be?
Martha: (long pause) You mean besides just

a blot of ink?
Psychologist: Yes.
Martha: Well, some kind of big black animal

looking into the water. An ugly animal.
Psychologist: Most people see more than one

thing.
Martha: Well I don’t. That’s it.

Card II

Psychologist: What might this be?
Martha: This looks like a head and hands

touching and feet here (points). That’s
the only thing I see. They all look like
mirror reflections so far. There’s blood
there (points).

Card III

Psychologist: What might this be?
Martha: Two people spinning. I don’t know

what these red things are. Could be they
got shot. Would you like me to move the
cards around?

Psychologist: It’s up to you.
Martha: That little figure looks like a person

leaning back with their legs in front of
them and that looks sort of like a fish.
Looks like a human fish.

Card IV

Psychologist: What might this be?
Martha: This seems stupid. I don’t see how

this will help me. I don’t know, it looks
like some sort of charred monster. I sup-
pose you want to know how it looks like
a monster.

Psychologist: Sure.
Martha: This is the head and claws, big feet

here, and a tail coming through the bot-
tom (points).

Card V

Psychologist: What might this be?
Martha: Looks like a moth or a bat or some-

thing. That looks like an alligator or croc-
odile head, at least part of it does.
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the same order of presentation) since they
were first developed by Herman Rorschach in
1921 (Rorschach, 1921/1942). Half of the
cards are black, white, and gray, and half use
color. While there are several different ways
to administer the Rorschach and score, the
vast majority of psychologists today use the
method developed by John Exner (Exner,
1974, 1976, 1986, 1993, 2003; Exner &
Weiner, 1995). Each card is handed to the pa-
tient with the question, “What might this
be?” The psychologist writes down every-
thing the patient says verbatim. During this
free-association portion of the test, the psy-
chologist does not question the patient. After

all 10 cards are administered, the psycholo-
gist shows the patient each card a second time
and asks questions that will help in scoring
the test. For example, the psychologist might
say, “Now I’d like to show you the cards once
again and ask you several questions about
each card so that I can be sure that I see it as
you do.” With each card, he or she asks a
nonleading question such as, “What about
the card made it look like a to you?”
The psychologist looks for answers that will
help him or her score the test in several cate-
gories such as location (i.e., the area of the
blot being used), content (i.e., the nature of
the object being described, such as a person,

Case Study: Xavier Experiences Bipolar Disorder (Rorschach)
Xavier is a 48-year-old Caucasian attorney
hospitalized for mania associated with a
bipolar disorder. He was spending a great
deal of money, which he could not afford to
do, and behaving in a hypersexual manner,
not sleeping, and getting into fights. The fol-
lowing represents the free-association por-
tion of the first five cards of the Rorschach
administration. Compare Xavier’s responses
to those of Martha. Remember that they are
both looking at the same five Rorschach
cards and yet their responses differ greatly.

Card I:

Psychologist: What might this be?
Xavier: It’s a butterfly. It could be a Hal-

loween mask too. Here, at the top it
looks like dogs. It also looks like some-
thing sinister going on inside, a horror
mask. It looks like a vagina in the mid-
dle. Little children are looking out from
the womb of the mother.

Card II:

Psychologist: What might this be?

Xavier: Two long-snouted animals kissing
in the middle with their hearts in the
middle. The top red part is a mask or
something. Looks like little sheep, teddy
bears, or dogs.

Card III:

Psychologist: What might this be?
Xavier: Looks like Africans dancing around

pots. This looks like a bow tie or a hip
bone. This looks like an inverted fish that
swims.

Card IV:

Psychologist: What might this be?
Xavier: This looks sinister. Looks like I’m

looking on top of this huge rug or ro-
dent. Maybe a bat looking down from the
top. This looks like antenna or antlers.
Maybe an Indian rug.

Card V:

Psychologist: What might this be?
Xavier: It looks like a bat or butterfly. It also

could be a Rodin.
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animal, or element of nature), determinants
(i.e., the parts of the blot that the patient
used in the response, such as form, color,
shading, and movement), and populars (i.e.,
the responses typically seen by others). This
portion of the test is referred to as the in-
quiry. Once the test is completed, scoring
involves a highly complex system and analy-
sis. Each response is carefully scored based
on the content, location, determinants, and
quality of the response. An actual scoring
sheet, once completed, resembles a highly
specialized and foreign language. Because the
scoring process can be very complicated and
may take a long time to complete, many ex-
perienced psychologists do not score the test
in fine detail but rely on their clinical infer-
ence, experience, and judgment to answer
clinical questions such as, Is the patient psy-
chotic or not? Is the patient repressive or not?
Is the patient depressed? The case studies of
Martha and Xavier illustrate the use of the
Rorschach.

Various aspects of the Rorschach responses
are associated with psychological functioning.
For example, the frequent use of shading is
generally considered to be reflective of anxi-
ety and depression. The use of human move-
ment and adequate number of popular
responses are usually associated with adaptive
and well-integrated psychological function-
ing. Numerous responses that attend to minor
details of the blots often reflect obsessive-
compulsive traits. Frequent use of the white
space around the blot is generally associated
with oppositionality and/or avoidance.

Many have argued that the Rorschach is not
a reliable and valid instrument. In fact Robyn
Dawes calls the Rorschach a “shoddy (instru-
ment that) . . . is not a valid test of anything”
(Dawes, 1994, pp. 123 & 146). In fact many
graduate training programs have stopped
using it. Some attempts to improve the psy-
chometric properties of the Rorschach, such as
the development of the Holtzman Inkblot

Technique (HIT; Holtzman, 1975; Holtzman,
Thorpe, Swartz, & Herron, 1961), have not
caught on with clinicians. However, the devel-
opment of John Exner’s Comprehensive
System and his research on the Rorschach
(Exner, 1974, 1976, 1986, 1993, 2003; Exner
& Weiner, 1995; I. Weiner, 1996) have helped
to improve the scientific basis of the test.
Exner has developed a method with highly
precise scoring criteria and has used this
method to demonstrate reliability and validity
of the approach. Many have criticized Exner’s
system for not publishing his findings in peer-
reviewed journals. Others question some of
his assumptions regarding reliability and va-
lidity (Dawes, 1994; J. Wood et al., 2000).
Others suggest that it is not appropriate to use
with various ethnic minority groups (Dana,
2000). Thus, many still remain skeptical of the
Rorschach’s use even with the available and
much improved scoring and interpretation
techniques. However, a review of Rorschach
research revealed reliability coefficients to be
in the .80s and the average validity coefficient
to be about .42 (Ornberg & Zalewski, 1994;
Parker et al., 1988; I. Weiner, 1996), suggest-
ing that the Rorschach does maintain accept-
able levels of reliability and validity (I. Weiner,
1996). Ultimately, it may be reasonable to
refer to the Rorschach and other projective in-
struments as tools as opposed to tests per se.

THE THEMATIC APPERCEPTION TEST

(TAT): The TAT (Murray & Bellack, 1942;
Tomkins, 1947) was developed during the
late 1930s by Henry Murray and Christiana
Morgan at Harvard University. The TAT was
originally designed to measure personality
factors in research settings. Specifically, it
was used to investigate goals, central con-
flicts, needs, press (i.e., factors that facilitate
or impede progress towards reaching goals)
and achievement strivings associated with
Henry Murray’s theory of personology (Mur-
ray, 1938). The TAT consists of 31 pictures
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(one of which is blank), most all of which de-
pict people rather than objects. Some of the
pictures are designed to be administered to
males, some to females, and others to both
genders (Figure 8.2). Generally only a se-
lected number of cards (e.g., 10) are adminis-
tered to any one patient.

The psychologist introduces the test by
telling the patient that he or she will be given
a series of pictures and requested to tell a
story about each. The patient is instructed to

make up a story that reflects what the people
in the picture are thinking, feeling, and doing
and also to speculate on what led up to the
events depicted in the picture and what will
happen in the future. After each card is
presented to the patient, the psychologist
writes down everything that is said verbatim.
Although a variety of complex scoring ap-
proaches have been developed (Murray,
1943; Shneidman, 1951), most clinicians use
their clinical experience and judgment to an-
alyze the themes that emerge from the pa-
tient’s stories. Since clinicians generally do
not officially score the TAT, conducting relia-
bility and validity research is challenging.
Many feel that the TAT and other projective
tests are more like a clinical interview than a
test, and that the experience, training, and
clinical judgment of the clinician determines
the usefulness and accuracy of these instru-
ments.

Other tests similar to the TAT have been
developed for special populations, such as the
Robert’s Apperception Test for Children
(RATC; McArthur & Roberts, 1982) for use
with elementary school children. The 27 pic-
tures depict children interacting with parents,
teachers, and peers. The Children’s Appercep-
tion Test (CAT; Bellak, 1986) was developed
for very young children and depicts animals
interacting in various ways.

PROJECTIVE DRAWINGS: Many clinicians ask
both children and adults to draw pictures in
order to assess their psychological functioning.
Typically, people are asked to draw a house, a
tree, a person, and their family doing some-
thing together. For the Draw-a-Person test
(Machover, 1949), the House-Tree-Person
Technique (Buck, 1948), and the Kinetic Fam-
ily Drawing Technique, the patient is in-
structed to draw each picture in pencil on a
separate blank piece of paper and to avoid the
use of stick figures. Variations on the instruc-
tions have been used by many clinicians. For

Figure 8.2
An example of a TAT card. Reprinted by
permission of the publisher from Henry A.
Murray, Thematic Apperception Test, Plate 12F,
Cambridge, MA: Harvard University Press.
Copyright © 1943 by the President and Fellows
of Harvard College, © 1971 by Henry A.
Murray.
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example, a popular variation on the Draw-a-
Person test instructs the patient to draw per-
sons of the same and opposite sex and a person
in the rain. Attempts to develop scoring crite-
ria as well as research on the reliability and va-
lidity of these drawing techniques have been
only moderately successful. Some researchers
have been involved with developing scientific
scoring procedures that maximize both relia-
bility and validity and can be used as screening
measures for cognitive and emotional im-
pairment (Sopchak, Sopchak, & Kohlbrenner,

1993; Trevisaw, 1996). Yet these attempts have
not generally been embraced by practicing cli-
nicians. Many clinicians feel that these tech-
niques are quick and easy methods to establish
rapport with children or with those who have
great difficulty expressing their feelings ver-
bally. Unfortunately, some clinicians overinter-
pret projective drawings without adequate
research support to justify their interpreta-
tions. Figure 8.3 shows several drawings by
Debbie, the 24-year-old female patient de-
scribed in the TAT case study.

Figure 8.3
Projective drawings from Debbie, a 24-year-old disabled woman with alcoholism, depression, and
family conflicts.
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SENTENCE COMPLETION TECHNIQUES: An-
other projective technique involves the use of
sentence completion. There are many dif-
ferent versions of this technique (e.g., Forer,
1957; P. A. Goldberg, 1965; Lanyon & Lanyon,
1980; Rotter, 1954; Rotter & Rafferty, 1950).
The patient is presented (either orally by the
examiner or in writing through a question-
naire) a series of sentence fragments. These
might include items such as, “When he an-
swered the phone he ” or “Most moth-
ers are .” The patient is asked to give
the first response that he or she thinks of and
complete the sentence. Again, like projective
drawings and the TAT, several scoring systems
have been developed to assist in interpreta-
tion. However, these scoring approaches are

generally used only in research settings; most
clinicians prefer to use their own experience
and clinical judgment to interpret the themes
that emerge from the completed sentences.

Questions and Controversies Concerning
Personality and Psychological Testing

ARE PERSONALITY RESULTS ASSESSED

THROUGH TESTING STABLE? Traditionally,
many psychologists have assumed that person-
ality is a fairly stable phenomenon—that each
individual’s personality traits and style are
consistent over time and in varying situations
(e.g., home, work, school). Thus, someone
who tends to be friendly is likely to be friendly
most of the time and in most circumstances.

Case Study: Debbie Experiences Alcoholism, Depression, and
Phobic Anxiety (TAT)
Debbie is a 24-year-old physically disabled
Caucasian female patient who has experi-
enced alcoholism, depression, and intense
feelings of death anxiety. She also reported
feeling stressed from too many job and
home responsibilities as well as alcoholism
among several family members. She felt
that she was the “glue that keeps the family
together” and had been overly responsible
for her family’s functioning and happiness.
The following is an example of Debbie’s re-
sponse to one of the TAT cards depicting
three people (2 female and 1 male) in an
outdoor farm scene.

Debbie: I’ve seen this one before, okay, she
is her daughter and she just came home
from school and is looking around at her
father and her pregnant mother and
wondering if school will get her out of
this achorion (i.e., fungus-like) existence
(laughs). She looks concerned that she’ll
end up like her mother. She’s going to be

in the same trap and never be out of this
crummy situation.

Psychologist: How does the father feel?
Debbie: He’s pretty tired and has his back

towards her. He knows she’s there. It’s
late in the day and he’s still plowing and
she doesn’t identify with that or doesn’t
want to.

Psychologist: What will happen in the fu-
ture?

Debbie: She looks despondent and looks like
she’ll be in the same situation as her
mother or father.
Debbie’s response to the TAT card likely

reflects her concerns about the marital
problems among her parents and her wor-
ries about what her future relationships
might be like. Her response suggests that
she feels that following in her mother’s
footsteps might be inevitable.
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Personality testing using the MMPI-2, MCMI-
III, or 16PF, for example, might be considered
useful in evaluating and measuring fairly sta-
ble personality characteristics. However, sev-
eral researchers have demonstrated that
personality is not as stable as many people 
assume but instead partially depends on spe-
cific environmental and situational circum-
stances (Mischel, 1968, 1973). For example,
rather than thinking of someone as an anx-
ious person, it is more useful to evaluate and
understand the circumstances in which he 
or she is likely to show anxiety (e.g., testing

situations, speaking engagements, asking
someone for a date). Mischel and others (Bem
& Funder, 1978; S. Epstein, 1979; Magnusson,
1981) have advanced the person-situation in-
teraction theory of personality. While recog-
nizing that somewhat stable individual
differences can exist in cognitive styles, the
psychologist must consider behavior across
similar situations, and self-reported personal-
ity traits, emphasizing situational factors and
influences. Personality testing results must
then be evaluated in light of these situation-
specific factors, which should of course be

Case Study: Xavier (Sentence Completion)
Xavier is the attorney who was hospitalized
during a manic episode of bipolar disorder.
The following is a sample of his responses
on a sentence completion test.

I used to feel I was being held back by lim-
ited people.

He often wished he could fulfill his potential.

Sometimes he wished he could do it all.

I was most annoyed when big egos demand
attention and don’t work.

I feel guilty about overspending.

More than anything else, he needed love.

Case Study: Elias Experiences Anxiety and Depression
(Sentence Completion)
Elias is a 37-year-old African-American
computer programmer who is seeking psy-
chotherapy for symptoms of anxiety and
depression. He has recently had several
poor job performance ratings and has been
told that he is not a “team player.” The fol-
lowing is a sample of his responses on a
sentence completion test.

Most fathers don’t spend enough time with
their sons.

I used to feel that I was being held back by my
lack of people skills.

My father always doesn’t understand me.

I was most annoyed when my Dad pooh-
poohed my ideas.

At times he worried about getting bad reviews
at work.

I felt most dissatisfied when I did not get the
recognition I thought I should.

Sometimes I feel that my boss doesn’t care
about my career interests.

He felt inferior when he got bad reviews at
work relating to his people skills.



250 Roles and Responsibilities

part of any integrative biopsychosocial evalu-
ation.

ARE PROJECTIVE TECHNIQUES RELIABLE

AND VALID? Over the years numerous re-
views have concluded that projective tech-
niques have not demonstrated adequate
reliability and validity to justify their use
with patients (e.g., Cronbach, 1956; Dawes,
1994; Eysenck, 1958; Lilienfeld, Wood, &
Garb, 2000; Rotter, 1954; Suinn & Oskamp,
1969; J. Wood et al., 2000). Some propo-
nents of projective testing have argued that it
is inappropriate to use the same criteria for
both objective tests and projective tests. They
state that unlike objective tests, in which
scores are determined and compared to na-
tional norms, projective tests are similar to
structured interviews, whose purpose is to
better know, understand, and describe a per-
son (Blatt, 1975; L. Frank, 1948; Tomkins,
1947).

Most of the debate concerning the reliabil-
ity and validity of projective testing has cen-
tered around the Rorschach. Many reviews of
the literature on the Rorschach have found lit-
tle support for the technique (Dawes, 1994;
Lilienfeld et al., 2000; Schofield, 1952; Suinn
& Oskamp, 1969; Windle, 1952; J. Wood et al.,
2000; Ziskin & Faust, 1988; Zubin, 1954).
However, more recent studies have been
much more favorable in their analysis of the
psychometric properties of the Rorschach
(Exner, 1974, 1986, 1993; Exner & Weiner,
1995; Parker et al., 1988; I. Weiner, 1996).
I. Weiner (1996) concluded his review of
research on the validity of the Rorschach by
stating that “properly used by informed clini-
cians . . . it functions with substantial validity
and considerable utility in answering certain
kinds of important questions related to per-
sonality processes” (p. 213).

Research on the psychometric properties
of the TAT and projective drawing techniques
have generally failed to provide research

support for their reliability and validity (D. B.
Harris, 1972; Lilienfeld et al., 2000; Swartz,
1978). Yet, these and other projective tests
continue to be used by clinical psychologists
(Lubin, Larsen, Matarazzo, & Seever, 1985; Pi-
otrowski & Keller, 1989). Many clinicians re-
port that these instruments provide useful
information that helps them develop a better
understanding of the patient, particularly
when interpreted in concert with other mea-
sures. However, the percentage of clinical psy-
chologists who report using projective testing
had dramatically decreased in recent years
from about 72% in 1986 to 39% in 2003
(Norcross et al., 2004).

ARE PERSONALITY AND PSYCHOLOGICAL

TESTS APPROPRIATE FOR USE WITH MI-
NORITY GROUP MEMBERS? The early devel-
opers of most personality and psychological
tests such as the MMPI, Rorschach, and TAT
did not consider ethnic and other diversity is-
sues during the test construction and valida-
tion process. For example, using the original
MMPI with members of ethnic minority
groups is questionable since the test was vali-
dated using only Caucasians. Furthermore,
many tests (e.g., Stanford-Binet) were first de-
veloped among people from the middle or
upper-middle socioeconomic classes, thus
using these tests for low socioeconomic groups
may also compromise validity. Today, the pro-
fessionals who update these tests and con-
struct new ones are much more sensitive to
issues of diversity. For example, the revisors of
the MMPI (i.e., the MMPI-2) and the WISC
(i.e., WISC-IV) were careful to use a standard-
ization sample that reflected geographic,
socioeconomic, and ethnic diversity. Psycholo-
gists must be aware of the limitations of the
tests that they use and be sensitive to diversity
issues when making judgments based on psy-
chological tests used with diverse populations
(American Psychological Association [APA],
1992a, 1993b, 2003a).
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SHOULD PERSONALITY AND PSYCHOLOGI-
CAL TESTS BE USED FOR EMPLOYMENT DE-
CISIONS? Many employers use personality
and psychological tests to screen job appli-
cants for psychiatric disorders or personality
problems that may interfere with work perfor-
mance. Others are interested in screening for
personalities that match the requirements for
a particular position. As mentioned earlier, a
shy and withdrawn person may not succeed as
a salesperson; someone who is not detail-
oriented may not succeed as an accountant.
Some have argued that personality tests such
as the MMPI, Rorschach, and WAIS-III were
not specifically designed and validated for use
in employment settings and therefore should
not be used for employment decisions (Guion
& Gottier, 1965). Others claim that personality
measures can be successfully and appropri-
ately used in employment settings (Bentz,
1985; Hogan et al., 1996). Still others have de-
signed specialized tests that have been vali-
dated for personnel selection in specific
industries (Clarke, 1956; Gough, 1984).

Clinical Inference and Judgment

Psychological assessment and testing involve
much more than administering tests and com-
puting scores. Once a psychologist completes
an interview, conducts a behavioral observa-
tion, and administers intellectual and person-
ality testing, he or she must pull all the
information together and make some impor-
tant decisions regarding diagnosis and treat-
ment recommendations. All of the information
gathered may or may not agree with other data
collected. Integrating convergent and diver-
gent information from many different sources
requires a great deal of skill, training, and ex-
perience (Beutler & Groth-Marnat, 2003). Al-
though clinicians make many efforts to
objectify clinical judgments by using struc-
tured interviews, computer interviewing,

objective testing, and input from other highly
skilled and experienced professionals, the cli-
nician ultimately uses his or her own judg-
ment, impressions, and experience along with
objective data to make decisions. These judg-
ments are not only needed to make sense of all
of the data gathered to answer specific clinical
questions about psychological functioning, di-
agnosis, prognosis, and treatment but are also
used to decide which instruments and assess-
ment approaches should be administered in the
first place. There are many available tests and
assessment approaches that can be enlisted to
evaluate a person. Choosing the right tech-
niques can often be a complex task.

The quality of clinical judgment can be
enhanced by the use of multiple assessment
sources (e.g., interview, case history, tests, ob-
servations). For instance, if a patient reports
feeling depressed, if many of the stories that
the patient tells in response to the TAT include
depressive themes, and if the patient’s scores
on the MMPI-2, the Beck Depression Inven-
tory (BDI), the Symptom Checklist 90-Revised
(SCL-90-R), and depression index on the
Rorschach are all elevated, it is likely that
the clinician will accurately conclude that the
patient is indeed depressed. Unfortunately,
clinical decisions are not always so clear. For
example, a patient may report feeling de-
pressed, but scores on psychological tests
measuring depression are not elevated. Alter-
natively, a patient may deny feeling depressed
during the clinical interview, while testing
scores indicate that he or she is depressed. Fur-
thermore, depression may be associated with
numerous diagnoses. Patients with a variety
of medical conditions (e.g., irritable bowel
syndrome, cardiac problems, diabetes,
chronic pain) may feel depressed. People who
experience personality disorders (e.g., antiso-
cial, borderline) may also feel depressed. De-
pression is often associated with attention
deficit disorders, learning disabilities, and
other syndromes. Depression can be moderate
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SPOTLIGHT

Where Psychologists Get These Tests
Given all of the information about psychological tests provided in this
chapter and the previous one, you might wonder where psychologists get
these testing instruments. They are not available in bookstores or depart-
ment stores. There are several companies that make and distribute these
tests for those who they determine are qualified by training and experi-
ence to purchase them. Typically, you need to demonstrate that you are a
licensed psychologist or have appropriate training to purchase psycholog-
ical tests. Some of the major testing companies include:

ASEBA—Child Behavior Checklist
University Medical Education Associates
One South Prospect Street, Room 6436
Burlington, VT 05401-3456 (802-656-2602, http://Checklist.uvm.edu)

Consulting Psychologists Press (CPP)
3803 East Bayshore Road
Box 10096
Palo Alto, CA 94303 (800-624-1765, www.cpp-db.com)

Institute of Personality and Ability Testing (IPAT)
Box 1188
Champaign, IL 61824-1188 (800-225-4728, www.ipat.com)
Pearson Assessments
Box 1416
Minneapolis, MN 55440 (888-1627-7271, www.pearsonassessments.com)

PRO-ED
8700 Shoal Creek Boulevard
Austin, TX 78757-6897 (800-1897-3202, www.proedinc.com)

Psychological Assessment Resources (PAR)
16204 North Florida Avenue
Lutz, FL 33549 (8001331-8378, www.parinc.com)

Psychological Corporation/Harcourt Brace
555 Academic Court
San Antonio, TX 78204-2498 (800-228-0752, www.PsychCorp.com)

Reitan Neuropsychological Laboratory
2920 South Fourth Avenue
Tucson, AZ 85713-4819 (520-882-2022, wwwneuropsych.com)

Riverside Publishing
425 Spring Lake Drive
Itasca, IL 60143 (800-323-9540, www.riverpub.com)
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in severity and chronic (i.e., dysthymia) or se-
vere in intensity and of shorter duration (i.e.,
major depression). Someone may falsely report
being depressed in order to get medical atten-
tion (e.g., Munchausen’s syndrome) or to ob-
tain some other type of secondary gain (e.g.,
obtain sympathy and attention from loved
ones, staying home from work). Furthermore,
many people who are depressed express their
feelings through somatic complaints and do
not consciously recognize their depression.
Numerous factors in the environment may also
lead to depression (e.g., loss of job or a loved
one). How can the psychologist sort out all the
available data and make judgments regarding
diagnosis and treatment planning?

Psychologists must examine all the pieces
of the puzzle and then make sense of them.
Their theoretical framework, prior experi-
ence, clinical training, and intuitions all come
into play. Clinicians do not put all of the data
into a formula or computer program and get
a fully objective answer to their questions.
However, much research suggests that clini-
cal judgments can be unreliable and invalid
(Dawes, 1994; D. Faust, 1986; Lilienfeld
et al., 2000; Meehl, 1954, 1965; Mischel,
1986; J. Wood et al., 2000)—not only in psy-
chology but in medicine and other fields
(Sanchez & Kahn, 1991). Others have criti-
cized this research, stating that these studies
are flawed and do not reflect the types of de-
cisions typically made by practicing clinicians
(Garb, 1988, 1989; Lambert & Wertheimer,
1988). Efforts are often made to increase the

reliability and validity of clinical judgments.
For example, many managed care insurance
companies require clinicians to use highly
specific assessment tools and to objectify tar-
get symptoms in psychological evaluations
and treatment. Assessment is also encouraged
on a regular basis rather than in a single
snapshot of a person at the beginning of
treatment. Initial formulations and impres-
sions are constantly being challenged based
on the discovery of further information.
Given the complex nature of psychological
assessment, psychologists make case formu-
lations and an initial plan for treatment, for
example, that is continually reassessed and
revised as the need arises.

Some have suggested that psychologists
should employ actuarial (i.e., statistical) ap-
proaches in their decision making rather than
relying solely on clinical judgment. Thus, test
scores, presenting symptoms, and other infor-
mation can be quantified and entered into sta-
tistical equations to help determine a diagnosis
and develop a treatment plan (Dawes, 1979,
1994; Gough, 1962). Others argue that the
complexity of human nature cannot be quan-
tified so easily and that professional clinical
judgment is always needed (Blatt, 1975; Garb,
1988, 1989; MacDonald, 1996). Whereas
many clinicians find it distasteful to rely on ac-
tuarial techniques, others feel it is critical to
use any approach that has proved reliable,
valid, and useful (Dawes, 1979, 1994). Most
practicing clinicians rely more on clinical judg-
ment than on actuarial approaches, whereas

University of Minnesota Press
111 Third Avenue South, Suite 290
Minneapolis, MN 55401 (800-388-3863, www.upress.umn.edu)

Western Psychological Services
12031 Wilshire Boulevard
Los Angeles, CA 90025-1251 (800-648-8857, www.wpspublish.com)
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most researchers rely on actuarial approaches.
The reality is that psychologists will likely al-
ways be required to make professional clinical
judgments that are based on training, experi-
ence, and intuition. Efforts to increase their
skills and achieve reliable, valid, and useful
conclusions is certainly a worthy and wel-
comed endeavor (Beutler & Groth-Marnat,
2003; MacDonald, 1996).

Communicating Assessment Results

After testing is completed, analysized, and in-
terpreted, the results are usually first commu-
nicated orally to patients and other interested
parties. Results are communicated to others
only with the explicit permission of the per-
son unless extraordinary conditions are in-
volved (e.g., the patient is gravely disabled).

After a psychological evaluation, the psychol-
ogist will often schedule a feedback session to
show the patient the results, explain the find-
ings in understandable language, and answer
all questions. Often psychologists must also
explain their assessment results to other in-
terested parties such as parents, teachers, at-
torneys, and physicians.

In addition to oral feedback, the psycholo-
gist typically prepares a written report to com-
municate test findings. Table 8.7 provides an
outline of a typical assessment report. Most
testing reports include the reason for the refer-
ral and the identification of the referring
party, the list of assessment instruments used,
actual test scores (such as percentile ranks),
the psychologist’s interpretation of the scores
and findings, a diagnostic impression, and rec-
ommendations. It is important to ascertain the
audience for whom the report is being written.

Table 8.7 Outline of Typical Psychological Report

1. Identifying information (name, sex, age, ethnicity, date of evaluation, referring clinician)

2. Referral question

3. Assessment procedures administered

4. Background (information clarifying referral question)

5. Summary of impressions and findings

a. Cognitive (current cognitive functioning including intellectual, memory, perception, ideation as
well as amount and likely cause of impairment relative to premorbid level of functioning)

b. Affective and mood (current mood compared to premorbid level of functioning as well as degree,
lability, and chronic versus nature of disturbance)

c. Interpersonal-intrapersonal (interpersonal-intrapersonal conflicts, significance, coping, and
defensive strategies, formulations of personality)

6. Diagnostic impressions

7. Recommendations (assessment of risk, need for confinement, medication, treatment
recommendations)

Source: From “Integrating and Communicating Findings,” p. 36, by L. E. Beutler in Integrative Assessment of Adult Per-
sonality, second edition, L. E. Beutler and M. R. Berren, eds., 2003, New York: Guilford Press. Copyright © 2003 by
Guilford Press.
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Case Study: Thomas Experiences Aggressive Behavior Associated
with Asperger’s Syndrome (Psychological Assessment Report)
Patient: Thomas X
Date of Birth: May 12, 1998
Age: 6 years
Parents: Mr. and Mrs. X
Dates of Testing: June 23, 26, 2004
Clinician: Dr. Z

Thomas is a 6-year-old adopted Caucasian
boy who has recently completed kinder-
garten. His adoptive mother is Japanese
American and his adoptive father is Cau-
casian. Little is known about Thomas’s bio-
logical parents who apparently were
teenagers who felt ill-prepared to care for a
child. Thomas’s parents chose to adopt due
to infertility. Thomas was born at 27 weeks
gestation, three months premature.

Thomas’s parents are seeking an evalua-
tion of Thomas in order to assist them with a
number of school-related decisions. First, it
is unclear whether Thomas is ready for first
grade, primarily in light of “explosive ag-
gression” at school. His mother reports that
while shy and introverted during preschool,
Thomas has been highly aggressive in
kindergarten, hitting, pushing, and punch-
ing other children. He is described as very
active, bossy with other children, but bright
and academically on track. Psychological
testing was requested in order to shed light
on Thomas’s social difficulties and deter-
mine an optimal educational program.

Tests and Procedures Administered:

Wechsler Intelligence Scale for Children-IV
(WISC-IV)

Child Behavior Checklist (completed by his
mother)

Sentence Completion Test (Haak version)

Child Depression Inventory

Robert’s Apperception Test

Rorschach

Projective Drawings

Clinical Interview with Thomas’ mother

Conversation with kindergarten teacher

Conversation with educational consultant

Interview Data: Thomas’ development is
significant for behavioral rigidity and fix-
ated interests. Thomas’ mother describes
him as having tremendous difficulty adapt-
ing to changes in plans, frequently prompt-
ing tantrums. Similarly, Thomas is described
as controlling and bossy with his peers, in-
sisting that they play what and how he
wants. Beginning at age two, Thomas has
developed rigid food preferences and bed-
time rituals, for example, Thomas must
have his mother bring him a glass of water
in bed. In terms of interests, he “becomes
fixated for months at a time” on one partic-
ular preoccupation—currently sharks and
previously dinosaurs.

He is an active child, but neither his
teacher nor his mother feel that he is un-
usually overactive. He is also not described
as unusually distractible or inattentive. He
is, however, regarded by both his teacher
and mother as impulsive, and easily frus-
trated. In the sensory realm, Thomas often
licks objects and sniffs at foods before con-
suming them. In addition to the aggression
with other children, he is unable to read so-
cial cues, appears to misperceive other chil-
dren’s communication, and is not attuned

(continued)
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Case Study (Continued)
to others’ emotions. He also compulsively
labels other individuals according to their
racial status, for example stating: “Joey is
Mexican. His Mommy is Mexican, too.”

There is no known history of significant
trauma outside of Thomas’s adoption expe-
rience. He is presently in excellent physical
health.

Behavioral Observations: Because the
evaluation was conducted during the sum-
mer, an in-class observation was not possible.
In the office, Thomas engaged enthusiasti-
cally, cheerfully, and cooperatively in the
testing. He demonstrated good attention and
concentration despite being physically rest-
less and squirmy during verbal portions of the
assessment. He was easily redirected at each
of these points. Thomas was tangential and
perseverative in his speech, frequently telling
long stories unrelated to the task. Many of his
verbalizations were difficult to follow, and he
spoke with a sing-song prosody in an overly
loud voice.

Intellectual Functioning: Thomas is cur-
rently functioning within the above average
range of general mental abilities, achieving a
full-scale IQ score of 118. There were no sig-
nificant differences between index scores.

Results of Personality and Psychological
Functioning Tests: Emotionally, Thomas’
test results revealed feelings of mild depres-
sion, anxiety, and aggressive content. On the
Child Behavior Checklist (CBCL) completed
by his mother, Thomas’ profile shows signifi-
cant levels of Anxiety/Depression, Aggres-
sion and Social Problems. On the Child
Depression Inventory administered directly
(and orally) to Thomas, he scored in the
mildly depressed range (i.e., score of 11).

These findings are consistent with a child
who is aware to some degree of his present
difficulties and is responding with under-
standable sadness and frustration.

On projective tests, Thomas first drew a
series of person drawings significant for
their tiny size, often associated with low
self-esteem in children. These drawings are
further suggestive of some tension due to
the extremely heavy pencil pressure and
darkly shaded areas. Obsessive detail was
also noted. His Sentence Completion Test
responses were notable for the degree of
difficulty meeting his social and emotional
needs, for example stating: I feel sorry
when I have . . . “no friends around to play
with.” Thomas’ story responses to the
Robert’s cards were significant for aggres-
sion, sadness, tangentiality, and persevera-
tivenes. Thomas’ Rorschach responses
focused on nonhuman, strange, or extrater-
restrial figures, for example perceiving a
“flying robot,” “a really strange guy,” and “a
sea monster.” Aggressive images were also
pervasive. These responses may reflect
Thomas’s feelings of social alienation and
the use of aggression to assert himself. On
all of the projective measures, Thomas re-
peatedly referred to the racial status of him-
self and others, mentioning race no fewer
than 22 recorded times during the evalua-
tion, indicative of both his perseverative
style and extreme focus on this issue.

Integration and Formulation: Thomas
presents a complex profile of significant
strengths and difficulties, and given his
rapid development as a robust 6-year-old,
caution must be taken in applying diagnos-
tic labels. Thomas’s history and current test
results are suggestive of a diagnosis of As-
perger’s Disorder, often viewed as “social
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A report directed to another mental health
professional may be very different from one to
a school teacher or a parent. Most psycholo-
gists avoid professional jargon so that their
reports will be understandable to nonpsychol-
ogists. Psychologists also must handle reports
confidentially and send them only to appro-
priate persons.

Integrated Psychological
Assessment Report

Having described various components of psy-
chological assessment, the case study for
Thomas will be used to demonstrate the actual
integration of a complete psychological assess-

ment battery. Note the diversity of measures,
theoretical perspectives and biopsychsocial el-
ements synthesized in the course of this eval-
uation.

This complex, integrative, and contempo-
rary example of a psychological assessment
case serves to illustrate several critical issues.
First, a combination of psychological tests
was utilized to fully assess this child through
observational, interviewing, intellectual, ob-
jective personality, and projective personality
measures. Second, an integrated theoretical
approach was utilized, taking into considera-
tion intrapsychic psychodynamic issues (e.g.,
loneliness, low self-esteem), cognitive-
behavioral factors (e.g., need for behavioral

Case Study (Continued)
dyslexia” or the highest functioning end
of the Pervasive Developmental Disorders
continuum. Consistent with this potential
understanding is Thomas’s pattern of behav-
ioral rigidity, fixated interests, sensory ab-
normalities, social difficulties, and inability
to perceive social cues, tangential speech
and lack of relatedness in conversation, and
associated feelings of frustration, anger, sad-
ness, and anxiety.

Thomas’s clinical picture is further com-
plicated by his premature birth, adoptive
status, and confusion regarding his racial
identity in an interracial family. Thus, med-
ical, cognitive, family, sociocultural, and
emotional factors all deserve further atten-
tion in order to best assist Thomas in meet-
ing the challenges ahead.

Recommendations:

1. Social skills training (in a group context)
is indicated to assist Thomas in acquiring
improved tools for contending with peers
and more effectively meeting his social

needs and decreasing his aggressive be-
havior. The use of cognitive-behavioral
techniques in a highly structured group
format is indicated.

2. Parent consultation is recommended to
support Thomas’s parents, assist the
family in processing adoption and racial
issues, and in developing a behavioral
program that breaks down social behav-
ior into small steps and rewards desir-
able social behavior both at home and in
school.

3. A speech and language evaluation is
recommended in order to rule out a lan-
guage learning disorder that may be con-
tributing to Thomas’s expressive and
social difficulties.

4. Thomas is cognitively and academically
prepared to move on to a first grade class-
room that can collaborate with Thomas’s
parents and clinicians in assisting with
and providing support for his social and
behavioral difficulties.
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reinforcement program and social skills train-
ing), humanistic concerns (e.g., need for sup-
port and understanding in both Thomas and
his parents), and family issues (e.g., adoption).
Third, the intimate connection between bio-
logical (e.g., Asperger’s is a neurological condi-
tion), psychological (e.g., social impairments,
aggression), and social (e.g., interracial issues,
classroom milieu) factors must be integrated
into a meaningful formulation and set of rec-
ommendations. Finally, what on the surface
may have appeared to be simply a boy having
problems with aggression in the classroom was
revealed through psychological assessment to
be far more complex and elusive.

The Big Picture

Psychological testing is truly a unique and in-
valuable skill offered by clinical psychologists.
In addition to the interviewing and observa-
tional tools described in Chapter 7, the major
areas of cognitive, neuropsychological, and
personality assessment provide tremendous in-
sights into the human mind and psyche. For-
mal psychological assessment, when carefully
integrated with selected measures and biopsy-
chosocial contexts, richly informs both diagno-
sis and treatment. Future clinical psychologists
will improve these measures in order to make
them more useful to diverse clinical popula-
tions. Information obtained from research and
practice will be used to develop improved mea-
sures that increase reliability, validity, and util-
ity. Future instruments will also likely attempt
to assess psychological and other relevant con-
structs in a more efficient manner.

Key Points

1. Cognitive testing is a general term refer-
ring to the assessment of a wide range of

information-processing or thinking skills
and behaviors. These include general
neuropsychological functioning involv-
ing brain-behavior relationships, general
intellectual functioning (such as reason-
ing and problem-solving), as well as
more specific cognitive skills such as vi-
sual and auditory memory, language
skills, pattern recognition, finger dexter-
ity, visual-perceptual skills, academic
skills, and motor functioning.

2. Experts disagree on the definition of in-
telligence. Theories proposed by Spear-
man, Thurstone, Cattell, Guilford, Piaget,
Sternberg, Gardner, and others have been
considered. The Wechsler Scales are the
most commonly used tests of intelligence
assessing preschool children (WPPSI-III),
elementary and secondary school chil-
dren (WISC-IV), and adults (WAIS-III and
WAIS-R NI). The Stanford-Binet, Kauf-
man Scales, and other intelligence tests
are also frequently used. In addition to
overall intellectual skills and cognitive
strengths and weaknesses, these tests are
frequently used to assess the presence of
learning disabilities, predict academic
success in school, examine brain dysfunc-
tion, and assess personality.

3. Other cognitive tests include neuropsy-
chological tests (e.g., the Halstead-Reitan,
the Boston Process Approach, the Luria-
Nebraska) and other nonintellectual
tests of cognitive, social, and motor 
development.

4. Controversy exists concerning cognitive
testing. Some have argued that many
tests are biased and misused with minor-
ity group members. Others assume that
cognitive skills such as intelligence is sta-
ble throughout the life span and are in-
nately determined.

5. Many tests exist to measure personality
and psychological functioning such as
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mood. Most of these tests can be classi-
fied as either objective or projective
instruments.

6. Objective instruments present very spe-
cific questions or statements to which the
person responds to using specific an-
swers. Scores are tabulated and then
compared with those of reference groups,
using national norms. The most com-
monly used objective personality tests
include the Minnesota Multiphasic Per-
sonality Inventory (MMPI, MMPI-2,
MMPI-A), the Millon Clinical Inventories
(MCMI-III, MCMI-II, MACI, MAPI,
MBHI) and the 16 Personality Factors
Questionnaire (16PF).

7. Projective tests use ambiguous or un-
structured testing stimuli. Subjects are
asked to respond freely to the testing stim-
uli such as telling stories about pictures,
describing what they see in an inkblot, or
saying the first thing that comes to their
mind when hearing a word or sentence
fragment. The most common projective
tests used include the Rorschach, the TAT,
Incomplete Sentences, and Drawings.

8. Traditionally, many psychologists have
assumed that personality is a fairly stable
phenomenon—that each person’s per-
sonality traits and style are consistent
over time and in varying situations (e.g.,
home, work, school). However, several
of researchers have demonstrated that
personality is not as stable as many peo-
ple assume but instead partially depends
on specific environmental and situa-
tional circumstances

9. Many authors have questioned the relia-
bility and validity of projective tests. Over
the years numerous reviews have con-
cluded that projective techniques have
not demonstrated adequate reliability and
validity to justify their use with patients.
Most of the debate concerning the relia-

bility and validity of projective testing has
centered around the Rorschach. Many
conclude that research failing to support
the reliability and validity of these tests
does not deter them from using the in-
struments if they believe that helpful
clinical information can be obtained.

10. The developers of most personality and
psychological tests such as the MMPI,
Rorschach, and TAT did not consider eth-
nic and other diversity issues during the
test construction and validation process.
The professionals who update these tests
and construct new ones are much more
sensitive to issues of diversity. Psycholo-
gists must be aware of the limitations of
the tests that they use and be sensitive to
diversity issues when making judgments
based on tests administered with special
populations.

11. Many employers use personality and psy-
chological tests to screen job applicants
for psychiatric disorders or personality
problems that may interfere with work
performance. Others are interested in
screening for personalities that match the
requirements for a particular position.

12. Psychologists must examine all of the
available assessment data and make
sense out of it. Their theoretical frame-
work, prior experience, clinical training,
and intuition play a role in decision
making. However, research suggests that
clinical judgments are sometimes unre-
liable. Some have suggested that psy-
chologists employ actuarial approaches
in their decision making rather than re-
lying solely on clinical judgment. Most
practicing clinicians rely more on clini-
cal judgment than actuarial approaches
while the most researchers rely on actu-
arial approaches.

13. Assessment results are often communi-
cated verbally to interested parties. After
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a psychological evaluation a psychologist
will often schedule a feedback session to
show the person who was tested the re-
sults and explain the findings in language
that is understandable to a nonpsycholo-
gist. In addition to oral feedback, the psy-
chologist typically prepares a written
report to communicate test findings.
Most psychologists avoid professional jar-
gon so that their reports will be under-
standable to nonpsychologists.

Key Terms

Boston Process Approach
Intellectual Testing
Intelligence Quotient (IQ)
Millon Clinical Multiaxial Inventories

(MCMI)
Minnesota Multiphasic Personality Inventory

(MMPI)
Neuropsychological Testing
Objective Testing
Personality Testing
Projective Drawings
Projective Testing
Rorschach
Sentence Completion
Sixteen Personality Factors Questionnaire

(16-PF)
Stanford-Binet Scales
Thematic Apperception Test (TAT)
Wechsler Scales

For Reflection

1. What is cognitive testing?
2. What are the main approaches to assess

intelligence?
3. What is neuropsychological assessment?
4. Will an IQ score obtained at age 5 be the

same as an IQ score obtained at age 40
for the same person? Why or why not?

5. What are some of the different tests used
to measure IQ and how are they similar
and different?

6. What are the differences between objec-
tive and projective psychological testing?

7. List the major objective and projective
tests used in clinical psychology.

8. What are the main types of personality
tests used?

9. Are projective tests valid?
10. Should psychological tests be used to

hire employees? Why or why not?
11. Are psychological tests appropriate to use

with people from ethnically diverse back-
grounds?

12. How do psychologists make decisions
based on testing data?

13. How are testing results communicated to
others?

14. What are the advantages of and disad-
vantages of using an actuarial approach
rather than a clinical approach in mak-
ing clinical judgments?

15. Why are multiple approaches to assess-
ment often advantageous?

Real Students, Real Questions

1. Does the variation in IQ scores over time
suggest that an individual’s level of intel-
ligence continues to change over the
course of his or her life?

2. Is it possible to give effective therapy with-
out administering any cognitive or person-
ality tests? How do you know when these
tests are necessary?

3. Who is qualified to give intelligence tests?
Can only psychologists give them?

Web Resources

Learn more about psychological testing and
products offered from psychology’s largest
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testing companies. These web sites give you a
good deal of additional information about psy-
chological testing:

Consulting Psychologist Press
(www.cpp-db.com)

Institute of Personality and Ability Testing
(IPAT; www.ipat.com)

Pearson Assessments
(www.pearsonassessments.com)

PRO-ED (www.proedinc.com)

Psychological Assessment Resources (PAR;
www.parinc.com)

Psychological Corporation/Harcourt Brace
(www.PsychCorp.com)

Reitan Neuropsychological Laboratory
(www.neuropsych.com)

Riverside Publishing (www.riverpub.com)

University of Minnesota Press
(www.upress.umn.edu)

Western Psychological Services
(www.wpspublish.com)
www.guidetopsychology.com/testing.htm
www.psychweb.com/tests/psych_test
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Psychotherapeutic Interventions

Chapter Objective
1. To define and discuss what psychotherapy is about as well as

highlight nonpsychotherapy approaches to behavior change.

Chapter Outline
Highlight of a Contemporary Clinical Psychologist: 

John C. Norcross, PhD
Contemporary Integration in Psychotherapy
Goals of Psychotherapy
Similarities or Common Denominators in Psychotherapy
Stages of Psychotherapy
Modes of Psychotherapy
Nonpsychotherapy Approaches to Treatment: Biological

and Social Interventions
Case Study: Mako

Highlight of a Contemporary Clinical Psychologist

John C. Norcross, PhD

Dr. Norcross combines a full-time academic career with a part-time pri-
vate practice. He also edits In Session: Journal of Clinical Psychology (Wiley).

Birth Date: August 13, 1957

College: Rutgers University (BA, Psychology), 1980

Graduate Program: University of Rhode Island (MA, PhD, Clinical Psy-
chology), 1984

Clinical Internship: Brown University School of Medicine

Current Job: Professor of Psychology, University of Scranton, Scranton,
PA; Private Practice (part-time)

Pros and Cons of Being a Clinical Psychologist:

Pros: 1. Diversity of professional activities (e.g., teaching, psychother-
apy, research, supervision).

2. Enhancing the life functioning and satisfaction of fellow hu-
mans (i.e., making a difference).

3. Combining the best of science and humanism in our pursuits
(“thinking with the mind of a scientist and feeling with the
heart of the humanist, as I like to say”).

9
C h a p t e r
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Cons: “Only serious con that comes to mind
is that it can be quite exhausting at times.”

Future of Clinical Psychology: “Innova-
tion and expansion will be the defining
characteristics of clinical psychology. Innova-
tion in designing and researching new treat-
ments, for example; expansion into new
areas and populations, such as health psy-
chology, prescription privileges, and primary
care. Psychotherapy will come of age with
new, prescriptive treatments that customize
the treatment methods and relationship
stances to the unique needs of the individual
client. Psychotherapy integration will be-
come the predominant model.”

What do you think will be the major
changes in psychotherapy practice dur-
ing the next decade? “Most attempts to
predict the future fail either because they
are the author’s magical wish fulfillments
or because they are based on one individ-
ual’s limited perspective. For these reasons,
my colleagues and I (Norcross, Hedges, &
Prochaska, 2002) recently conducted a Del-
phi poll of 62 psychotherapy experts to
predict psychotherapy trends in the next
decade. The face of 2010 will appear more
cognitive-behavioral, culture-sensitive, and
eclectic/integrative in terms of theories.
Directive, self-change, and technological
interventions will be in the ascendancy.
Master’s-level psychotherapists along with
‘virtual’ therapy services will flourish. Fore-
cast scenarios with the highest likelihood
center on the expansion of evidence-based
therapy, practice guidelines, behavioral med-
icine, and pharmacotherapy.”

How do you think integrative approaches
will evolve in the foreseeable future? “In
the foreseeable future, integrative approaches
to psychotherapy will evolve in at least three
directions. First, integrative/eclectic psycho-
therapy will continue to be the most popular

orientation among practitioners. Practically all
psychotherapists now recognize the limita-
tions of using any single theoretical orienta-
tion for all clients and appreciate the superior
effectiveness of different treatments for some
clients and particular disorders. Second, psy-
chotherapy integration will be increasingly
taught in graduate school. In place of learning
different theories and then pledging allegiance
to one of them, students will learn evidence-
based principles of change across theories. For
example, what are the best change principles
and therapy relationships for someone want-
ing to remove trauma symptoms or someone
with impulse-control problems or someone
who is undecided about his/her religious con-
victions? Different strokes for different folks—
prescriptive treatments—will be standard fare.
And third, the definition of psychotherapy
integration will expand. No longer only a
blending of different theories, but now a
synthesis of behavior change technologies:
psychotherapy, self-help, medication, exer-
cise, technology, meditation, religion, and so
on. Integrative approaches will increase the
bandwidth of how people change and grow.”

Typical Schedule:
9:00 Office hour at university.

10:00 Teach class—Clinical Psychology (lecture
on psychotherapy integration).

11:00 Class continues.
12:00 Meet with undergraduate research assis-

tants concerning a large scale survey of
APA-approved doctoral programs.

1:00 Clinical supervision.
2:00 Play tennis or racquetball.
3:00 Travel to my private practice; paperwork.
4:00 Individual psychotherapy with 40-year-

old Latino social worker with marital dif-
ficulties and occupational stress.

5:00 Individual psychotherapy with 30-year-
old Italian American woman coping with
the death of her only young child.

6:00 Individual psychotherapy with 18-year-
old man suffering from ADHD and
obsessive-compulsive features.
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7:00 Couple therapy session with Caucasian
couple in their fifties regarding marital
problems associated with an extramari-
tal affair.

Psychotherapy, to many, is the sin qua non
of clinical psychology. The cumulative

power of psychology’s many efforts in re-
search and assessment is perhaps best seen in
the ultimate helpfulness it achieves in reliev-
ing suffering and effecting positive change.
Psychotherapy is the general umbrella term
for an enormous range of interventions,
modalities, and integrative strategies em-
ployed in the service of improving quality of
life and health. Contemporary psychotherapy
combines the synergistic power of a wealth of
biological, psychological, and social resources
to create a multidimensional and integrative
treatment requiring a great deal of creativity,
competence, and collaboration on the part of
the clinician. In this chapter, psychotherapy is
defined, its goals, common denominators,
stages, and modes delineated, and finally, its
contemporary incarnation in the form of in-
tegrative approaches is illustrated through
case studies.

The word psychotherapy means caring for
another person’s soul or being, as derived from
the Greek word psyche meaning “soul” or
“being” and therapeutikos meaning “caring for
another” (Kleinke, 1994). A useful definition,
developed by Norcross (1990), follows: Psy-
chotherapy is “the informed and intentional
application of clinical methods and interper-
sonal stances derived from established psycho-
logical principles for the purpose of assisting
people to modify their behaviors, cognitions,
emotions, and/or other personal characteris-
tics in directions that the participants deem
desirable” (p. 218). While psychotherapy im-
plies being treated by someone to cure or care

for problems, counseling refers to providing ad-
vice and suggestions.

Psychotherapy is a unilateral professional
relationship that is circumscribed by limits on
time, frequency of contact, content of discus-
sions, and level of intimacy in which a person
may talk over problems with a specialist in
human behavior. Confidentiality is assured in
a professional relationship, so that a client or
patient can express whatever is on his or her
mind without concern that the information
will be disclosed to others. As will be discussed
in Chapter 13, there are ethical and legal lim-
its to confidentiality, including serious and
immediate danger to self and others. A profes-
sional relationship also must not be compro-
mised by the development or maintenance of
unethical dual relationships. A psychologist
will not be effective if also trying to be a
friend, a colleague, or a lover. One of the dif-
ferences between talking to a friend and talk-
ing to a psychologist is that the professional
relationship is a primarily unilateral, or “one-
way,” relationship in which the problems or
concerns of the patient or client are discussed,
not the needs or concerns of the psychologist.
Thus, psychotherapy involves consulting with
a mental health professional to obtain assis-
tance in changing feelings, thoughts, or behav-
iors that one experiences as problematic and
distressing. Psychotherapy utilizes theories of
human behavior as well as a carefully integra-
tive plan to improve the psychological and be-
havioral functioning of a person or group.

An extensive review of all the research
studies concludes that those who choose to re-
ceive psychotherapy from a mental health
professional tend to benefit from the experi-
ence (Barlow, 1996; Hollon, 1996; VandenBos,
1996). Generally 70% to 80% of those treated
in psychotherapy are improved (M. Smith
et al., 1980). Most people who participate in a
psychotherapy experience are satisfied with
their treatment (Consumer Reports, 1995; Selig-
man, 1995). Some psychologists are critical of
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psychotherapy, feeling that much more effort
should be directed toward prevention rather
than treatment of psychological problems
(Albee & Gullotta, 1997; Albee & Perry, 1996).

Contemporary Integration
in Psychotherapy

Contemporary approaches to treating emo-
tional distress and other problems in
psychotherapy are multidimensional, com-
prehensive, and integrative (Beutler &
Groth-Marnat, 2003; O’Brien & Houston,
2000). An integrative biopsychosocial per-
spective maintains that biological, psycho-
logical, and social influences on behavior
interact and must be taken into considera-
tion in both psychological and medical treat-
ment. Although psychotherapy conducted
by psychologists is primarily a psychological
(rather than biological or social) interven-
tion, the biological and social influences
on behavior are assessed, discussed, and
taken into consideration during psychother-
apy. Often, social or medical interventions
are sought through other professionals or
resources. Leading experts expect that psy-
chotherapy will become more integrative,
psychoeducational, problem-focused, and
briefer in the future (Norcross et al., 2002).

For example, suppose a patient seeks psy-
chotherapy for depression. The patient may
have a biological or genetic predisposition to
depression and other affective or mood disor-
ders. The patient’s mother, father, siblings,
grandparents, and/or other relatives may
also have depressive disorders. Research has
demonstrated that emotional problems such
as depression tend to be two to three times
more likely to occur if someone has a relative
with depression (American Psychiatric Asso-
ciation, 2000; Gershon, 1990). Relatives usu-
ally share both genetic and environmental

similarities. Twin studies have revealed fur-
ther support for the genetic influence in the
development of depression. For example,
Bertelsen, Harvald, and Hauge (1977), Nurn-
berger and Gershon (1992), and others (e.g.,
Sullivan, Neale, & Kendler, 2000) report that
an identical twin is about three times more
likely to develop a mood disorder when their
twin has a mood disorder compared with
nonidentical (fraternal) twins. Depressed
patients also appear to have lower levels of
neurotransmitters such as serotonin, norepi-
nephrine, and dopamine (Spoont, 1992;
Thase et al., 2002). Furthermore, endocrine
involvement is associated with depression in
that depressed patients experience elevated
levels of the stress hormone cortisol relative
to nondepressed persons (Pariante & Miller,
2001; Weller & Weller, 1988). Thus, people
may be biologically vulnerable to developing
certain types of psychological disorders such
as depression, attention deficit hyperactivity
disorder, schizophrenia, bipolar disorder, or
panic disorder. The psychologist may discuss
this biological aspect with the patient to help
him or her better understand and cope with
this aspect of the illness. The psychologist
may, for instance, refer the patient to a psy-
chiatrist for biological treatments such as the
use of antidepressant medication or electro-
convulsive therapy (ECT).

The patient also inevitably experiences psy-
chological concerns related to the depression.
Low self-esteem, hopelessness, loss of pleasure
in activities and relationships, and perceived
inability to achieve one’s goals may all be dis-
tressing for the depressed patient. Attitudes
and the interpretation of stressful life events
may also contribute to feelings of depression.
Beck and colleagues (Beck, 1963, 1976) have
suggested that depressed persons maintain a
“negative schema” which is a stable negative
cognitive belief about their life. Thus, de-
pressed people maintain automatic negative
interpretations of life events. Seligman (1975,
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1994) suggested that depressed persons de-
velop a pessimistic style of understanding their
world and maintain a “learned helplessness”
feeling that they have no control over their
life. Object relations theorists (e.g., Kernberg,
1976; M. Klein, 1952; Kohut, 1971) suggest
that impaired early attachments make one
vulnerable to depression. Psychological inter-
ventions generally focus on such concerns by
examining the thoughts and feelings associ-
ated with depression.

Finally, social influences on depression
might include the depressed patient’s inter-
action with family members, work associates,
friends and the larger cultural context. Stress-
ful life events such as divorce is highly associ-
ated with the onset of depression, especially
among men. While divorced women are three
times more likely to develop severe depression
relative to women who remain married, men
are nine times more likely to develop depres-
sion following a divorce (Bruce & Kim, 1992).
Cultural influences may also play an impor-
tant role in depression. For instance, in vari-
ous cultural groups, many members tend to
express depressive symptoms through somatic
complaints such as headaches and gastric
discomfort (Shorter, 1994; Tsai & Chentsova-
Dutton, 2002). How emotional distress is ex-
pressed is partially determined by the social
and cultural context in which the distress is
experienced. Some cultural groups are more
apt than others to encourage the expression
of feelings and support the concept of psy-
chotherapy. Therefore, these influences must
be examined in order to better understand and
treat the patient. Involving family members in
the psychotherapy or using culture-specific in-
terventions or consultations may prove useful
for the depressed patient.

In short, in even the seemingly straightfor-
ward “psychological” example of depression,
biopsychosocial factors interact uniquely and
importantly to inform and direct treatment. In
the following discussion of psychotherapy,

this complexity and richness will best be illus-
trated in the integrative case examples pro-
vided for each therapeutic modality described.

Goals of Psychotherapy

The list of possible goals of psychotherapy is
endless. Goals may include behavioral change,
enhanced interpersonal relationships, insight,
support, or concrete outcomes such as finding
a job or a partner, staying out of the hospital,
or staying alive. The goals may also be differ-
ent for the patient, for the significant others
in the patient’s life (e.g., spouse, parents,
coworkers, teacher), and for the psychologist.
Whereas the patient may have one goal (e.g.,
reduction of anxiety), the psychologist may
have another (e.g., increased insight), and the
patient’s spouse may have yet a different goal
(e.g., increased independence and responsibil-
ity for the patient).

Kleinke (1994) described six fundamental
therapeutic goals common to almost all psy-
chotherapies: (1) overcoming demoralization
and gaining hope, (2) enhancing mastery
and self-efficacy, (3) overcoming avoidance,
(4) becoming aware of one’s misconceptions,
(5) accepting life’s realities, and (6) achieving
insight. Common concerns that bring many to
psychotherapy (e.g., anxiety, depression, lone-
liness, low self-esteem, problematic symptoms
and/or relationships) often lead to the pa-
tient’s feeling hopeless and demoralized. Psy-
chotherapy usually seeks to return or develop
a sense of hope or optimism. Increasing one’s
sense of mastery, efficacy, and control can also
heighten one’s sense of hope. Avoidance of
issues can lead to more serious problems.
Denying, avoiding, and minimizing problems
prevent a person from dealing directly with
them. Psychotherapy often seeks ways to help
patients confront problems and concerns in
order to deal more effectively with them. In-
sight into the intrapsychic, interpersonal, 
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biological, and social factors that lead to symp-
toms and problems are likely to assist a person
in coping more effectively with their concerns.

The goal of psychotherapy may include
changing very specific problem behaviors. For
example, the goal might be to reduce or mini-
mize temper tantrums, fear while speaking in
public, nail biting, binge eating, or smoking.
Other goals might include improving certain
target behaviors such as attention in class,
performance on examinations, polite behav-
ior, exercise, and healthy food consumption;
enhancing awareness of and insight into anxi-
eties, attitudes, beliefs, and feelings; or increas-
ing self-efficacy and mastery over problems.
Goals of treatment might also involve care-
ful management of a crisis (e.g., trauma, sui-
cidal or homicidal threats). The objectives of
psychotherapy may change several times dur-
ing the course of the therapy experience.
Accordingly, psychotherapy hopes to address
many different types of goals, depending on
the specific needs, interests, and concerns of all
interested parties. Sometimes the goals are dif-
ficult to define and articulate until the psy-
chologist evaluates or gets to know the patient.
Overall, the ultimate objective is to improve
quality of life through self-understanding, be-
havioral and lifestyle change, improved coping
and adaptation, and/or enhanced relation-
ships. Psychotherapy attempts to utilize what
is known about the biopsychosocial influences
on human behavior and apply that knowledge
to help individuals and groups contending
with a wide range of difficulties.

Similarities or Common Denominators
in Psychotherapy

Common denominators in all psychotherapy
include a professional person or “expert,” pro-
fessional behavior or manner on the part of
the expert, a professional setting where ser-
vices meant to help the client are rendered,

fees, and a schedule of sessions. All psy-
chotherapy also includes (or should include)
ethical conduct. Many professionals report
that factors such as the development of a
therapeutic relationship, a sense of mastery
and control, and corrective emotional expe-
riences are helpful to patients and can be
found in all psychotherapies (Kleinke, 1994;
Norcross, 2002; O’Brien & Houston, 2000;
Prochaska & Norcross, 1994). Grencavage
and Norcross (1990) report 89 commonali-
ties in psychotherapy, which generally fall
into one of two categories: positive expecta-
tions and a helpful therapeutic relationship.
These common factors are discussed in detail
in the next chapter. Professional person,
manner, setting, fees, and schedule issues are
briefly discussed here.

Professional Person

Almost all psychotherapies involve working
with a licensed mental health professional
(e.g., psychologist, psychiatrist, social worker,
psychiatric nurse, marriage and family coun-
selor) or a formally supervised trainee in a
mental health discipline. These professionals
learn principles of human behavior and apply
them to the individual needs and concerns
expressed by those who seek their services.
Most professional organizations suggest that
the practice of psychotherapy is a challenging
art and science. Most encourage or require
their members to obtain many years of in-
tensive training, experience, and supervision
prior to licensing. Psychologists, psychiatrists,
social workers, nurses, marriage and family
counselors, and others have specific re-
quirements for certification and continuing
education. Curiously, the term counselor or
psychotherapist is not regulated by states.
Therefore, anyone can be called a counselor
or a psychotherapist without any specific
training or certification. A wide variety of
psychotherapy approaches and techniques are
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offered by untrained or marginally trained
persons. Although some of these counselors
can provide excellent services, many do not
(Norcross, 2002; Singer & Lalich, 1996). All
the professional mental health disciplines de-
mand that anyone who wishes to provide psy-
chotherapeutic services be fully trained and
supervised to protect both the public and the
profession from potential harm.

Professional Manner

Almost all psychologists maintain a profes-
sional manner. This entails observing appro-
priate professional boundaries (e.g., not
discussing one’s own problems) as well as be-
having in an attentive, caring, and helpful
manner. Professional manner also requires
being physically and psychologically available
to the patient during sessions. Psychologists
should not, for example, take telephone calls,
fall asleep, eat, be late for appointments, act
impulsively, or allow themselves to be dis-
tracted from their patients during the session.

Professional Setting

Most psychotherapy occurs in the professional
office of the service provider (Figure 9.1). The
office is usually equipped with comfortable
seating and space and also allows for private
conversation (e.g., so that others cannot see or
hear the conversation). Although some profes-
sionals may meet with patients outside the of-
fice setting (e.g., at school), the vast majority
of psychotherapy takes place in the office of
the mental health professional. Whenever
psychotherapy is conducted outside the pro-
fessional office setting, clinicians should have
a compelling reason to do so. Home visits and
meetings at school or in public places may
be appropriate under certain circumstances.
For example, a psychologist treating someone
with an airplane phobia may appropriately
conduct a session at an airport, and someone

who is severely disabled and cannot leave
home may be treated by the psychologist at
home. However, psychotherapy sessions over
lunch at a restaurant are considered unprofes-
sional and inappropriate. Maintaining confi-
dentiality and professional boundaries must
be considered carefully when meeting outside
the office setting.

Fees

Almost all psychotherapy involves fees. Pa-
tients and/or their insurance companies are re-
quired to pay for the psychotherapy sessions.

Figure 9.1
Psychologist conducting a psychotherapy
session.
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Fees range from about $30 per hour in low-
fee training or community clinics to $150 or
more per hour. Generally, mental health dis-
ciplines that require more years of training
(e.g., psychiatry and psychology) charge
more than disciplines requiring fewer years
of training (e.g., social work, marriage and
family counseling). Geographic location can
also impact professional fees. Fees tend to be
higher for professionals with more years of
experience who live in expensive areas (e.g.,
New York City, San Francisco, Boston). Some
professionals use a sliding fee schedule to ac-
commodate those who cannot afford the ex-
pense or whose health insurance does not
cover mental health services. Some psycholo-
gists offer services to a certain number of
people for free, or pro bono, in order to help
those who need services but cannot pay for
them. Psychologists must manage their fees
in an appropriately professional manner.

Duration of Sessions

Psychotherapy usually involves about an hour
of service per session (e.g., 50 minutes).
Longer sessions (e.g., 80 minutes) are often
scheduled for family or group psychotherapy.
Although there is nothing magical about
meeting for 50 minutes, most psychologists do
not deviate significantly from the 50-minute-
session format. Fifty minutes (rather than a
full hour) allows the psychologist to take notes
following the session as well as make quick
telephone calls and conduct other administra-
tive tasks relevant to patients. Most psycholo-
gists have a clock that is easily seen by the
therapist and the patient so that both can
monitor their time and use it wisely.

Frequency of Sessions

Most outpatient psychotherapy is conducted
on a once-per-week basis, whereas inpatient
or hospital-based psychotherapy is usually

conducted daily. However, there may be com-
pelling reasons to alter the once-per-week
format. For example, some outpatient psy-
chotherapy is conducted twice, three times,
or, in the case of psychoanalysis, four or five
times per week. Frequency of sessions may
change during the course of psychotherapy.
Some people prefer once every other week,
once per month, or on an as-needed basis,
and each of these arrangements affords pros
and cons. Insurance companies generally
have guidelines concerning the frequency or
number of sessions that they will reimburse.
During a crisis, someone may schedule psy-
chotherapy sessions several times a week and
switch to a weekly, bimonthly, or an as-
needed basis following the resolution of the
crisis. After most of the goals of psychother-
apy are reached, periodic follow-up or booster
sessions are scheduled as needed to monitor
progress and deal with potential relapse.

Stages of Psychotherapy

Most psychotherapy is carried out in several
stages: an initial consultation, assessment of
the problem and situation, development of
treatment goals, implementation of treat-
ment, evaluation of treatment, termination
of treatment, and follow-up.

Initial Consultation

An initial consultation generally involves a
discussion of why the patient has decided to
seek help and what the patient hopes to gain
from the psychotherapy experience. The con-
sultation provides an opportunity to deter-
mine whether there is a good fit between the
needs, goals, and interests of the patient and
the skills of the psychologist. Furthermore,
the psychologist usually outlines the terms of
professional services such as limits of confi-
dentiality, fees, available appointment times,
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SPOTLIGHT

Multicultural Counseling
Given the increasingly diverse multicultural environment, clinical psychol-
ogists as well as other mental and health care professionals must work to
be more aware and skilled at providing services in a multicultural society.
D. Sue and Sue (2003) offer several useful suggestions regarding ways to
increase cultural competence for clinical psychologists. These experts define
cultural competence as “the ability to engage in actions or create conditions
that maximize the optimal development of client and client systems. Multi-
cultural counseling competence is defined as the counselor’s acquisition of
awareness, knowledge, and skills needed to function effectively in a plural-
istic democratic society (ability to communicate, interact, negotiate, and in-
tervene on behalf of clients from diverse backgrounds) . . .” (p. 21).

Sue and Sue suggest that psychologists first become more aware of their
own culturally based assumptions, values, and biases. Although it is often
challenging and uncomfortable confronting one’s own biases associated
with “racism, sexism, heterosexism, able-body-ism, and ageism” (p. 18)
one must strive to work toward the realization that well-meaning psychol-
ogists may enter a multicultural world with problematic views that nega-
tively impact their work with people of color.

Psychologists must learn to understand and appreciate the worldview of
culturally diverse clients. Although a psychologist cannot expect to fully
know exactly what it feels like to live as a minority group member who
may not be similar to their own cultural experience, they can still develop
some degree of understanding and empathy for others.

Finally, psychologists need to develop appropriate culturally informed
intervention strategies and techniques. For example, research suggests that
many minority group members prefer more active and directive approaches
to treatment rather than inactive and nondirective approaches. Further-
more, Sue and Sue caution that the traditional “one-to-one, in-the-office,
objective form of treatment aimed at remediation of existing problems may
be at odds with the sociopolitical and cultural experiences of their clients”
(p. 23).

Sue and Sue offer several specific tips for psychologists including adopt-
ing a more active style, working outside of the office, helping change envi-
ronmental conditions rather than changing the client, viewing the client as
experiencing problems rather than having a problem, focusing on preven-
tion, and accepting more responsibility for the course and outcome of their
consultation work.
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therapeutic approach, and so forth. The ini-
tial consultation helps both the patient and
the psychologist answer the question, “Am I
likely to be able to work with this person
successfully?”

Following the initial consultation, several
decisions are made regarding whether or not
to schedule a second session. The patient
may evaluate how adequately his or her
needs can be met by working with the psy-
chologist, and whether the practical terms of
the therapy are acceptable (e.g., session avail-
ability, fees, office location, psychologist ap-
proach). The patient may also consider
whether the psychologist has an appealing
personality or professional manner. Addi-
tionally, given the information presented
during the consultation session, the psychol-
ogist may determine whether he or she has
the expertise to work effectively with the
patient. Thus, both patient and psychologist
mutually decide whether additional sessions
are advisable.

The initial consultation may result in the
decision not to continue services. The patient
may decide that his or her goals and needs
cannot be adequately met by the psychologist
for a variety of reasons. For instance, the psy-
chologist may seem too direct, quiet, aloof,
old, young, expensive, or inexperienced. Or
the patient’s goals may no longer seem as rea-
sonable as initially thought. For example, the
patient may have requested global personal-
ity change during the course of limited ses-
sions or may wish to reduce a long-standing
problem that is not amenable to psychother-
apy. Then too the patient may feel better and
have some sense of direction after the initial
consultation and thus feel less compelled to
continue sessions. The psychologist may also
refuse to provide continued services for sev-
eral reasons. For example, the patient may
reveal an alcohol problem, and the psycholo-
gist might wish to refer him or her to a spe-
cialist in the assessment and treatment of

substance abuse problems. The psychologist
may decide not to proceed if the goals out-
lined by the patient are unrealistic or inap-
propriate. Research discussed later in this
chapter suggests that a sizable number of ini-
tial consultation sessions do not result in a
second session.

Assessment

The psychologist must perform an assessment
of the patient. This may involve formal psy-
chological testing or extended interviews. Es-
sentially, the psychologist must size up the
patient and situation to develop a reasonable
level of understanding concerning the diagno-
sis and direction for designing a treatment
program. The psychologist must gain some in-
sight into the factors that led to the develop-
ment of the problem(s), the maintenance of
the problem(s), and appropriate strategies for
helping the patient obtain relief from the
problem(s).

Some psychologists perform formal assess-
ments for each new patient in their practice.
Many clinics, hospitals, prisons, and other fa-
cilities use a standard battery of tests for all
persons undergoing psychotherapy. For exam-
ple, each adult patient might be asked to com-
plete the Minnesota Multiphasic Personality
Inventory-2 (MMPI-2), Symptom Checklist-
90-Revised (SCL-90-R), and Projective Draw-
ings no matter what the presenting problem(s)
might be. All parents might be asked to com-
plete a Child Behavior Checklist (CBCL) or a
Conner’s Rating Scale prior to treatment ser-
vices for their child. Other treatment facilities
and individual practitioners may make assess-
ment decisions on a case-by-case basis after
the initial interview. Furthermore, many pro-
fessionals weave assessment and treatment
together, evaluating treatment goals, symp-
toms, and satisfaction with services on a regu-
lar basis throughout treatment as well as after
its termination.
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Development of Treatment Goals

Once a reasonable level of understanding
about the nature of the problem(s) is estab-
lished, treatment goals and objectives can be
developed. Whereas some psychologists ex-
plicitly detail treatment goals with their pa-
tients and use formal instruments to complete
this process, others are much more informal
about the development of treatment goals. It
is important, however, for both patient and
psychologist to have some understanding of
the goals that each has in mind so that both
parties can work toward the same ends. Once
treatment goals are developed, a treatment
plan should be outlined to reach them.

Implementation of Treatment

The actual treatment is provided with the
hope of reaching the treatment goals. The
treatment plan may include individual, cou-
ple, family, or group psychotherapy in weekly,
biweekly, or daily sessions. Inpatient, out-
patient, and partial hospitalization all may
be utilized in the implementation of treat-
ment. Different theoretical approaches might
be used as well, and biological, psychological,
and social interventions carried out. The treat-
ment might include homework, self-help
readings, or consultation with other profes-
sionals (e.g., physicians, clergy, vocational
counselors, school teachers). The various com-
binations and permutations of the treatment
plan are as unique as each person seeking
psychotherapy.

Evaluation of Treatment

During the course of treatment, an evaluation
of the treatment should be regularly conducted
to determine whether the treatment plan is
working effectively or needs to be altered to be
more useful to the patient. Although some
psychologists, treatment facilities, and even

health insurance companies conduct peri-
odic and formal treatment evaluations using
questionnaires, checklists, and other instru-
ments, most choose to discuss the progress
of the treatment informally with their pa-
tients during periodic sessions. Treatment
may be altered or even terminated based on
the evaluation.

Termination

Once psychotherapy has successfully reached
the treatment goals, psychotherapy is usually
terminated. Sometimes treatment is termi-
nated prematurely due to a variety of factors
such as the patient’s financial or time con-
straints or resistance to change; a job change
or move on the part of the patient or psychol-
ogist; changes in insurance coverage; and so
forth. A discussion concerning relapse strate-
gies and a review of psychotherapy progress
usually occur during termination. Psycho-
therapy termination can be difficult for both
patients and psychologists who have spent
many months or even years working closely
together.

Follow-Up

Often, follow-up sessions are scheduled or at
least offered to the patient to ensure that the
changes achieved during the course of ther-
apy are maintained after treatment is termi-
nated. Periodical booster sessions might be
scheduled to review progress and to work on
problems that emerge later. Follow-up can
provide a sense of continuity for patients, and
alleviate the abruptness of termination after
an intensive therapy.

Modes of Psychotherapy

Meeting individually with a psychologist is
not the only way psychotherapy can occur.
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SPOTLIGHT

Eye Movement Desensitization Reprocessing (EMDR)
EMDR has been a fairly new treatment approach for helping those who ex-
perience posttraumatic stress and other anxiety disorders and symptoms
(F. Shapiro, 1989, 2001, 2002). It involves eye movement training to help
cope with the stress of painful memories and feelings associated with trau-
matic life events (e.g., war experiences, rape, child victimization, phobias).
Once it was introduced to the public and professional community, many
clinicians signed up for specialized training and were offering EMDR ser-
vices to the public before adequate research was conducted to demonstrate
its effectiveness. It has been somewhat controversial over the years (Singer,
1994).

EMDR began in 1987 when Francine Shapiro (a then graduate student in
psychology) noticed that her rapid eye movements when walking in a park
appeared to minimize her negative feelings about particular personal mem-
ories. She thought that her eye movements had a desensitizing or calming
effect. She tested her theory about eye movements and negative emotions
associated with traumatic memories in a case study and then several con-
trolled studies. Her initial studies were published in 1989. Other studies
soon followed conducted by both her and her colleagues as well as other in-
dependent researchers who were not invested in the treatment outcome.

This research ultimately led to the recommendation by the APA Divi-
sion of Clinical Psychology Task Force Empirically Supported Treatments
to list EMDR as a supported treatment for the treatment of PTSD in com-
bat veterans (D. Chambless et al., 1998). Something about the procedure
seems to help patients who experience traumatic memories and feelings.

According to Dr. Shapiro and other EMDR experts (F. Shapiro, 2001,
2002), EMDR is an eight-phase information processing therapy where the
patient attends to current and previous anxiety-producing experiences or
memories in brief sequential periods while focusing on an external stimu-
lus. The patient focuses on a problematic image, thought, or feeling while
simultaneously moving their eyes back and forth in a rapid manner follow-
ing the therapist’s fingers as they move across the field of vision for about
30 seconds or so. Dr. Shapiro suggests that EMDR helps patients by pro-
cessing the various parts of their upsetting memories in a more productive
manner. She offers several neurobiological theories about how EMDR
might work in the brain but at this point the theories are speculative.
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Psychotherapy can be provided in individual,
couple, group, or family modes, and people
may participate in several different modes at
the same time. Each mode has advantages
and disadvantages as well as different poten-
tial goals and objectives.

It is difficult to understand what psy-
chotherapy might be like without using actual
case examples. Confidentiality concerns pre-
vent most students and other interested par-
ties from witnessing psychotherapy sessions
in person or on videotape. Several examples
of actual psychotherapy cases are provided in
this chapter in a manner that protects patient
confidentiality. Each of these cases provides a
description of psychotherapy with either
groups, couples, or individuals regarding spe-
cific difficulties.

Individual Psychotherapy

Individual psychotherapy is the most com-
monly practiced and researched mode of
psychotherapy (Bergin & Garfield, 1994; Nor-
cross, Hedges, et al., 2002; Norcross, Karpiak,
& Santoro, 2004). Goals, techniques, and
perspectives on how to conduct individual

psychotherapy vary widely. Perhaps the only
common configuration is that the patient
meets alone with a psychologist. Individual
psychotherapy involves conversations be-
tween a psychologist and patient who work as
a team to help the patient overcome problems,
improve insight and/or behavior, and enhance
his or her quality of life. These conversations
may focus on many different topics, depend-
ing on the problems and symptoms experi-
enced by the patient as well as the skills and
orientation of the psychologist. The discussion
can focus on the development of techniques
to cope with symptoms (e.g., thought stop-
ping, relaxation), feelings associated with
symptoms (e.g., alienation, fear) or on the ac-
tual relationship between the psychologist and
patient (e.g., the transference and counter
transference).

Whereas individual psychotherapy for
adults involves discussions with a psycholo-
gist, for young children it often incorporates
play activities. Play therapy includes activi-
ties that are observed and interpreted by 
a psychologist. It is assumed that children
work though emotional conflicts in their play,
and that themes that develop and become 

Case Study: Shawna Experiences Enuresis
(Individual Child Therapy)
Shawna is an 11-year-old Caucasian girl who
lives with her parents, older sister (15), and
two cats. She is presently in the sixth grade
in a public school where she is performing
very well academically. Shawna’s family
lives in a wealthy suburban area where
achievement and success are strong commu-
nity values. There are no significant current
stressors in the home nor past traumas iden-
tified.

Presenting Problem: Shawna has been
troubled by almost nightly enuresis, or bed-
wetting, ever since she was “out of diapers.”
Both Shawna and her parents are deeply
embarrassed by this problem, which has re-
mained a deep family secret and prevented
Shawna from the normal range of overnights
and sleep away activities with her peers. As-
sessment of the enuresis does not reveal any
consistent stressors or emotional antecedents 

(continued)
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Case Study (Continued)
to the almost nightly occurrences. However,
the consequences of the wetting involves
Shawna’s mother or older sister changing her
bedclothes and informing her father: “An-
other wet night.”

Key Biopsychosocial Factors:

Biological: The clinician needs to rule out a
medical basis for enuresis (e.g., bladder
disease or abnormality). Some children
sleep so deeply as to not heed the physi-
ological sensation of a full bladder.

Psychological: The clinician needs to rule out
an emotional bases for enuresis (e.g.,
anxiety, trauma, stress). For example,
shame and isolation as well as a lack of
developmentally appropriate independ-
ence and autonomy may play a role.

Social: Community values on success intim-
idate this family from sharing problems
with friends and extended family and in-
crease sense of shame and isolation.

Treatment Goals and Plans: Treatment
will focus on resolving the enuresis, work-
ing through the shame and secrecy, and in-
creasing Shawna’s sense of competence and
social access.

The treatment plan involves the follow-
ing components.

1. A medical examination is required to rule
out any physical basis for the enuresis.

2. In the absence of a medical problem, a
behavioral program using a special device
which buzzes at the first drop of moisture
in bed will be employed. This technique
requires that Shawna take responsibility

for attaching the device to her bed each
night, and as soon as the alarm is acti-
vated, she is to get out of bed and go to
the bathroom to urinate. (Eventually,
children become conditioned to the asso-
ciation between a full bladder and the
buzzer, and learn to awaken on their
own.) Shawna is to record each morning
whether the buzzer woke her, whether
she woke herself, and other relevant de-
tails. She is also to handle her own linens,
with family members involved only at
her direct request.

3. Individual sessions will discuss the prog-
ress of this behavioral program while
exploring her feelings of shame, success,
isolation, and so on. Fourth, intermittent
family sessions will ensure that the
family is allowing Shawna more auton-
omy and afford an opportunity to discuss
embarrassment and the pressure to “al-
ways look good” in their community. As
Shawna’s enuresis resolves, her new-
found pride and independence can be in-
tegrated through discussion and ventures
into overnights, and therapy sessions
eventually tapered.

This example illustrates the use of indi-
vidual and family modalities in a combined
behavioral and humanistic approach to un-
derstand, support, and increase self-efficacy
around a specific problem. Medical consul-
tation in addition to an understanding of the
meaning of the problem in the larger socio-
cultural context further adds to the treat-
ment efficacy.
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Figure 9.2
School-based discussion group among adolescents.

reenacted during play sessions assist in the
healing process. Play is also used with children
to aid communication and as a distraction to
assist children in feeling less self-conscious
when talking about sensitive topics.

Group Psychotherapy

Group psychotherapy comes in many shapes
and sizes with various goals, techniques, and
objectives. Some groups are conducted in
hospital settings and meet daily or several
times per week. Outpatient groups generally
meet once per week or every other week.
Some groups are homogeneous, specializing
in the treatment of people who share a com-
mon clinical problem (e.g., bulimia, social
phobia, alcoholism), whereas other groups
are heterogeneous, with patients experienc-
ing a wide range of concerns and diagnoses.
All of the major theoretical orientations and
their integration can be used to structure a

psychotherapy group and formulate its goals.
About 20% of clinical psychologists conduct
group therapy (Norcross et al., 2004).

Groups that are psychoeducational in ori-
entation provide both useful information 
for patients experiencing similar problems
and an opportunity for group support (e.g.,
sharing and expressing feelings and concerns
and obtaining feedback from group mem-
bers). Much like classroom instruction, in-
formation is provided, followed by group
discussion and support (Figure 9.2). Many
psychoeducational groups also include guest
speakers on relevant topics. Most hospitals
offer psychoeducational support groups for
patients with diabetes, cancer, multiple scle-
rosis, heart disease, bipolar disorder, smok-
ing, alcohol, obsessive-compulsive disorder,
or other problems. Patients who share the
same diagnosis meet together to learn how
to manage their illness; they also share sto-
ries and give and receive support from each
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Case Study: James Experiences Bipolar Disorder
(Individual Psychotherapy)
James is a 55-year-old biracial (Hawaiian
and Caucasian) executive who lives alone
following the death of his wife seven years
ago. He has one adult daughter who has a
family of her own.

Presenting Problem: James presents in a
manic stage of bipolar disorder, having had
a number of previous episodes. James’ ma-
ternal uncle and grandfather also had bipo-
lar illness. This episode involved James
discontinuing his lithium use, traveling to
Los Angeles in the hopes of becoming an
actor, spending thousands of dollars on ex-
travagant merchandise, and finally, being
arrested for drunk and disorderly conduct
at a nightclub. James was hospitalized in an
inpatient unit briefly and is now seeking
outpatient treatment.

Key Biopsychosocial Factors:

Biological: There is a family (genetic) history
of bipolar disorder as well as research
supporting a biological basis of bipolar
disorder. Medication is an essential treat-
ment component.

Psychological: James’ lack of compliance
with his lithium regimen, denial regard-
ing chronicity of his bipolar disorder,
enjoyment of the manic high, need for
control and independence, emotional
losses pertaining to wife’s death, and a
severe chronic psychiatric condition all
play a role in his illness.

Social: Family and cultural traditions that
(in James’ family) distrust Western med-
icine and cultural and general social iso-
lation also are likely to impact his illness 

Treatment Goals and Plan: James re-
quires medication management in addition

to individual therapy in order to achieve
several immediate and long-term goals.
After an initial consultation and assessment
period with James, the following treatment
goals were determined. First, James will
seek to work through the various impedi-
ments to his reliable use of lithium medica-
tion. These involve not only his need to be in
control and not dependent on drugs (or oth-
ers), but his family of origin’s negative feel-
ings about Western medicine. Second, James
finds that when he becomes depressed, he
longs for the “high” associated with mania.
Therefore, the causes of his depression will
be determined as well as improved coping
skills. Third, James is lonely, misses his wife,
and feels isolated from the Hawaiian her-
itage he cherishes. Thus, treatment will also
address his interpersonal, social, and cul-
tural needs.

The treatment plan involves the follow-
ing components:

1. Collaboration with James’ physician re-
garding his lithium regimen.

2. Behavioral contracting, which involves
James’ commitment to maintain his
lithium regimen for at least the first six
weeks of psychotherapy.

3. Exploratory work to understand James’
disdain for dependence and impediments
to developing a more satisfying interper-
sonal life.

4. Psychoeducational materials regarding
bipolar illness, lithium, and traditional
Hawaiian healing techniques and rituals
to aid James in understanding the simi-
larities, differences, and potential virtues
and liabilities of both traditions.

5. Problem solving regarding increasing so-
cial contacts and cultural identification.
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other. Group support not only is helpful for
psychological health but has been associated
with longevity among cancer patients and
others (Forsyth & Corazzini, 2000; Spiegal,
1990, 1992). Recently, much attention has
been given to forgiveness groups (Luskin,
2002). These groups include people who
may experience both mental and physical
health problems associated with chronic
feelings of anger and bitterness associated
with the inability to forgive themselves or
others.

Other forms of group psychotherapy may
focus on interpersonal skill development
rather than psychoeducation. These groups
generally provide a forum for support and
peer feedback as well as for the development
of interpersonal skills. Patients can gain new
insights and practice new ways of interacting
with others during group sessions. Group co-
hesion and a sense of hope often emerges
through these sessions. Patients frequently
feel better knowing that they are not alone
and that others, like them, struggle with sim-
ilar issues and concerns. Advice, suggestions,
and general feedback from peer group mem-
bers can often be more powerful than those
provided by the group leader(s). Table 9.1
provides a list of curative factors associated
with group psychotherapy.

Children’s groups can be helpful for chil-
dren having difficulty with socialization.
Those who experience problems such as at-
tention deficit hyperactivity disorder, perva-
sive developmental disorders, social phobia,
and anxiety can often benefit from regular
group psychotherapy. Children experiencing
parental divorce, sexual abuse, or chronic
illness also benefit from being with other
children who share similar concerns and ex-
periences. Groups for young children tend to
have fewer verbal activities such as talking
and usually include play, art, and other activ-
ities. Peer interactions, support, and feedback
can be useful in all of these group activities to
improve self-esteem, social skills, and general
interpersonal functioning.

Couples Psychotherapy

Couples psychotherapy is often useful for
those experiencing marital or couples dis-
cord. Rather than meeting with one person
to discuss problems in the relationship, both
parties meet with the psychologist to work
on in vivo issues pertaining specifically to the
relationship (e.g., communication problems,
sexual concerns, commitment issues; see Fig-
ure 9.3). Couples therapy includes unmarried
as well as married partners; heterosexual as

Case Study (Continued)
6. Developing improved awareness and skills

for combatting depression and curtailing
future manic episodes.

7. Examination of the transference relation-
ship between James and his psychologist
to better understand James’ interper-
sonal issues as well as his need for control
and independence.

This case example illustrates how person-
ality and culture impact compliance with

medical regimens such as medication, and
the need to work through a variety of in-
trapsychic and social issues in managing a
major psychiatric problem such as bipolar
illness. The treatment by necessity is multi-
dimensional and mindful of the biopsy-
chosocial influences on human functioning.



280 Roles and Responsibilities

well as homosexual partners. There are as
many approaches to couples psychotherapy as
there are to individual psychotherapy; how-
ever, the focus is usually on improved commu-
nication and problem-solving strategies. About
55% of clinical psychologists do couples or
marital psychotherapy (Norcross et al., 2004).

Family Therapy

Family psychotherapy involves the entire fam-
ily—parents and children, and sometimes also
grandparents, aunts and uncles, or various
subsets of the family (e.g., mother and child
dyad or pair). There are numerous approaches
and perspectives to family psychotherapy. Like
couples psychotherapy, the goals of family
psychotherapy often include improving both
communication between family members and
problem-solving strategies. There is often an

“identified patient” (e.g., an adolescent who is
acting out), yet treatment focuses on how each
family member is contributing to the mainte-
nance of disharmony within the entire family
system. About 39% of clinical psychologists
are involved with family therapy (Norcross
et al., 2004).

Nonpsychotherapy Approaches to
Treatment: Biological and Social
Interventions

Although clinical psychologists primarily
rely on psychotherapy utilizing models (see
Chapter 4) to treat difficulties, nonpsy-
chotherapy interventions are also frequently
used. Nonpsychotherapy interventions may
include biological interventions such as the

Table 9.1 Curative Factors in Group Psychotherapy (Yalom, 1985)

Imparting information: Advice and suggestions offered by group members and
leaders.

Instilling hope: Other learning and dealing with concerns enhances hope.

Universality: Others share same problems and concerns.

Altruism: Helping others enhances self-esteem and confidence.

Interpersonal learning: Learning from others in open and honest manner.

Corrective recapitulation of the Group often takes on a family-like quality. New ways of
primary family: interacting with others helps to improve ways of dealing with

others.

Catharsis: Expressing emotions in a safe and trusting manner.

Group cohension: Feeling connected and close to the group.

Development of socializing techniques: Group provides chance to develop and improve social skills.

Imitative behavior: Group members learning by observing and modeling other
group members as well as the group leader.

Existential factors: Group members learn about meaning in life, that life is not
always as you plan, and that feelings of loneliness are
common.
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Figure 9.3
A marriage therapy session.

SPOTLIGHT

Women and Depression
It is estimated that about seven million women in the United States ex-
perience clinical depression which is about twice the rate found among
men (Nolen-Hoeksema, 2002; Nolen-Hoeksema & Puryear Keita, 2003;
Schwartzman & Glaus, 2000). This pattern of more frequent depression
among women relative to men has been found across different countries,
most ethnic groups, and various age groups starting during the teen years
(Nolen-Hoeksema, 2002). This difference is found even when controlling
for a number of variables such as willingness to admit to problems and con-
cerns, hormonal activity, socioeconomic status and so forth (Coiro, 2001;
Eamon & Zuehl, 2001; Nolen-Hoeksema & Puryear Keita, 2003). Some re-
searchers have suggested that part of the problem with female teen onset of
depression is related to society expectations for beauty and success with
more conflictual and mixed society expectations for girls relative to boys
(C. Hayward, Gotlib, Schraedley, & Litt, 1999). Females are more likely to

(continued)
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be pressured to look model like, be feminine, yet be achievement oriented
and successful. Some of the risk factors associated with depression among
women include low socioeconomic status, gender discrimination, posttrau-
matic stress, sexual and physical abuse, conflicts about role and society ex-
pectations, among other factors (Eamon & Zuehl, 2001; Nolen-Hoeksema &
Puryear Keita, 2003; D. Sue & Sue, 2003). Treatment is challenging because
most women who experience depression will likely not seek treatment and
they are much more likely to both consider and attempt suicide than men
(Welch, 2001).

Case Study: Inpatient Group Psychotherapy
Patients hospitalized on an inpatient medical-
psychiatric unit participate in daily group
psychotherapy. The participants experience
both medical and psychiatric problems such
as eating disorders, chronic pain disorders,
alcohol abuse and dependence, colitis, and
Alzheimer’s disease. Many of the patients
have experienced depression, anxiety, and/
or personality disorder as well. In addition to
comprehensive individual medical and psy-
chiatric treatment, patients attend psychoed-
ucational groups (e.g., “How to Manage
Your Illness”), as well as the psychotherapy
group sessions conducted by a psychologist
and a nurse. Patients are generally hospital-
ized for several days or weeks, and individu-
als are admitted to and discharged from the
unit several times each day. Therefore, the
composition of the psychotherapy group
changes almost daily.

The purpose of the group is to encourage
patients to discuss feelings and concerns in a
safe and trusting environment. The group
is highly structured, provides support, and
emphasizes a “here and now” perspective.
Structure, such as starting and ending the
session on time, providing an introduction
to the group so that all group members un-
derstand what can be expected from the

group experience, introducing all members,
and trying to elicit feelings and reflections
from all members during the course of the
session is provided to ensure that the group
runs smoothly and that all patients have a
positive group experience. Support is neces-
sary to create a comfortable, accepting, and
nonjudgmental environment. The “here and
now” helps each group member stay focused
on the present rather than revealing long
stories about the past or worries about the
future.

The following patients attended one of
these actual inpatient group sessions:

• Anna is a 58-year-old Latino woman
who is hospitalized with obesity, sleep
apnea, and depression. Her internal
medicine physician is concerned that her
obesity is making her sleep apnea
(episodes of breathing cessation while
asleep) much worse and that since she is
depressed, she is unwilling to attempt to
lose weight to minimize her health risks.
In fact, Ann reports that she is very un-
happy about family stress and conflicts
and would prefer to die in her sleep. She
hopes that her sleep apnea will kill her
without pain.
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Case Study (Continued)
• Beth is a 19-year-old Caucasian college

student with severe anorexia nervosa.
She currently weighs 83 pounds and is
5′7″ tall. She is also obsessive-compulsive
and depressed. She refuses to gain weight
and had to withdraw from her classes due
to her recent hospitalization.

• Carl is a 34-year-old African American
with severe colitis. He is highly anxious
and experiences several phobias. He has
recently had surgery for colon cancer as
well. His doctors do not think that he will
live for more than a few years.

• Diane is a 43-year-old Caucasian woman
who is dependent on alcohol, Valium, and
several pain medications. She has been
hospitalized many times during suicidal
episodes as well as for detoxification. She
is also diagnosed with borderline person-
ality disorder and major depression. She
was severely sexually abused as a child by
her father and is currently married to a
man who physically abuses her.

• Esther is an 84-year-old African Ameri-
can who is depressed, has Alzheimer’s
disease, and recently had hip-replacement
surgery. She is concerned that she must
leave her own home and enter a nursing
home when she is discharged from the
hospital. She would like to stay hospital-
ized as long as possible to delay her in-
evitable move to the nursing home.

• Fran is a 34-year-old Asian American
married woman who has a somatization
disorder. While she has no known med-
ical problems, she has numerous medical
symptoms and complaints. She left her
work on disability several years ago, and
her husband and two children take turns
caring for her. She complains that she
can’t walk well, move her arms, or see

very well. She is also diagnosed with a
histrionic personality disorder. She is es-
pecially angry because she feels that all
the doctors and nurses think her prob-
lems are “all in her head.” She has had
over 20 hospitalizations for these symp-
toms. An excerpt from a group session
follows:

Psychologist: Welcome to the group. We
meet every day at 11:00 A.M. for one
hour. The purpose of the group is to
talk about feelings and issues in the
moment. Anger, sadness, anxiety, in-
terpersonal conflicts are, for example,
typical topics that we discuss. We try
to avoid talking about things in the
past or future problems and concerns
because we don’t feel that we can be
very helpful on these topics within
our limited amount of time and given
the number of people that participate
in the group. Let’s quickly go around
the room and introduce ourselves and
then let us go around a second time
and state what topic or agenda you
would like to talk about in our group
today. My name is Dr. Gerard and I am
a psychologist on the unit.

(Group members introduce themselves
and then each states what his or her topic
or agenda is for the day.)

Anna: I really have nothing to say today.
Psychologist: Anna, you seem angry when

you said that. Are you feeling angry
today?

Anna: Yes, I guess I am. I want to just go
home. I’m sick of being locked up here.
My doctor tells me that he thinks I
should stay for at least another 4 days,

(continued)
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Case Study (Continued)
but I don’t think it is doing me any
good.

Psychologist: Perhaps discussing your feel-
ings of anger and frustration would be
useful in the group today.

Anna: Okay, I guess so. I suppose it can’t
hurt since I’m here anyway.

Psychologist: Okay, Anna, we’ll get back
to that issue. Beth, how about you.

Beth: I’m feeling very anxious and guilty
today. I can’t believe I had to drop out
of school this term. I’ll never graduate
with my class and maybe never gradu-
ate at all. I feel like a total failure.

Psychologist: Thanks Beth, we’ll come
back to you. Carl?

Carl: I feel down too. I feel crummy.
Angry too. I’m sick of being sick all the
time. It stinks. I wish I didn’t have to
deal with this.

Diane: I’m okay today. I feel pretty good
actually. I’m leaving the hospital later
today and feel that I’ve made some
good progress this time. I’ll miss Beth,
we’ve had some good talks since I’ve
been here. I hope you’ll stay in touch.
I’m a bit anxious about how I’ll do 
outside of the hospital, but I’m pretty
excited about leaving. I’ve been here
long enough.

Psychologist: We’ll be sure to say our
goodbyes and best wishes to you,
Diane, before the group ends today.

Esther: I’m okay. I don’t have anything to
say.

Psychologist: How are you feeling right
now, in the moment?

Esther: Okay, nothing really.
Psychologist: Okay, let us know, however,

if something comes up for you and
we’ll check in with you as well.

Fran: I think this is all b.s. I’m sick of all
this talk, talk, talk. I need answers to

my medical problems and everyone
around here wants me to talk about my
feelings. I can’t believe I even agreed
to be admitted here. What a mistake.
There is no way I’d do this again.

Psychologist: You sound pretty angry
Fran. Perhaps we could talk about that
in the group today.

Fran: See what I mean? Talk, talk, talk. I
don’t know. I’m angry for sure but I
don’t think talking will help much.

Psychologist: I hope that you’ll try, Fran.
While talking may not cure any of the
medical problems that you experience,
perhaps it will help you to feel better.
Now that we’ve heard from everyone,
let’s try to work through the issues that
were brought up in the group today.
Anna and Fran are feeling pretty angry
today, while Carl says that he’s feeling
down and Beth is feeling angry and
guilty. Esther is doing okay and doesn’t
have an agenda in the moment. Let’s
do the best we can to talk about each
agenda. Let’s start with Anna and
Fran’s anger.

This brief excerpt from an inpatient
group psychotherapy session illustrates
several key themes. First, this particular
psychotherapy is one part of a complex,
multidimensional treatment program that
utilizes biological, psychological, and social
interventions and various modalities during
this inpatient phase of treatment. Second, it
is clear from even these brief summaries of
each patient’s problems that clinical cases
are usually highly complex and involved. Fi-
nally, the psychologist in this group provides
structure, support and clarification in an ef-
fort to assist patient’s in dealing with their
immediate emotional states.
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Case Study: Hans and Marta Experience Severe
Marital Discord (Couples Therapy)
Hans and Marta, a Caucasian couple of Aus-
trian descent have been married for two
years, and each have two children from their
previous marriages currently living in the
home. They also have an infant daughter of
their own. Thus, this blended family com-
bines five children and the challenges of re-
lating to involved ex-spouses. Hans is
employed as a contractor and Marta does not
work outside of her considerable duties
within the home.

Presenting Problem: Hans and Marta
report frequent fighting and very low mar-
ital satisfaction. Hans is reportedly physi-
cally abusive of Marta, and a number of
times has struck one of the children. Marta
is therefore afraid to confront Hans about
her unhappiness and has been withdrawn
and disinterested in sex. Hans reports that
Marta ignores him, is focused only on the
children, and sometimes he just “loses it.”
Hans and Marta are asking for help with
the fighting, the physical abuse, and the
extremely low level of positive marital in-
teraction.

Key Biopsychosocial Factors:

Biological: Hans’ father was physically abu-
sive, which may represent a biological or
an environmental predisposition to vio-
lence. Marta gave birth only six months
ago and is still resuming her normal hor-
monal and physical functioning. The ex-
tent of the physical abuse needs to be
assessed in terms of the health of Marta
and the children, and all family members
protected from further violence.

Psychological: Marta is a battered woman
and lives in constant fear for her own
and her children’s safety. She is attached

to Hans and is unable to separate from
him or assert her needs in the face of his
violence. Hans is a classic batterer in the
sense that he denies responsibility for
the abuse, blames Marta for his behav-
ior, and states that if she were only more
loving and available he would not need
to resort to such anger.

Social: The larger sociocultural context for
violence is well established in that we
live in a violent society that does not ad-
equately protect victims or treat perpe-
trators. Hans’ own abuse at the hands of
his father may have imparted this ten-
dency through social learning or identifi-
cation with the aggressor.

Marta may feel dependent upon Hans and
afraid to separate due to her fear that
she may be unable to adequately house,
clothe, and feed her children, and per-
haps even lose custody.

Treatment Goals and Plan: The prevail-
ing goal of treatment must be the physical
safety of Marta and her children. Given that
physical abuse of the children is being re-
ported, the psychologist is legally and ethi-
cally mandated to make a report to Child
Protective Services. If the couple are willing
to remain in treatment in spite of this re-
port, several goals will include (1) cessation
of all physical violence within the home,
(2) development of alternative means of
expressing and working through anger and
frustration, (3) insight into the origins and
triggers of violence, and (4) improved ca-
pacity for communication and intimacy.

The treatment plan will include:

1. Individual therapy for Hans to learn to
control his temper and violence and for
Marta to develop increased autonomy,

(continued)
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use of psychotropic medication, electrocon-
vulsive therapy (ECT), and biofeedback or
social interventions such as large-scale com-
munity education programs, structured resi-
dential communities (e.g., halfway houses),
and various types of prevention programs.
Nonpsychotherapy treatment and prevention
interventions may be used in addition to psy-
chotherapy or without psychotherapy. For ex-
ample, a patient may routinely take an
antidepressant medication such as Prozac or
an antianxiety agent such as Xanax with or
without participating in psychotherapy. The
medications might be provided by a trained
mental health professional such as a psychia-
trist or by someone with minimal mental
health training such as an internal medicine or
family practice physician. A clinician might
use bio-feedback with or without psychother-
apy to treat a range of problems such as
anxiety, phobia, headaches, or irritable bowel
syndrome. Finally, a patient may enroll in
a halfway house for substance abuse with or

without individual, family, or group psy-
chotherapy.

Biological Interventions

Currently most psychologists are unable to
provide invasive biological or medical inter-
ventions such as prescribing psychotropic
medications or using ECT. However, psycholo-
gists have limited prescription privileges in
several locations (i.e., New Mexico, Louisiana,
Guam, the military), thereby allowing them
to provide medications for their patients with-
out physician supervision (Beutler, 2002; this
issue will be discussed in more detail in Chap-
ter 14). Although psychologists at present
cannot prescribe medication and must work
with physician colleagues in treating patients
using these medications, in most states clini-
cal psychologists need at least a basic under-
standing of commonly used psychotropic
medications. They must be familiar with med-
ications and their side effects and know when

Case Study (Continued)
assertiveness, and a plan of action in the
face of future violence.

2. Develop alternative behavioral strategies
for dealing with anger and create a con-
tract between Hans and Marta for taking
alternate steps to violence.

3. Family-of-origin work to understand the
roots of violence for Hans and factors
contributing to Marta’s relationship to
an abusive man.

4. Develop opportunities for the couple to
engage in some mutually positive and
pleasurable activities.

5. Locate social services and shelters for
battered women.

6. A group therapy for Hans with other
men who are abusive.

7. Collaboration with the individual psy-
chologists, group therapist, family physi-
cian, child therapists and social services
worker monitoring abuse within the
home.

This couple’s therapy case illustrates the
high stakes and complex layers of relational
problems. The outcome of this case, like
most others, will depend largely on the
cooperation and motivation of Hans and
Marta to acknowledge their serious difficul-
ties and take the necessary steps toward im-
provement. Various modalities, techniques,
and social and medical elements also come
into play in this complex yet all too com-
mon situation.
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Case Study: The Kaplans Experience a Family Death and a
Suicide Attempt in the Family (Family Therapy)
The Kaplan family consists of Mr. Kaplan,
his 16-year-old son David and 13-year-old
daughter Barbara. Mrs. Kaplan died one year
ago after a long battle with lung cancer. The
Kaplans live in an urban setting in a large
city.

Presenting Problems: The Kaplans were
referred for family therapy by David’s indi-
vidual psychologist who is treating David
following a serious suicide attempt. This psy-
chologist feels that family therapy is indi-
cated in order to address issues of unresolved
grief, anger, parenting, and communication.

As a family, the Kaplans report that since
Mrs. Kaplan’s death, the family has been
in extreme turmoil. Mrs. Kaplan had always
assumed the primary parenting and house-
keeping duties, while Mr. Kaplan worked
long hours as a city planner. David has been
performing poorly in school, experimenting
with drugs, and withdrawing from his home.
Barbara has been depressed, anxious, and
both clingy and demanding with her father.
Mr. Kaplan is depressed, overwhelmed, and
frequently irritable with the children. All
agreed that the family is in crisis, or as David
put it: “Everything sucks.”

Key Biopsychosocial Factors:

Biological: There is no known family history
of psychiatric problems such as depres-
sion. Family members have not regu-
lated well in the wake of their loss, and
are eating and sleeping poorly.

Psychological: The Kaplans experience an
ongoing grief reaction; depression in the
wake of loss associated anger and irri-
tability, acting out of emotional distress;
and reworking of attachments, roles, and
structure within the family.

Social: The Kaplan children have experi-
enced the loss of their mother as the
keeper of family and religious traditions

and rituals as well as changes in their so-
cial network, which was maintained by
their mother.

Treatment Goals and Plan: The Kaplans
agree to the following treatment goals in
the context of family therapy: (1) Discuss
each member’s feelings regarding the loss of
Mrs. Kaplan, (2) learn how these feelings
impact current relationships within the
family, and (3) figure out how to reorganize
the household to reduce the present chaos
and reclaim a sense of cohesion, stability
and organization.

The treatment plan involves the follow-
ing components:

1. During each session, each member will
discuss their feelings of grief, sadness,
anger, confusion, et cetera regarding the
untimely loss of Mrs. Kaplan and refer
to one interaction with another family
member where these feelings interfered
(e.g., lashed out at another due to anger
at loss, was afraid to be alone because of
fear of feeling overwhelmingly sad).

2. Problem solving will be utilized to de-
velop plans for carrying out household
tasks, resuming important rituals and tra-
ditions, redefining roles and in a sense,
creating a new household structure.

3. Consultation with David’s psychologist
with David and his father’s signed con-
sent in order to keep abreast of impor-
tant developments in both therapies.

This case illustrates the use of family
therapy to alter systemic factors potentially
responsible for generating symptoms and
problems. Collaboration between the two
treating psychologists will be important as
will monitoring of family members’ bio-
logical, psychological, and social function-
ing through the course of treatment.
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to refer a patient to a physician for a medica-
tion evaluation or treatment.

The most common classes of medica-
tions used in psychiatric treatment include
antidepressant, antianxiety, and antipsychotic
agents (American Psychiatric Association,
2000; Julien, 1995; Valenstein, 1998). How-
ever, psychostimulants and lithium are two
other types of medication used for specific
clinical problems. Antidepressant medication
is usually classified in one of three categories.
The first category includes the selective sero-
tonin reuptake inhibitors (SSRIs) such as
Prozac, Zoloft, and Paxil. The second class
includes the tricyclics such as Elavil, Tofranil,
and Anafranil. The third class includes the
monoamine oxidase inhibitors (MAOIs) such
as Parnate and Nardil. Antianxiety medica-
tions usually include the benzodiazepines
such as Xanax, Valium, and Ativan. Antipsy-
chotic medications (often called neuro-
leptics) include Haldol, Mellaril, Thorazine,
and Risperdal. Psychostimulants such as Ri-
talin and Dexedrine are used to increase at-
tention and concentration among children
with attention-deficit and/or hyperactivity
problems (R. Klein, 1995). Finally, lithium
(lithium chloride) as well as anticonvulsant
medications (e.g., Depakote, Tegretol) are
used to treat bipolar disorder (commonly
known as manic-depression; Julien, 1995).

Each medication has advantages and dis-
advantages (Julien, 1995; R. Klein, 1995;
Kramer, 1993; Valenstein, 1998). Some med-
ications work well for some people but not
for others, even if they share the same diag-
nosis. Some people have negative reactions to
some medications while others do not. Al-
though helping to relieve symptoms such as
anxiety, depression, and psychotic thinking,
many medications have undesirable side ef-
fects (e.g., dry mouth, weight gain, constipa-
tion, diarrhea, physical and/or psychological
addiction). Some medications (e.g., MAO in-
hibitors) cannot be taken with certain foods

(e.g., beer, wine, chocolate). Some are often
extremely dangerous if used in suicide at-
tempts (e.g., Valium). Research and develop-
ment by pharmaceutical companies and other
researchers work toward improved medica-
tions that are safe and effective and have
minimal negative side effects. Much atten-
tion has been given to the selective serotonin
reuptake inhibitors such as Prozac in recent
years (Kramer, 1993). Many claim that Prozac
is more effective than the other classes of an-
tidepressant medications (i.e., tricyclics and
MAO Inhibitors) without so many adverse
side effects (Kramer, 1993). Importantly,
medication is generally prescribed in the con-
text of a therapeutic relationship, and re-
search supports the combined efficacy.

The positive effects of medication on disor-
ders such as depression, anxiety, and schizo-
phrenia do not imply that these disorders are
strictly a biological problem (Glasser, 2003;
Horgan, 1996). Again a biopsychosocial view
is needed to understand and treat these and
other disorders. Many people respond posi-
tively to medication due to a placebo effect,
since many believe that the medication will
help them and expectation therefore ensures
that it does. Many people also do not respond
well to psychotropic medications. In fact it has
been estimated that about two-thirds of peo-
ple using antidepressant medications experi-
ence no improvement or responded equally as
well to a placebo drug (Fisher & Greenberg,
1989). Although medications such as Prozac
are enormously popular with more than 30
million people taking the drug (Valenstein,
1998), research has not demonstrated that
Prozac is more effective than psychotherapy in
treating depression (Consumer Reports, 1995;
Glasser, 2003; Horgan, 1996; Seligman, 1995).

Biofeedback (N. Miller, 1969; G. Schwartz &
Beatty, 1977) is another example of a nonpsy-
chotherapy biological approach to treatment.
Biofeedback provides patients with informa-
tion concerning their physiological arousal as
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measured by heart rate, blood pressure, muscle
tension, respiration, sweating, and body tem-
perature. Some or all of these physiological
states are measured during office or home ses-
sions. Patients are asked to lower their level of
arousal through the use of relaxation, im-
agery, prayer, or any other technique that
works for them. Feedback is provided by visual
or auditory means such as tones or computer
graphics. Unlike psychotropic medication,
biofeedback is noninvasive, and psychologists
can legally and ethically use it with their pa-
tients as long as they have adequate training
and experience with the technique.

Social Interventions

Social and community interventions and pro-
grams often seek to improve psychological,
interpersonal, social, and occupational func-
tioning. Clinical psychologists frequently are

involved with the design, implementation,
and evaluation of these programs. They usu-
ally employ a psychoeducational approach,
providing education, skill-building training,
and support for those at risk for or already
struggling with a significant psychiatric, med-
ical, or other problem(s).

Community programs generally attempt to
help at-risk persons to prevent the develop-
ment of serious problems or to minimize the
impact of an already present problem. The
programs are usually categorized as primary,
secondary, or tertiary. Primary prevention
programs seek to prevent problems from de-
veloping through the use of education. For ex-
ample, Head Start is a program developed
to give young children from disadvantaged
homes an opportunity to attend preschool
without charge. The goal was to give these
children a head start in school and allow their
parents the opportunity to work or obtain

SPOTLIGHT

Social Interventions: International Clinical
Psychology in South Africa
Apartheid in South Africa ended in 1994 yet the implications of many years
of racial tensions, violence, and prejudice lives on. Clinical psychologists in
the United States and South Africa have teamed up to help former soldiers
and other combatants to develop job skills and receive psychosocial support
as they adjust to the remarkable transformations in South Africa. These ex-
combatants have a 66% unemployment rate which is about twice the na-
tional average. They generally are about 40 years old and joined liberation
forces aiming to create more democracy in South Africa while they were
teenagers (Crawford, 2003b). Now that South Africa has become more
democratic, their skills and jobs are no longer needed. The Tswelopele proj-
ect (meaning, “we will go forward together”) helps these ex-combatants
develop job skills and better job communication and attitudes as well as
better behavioral and social skills. They are encouraged to discuss their past
traumas in group settings as well. The project uses clinical psychology and
other disciplines to best help these men and women transition to a more
productive and satisfying life in the new South Africa (Crawford, 2003b).
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SPOTLIGHT

Media Violence
Much has been published in the popular press and elsewhere about the re-
lationship between media violence and aggression in children and adoles-
cents. Almost all homes in the United States have a television set, VCR,
CD player, video game equipment, or personal computer (Federal Trade
Commission, 2000). The average American child spends 40 hours per
week engaged with television, video-games, or other media (Kaiser Family
Foundation, 1999) while the majority of children on Saturday mornings
are watching television (Comstock & Scharrer, 1999).

Sadly, the majority of television programming contains violent episodes
with more and more violence portrayed in movies (including G-rated
films; National Television Violence Study, 1998). Research over the years
has clearly demonstrated in a variety of cross-sectional and longitudinal
studies that exposure to violence in the media is correlated with acting vi-
olent in the real world (Bushman & Anderson, 2001). In fact, the research
evidence is so strong that six major professional organizations, including
the American Psychological Association (APA), the American Psychiatric
Association, and the American Academy of Pediatrics among others, issued
a joint statement in July 2000 warning of the hazards of allowing children
to be exposed to media violence stating that there is strong evidence of a
causal link between exposure to media violence and aggressive behavior
among children (Joint Statement, 2000). The effect size of this relation-
ship is reported to be about 0.30 which represents a larger effect than the
relationship between condom use and HIV infection, lead exposure and IQ
scores, the use of the nicotine patch and smoking cessation, doing home-
work and academic achievement, and a variety of other well-known corre-
lational relationships (Bushman & Anderson, 2001). Tragically, as more
and more children are exposed to violence in the media, current research
tells us that we can expect increasing amounts of aggression and violence
among young people.

Clinical psychologists are involved in the media violence and aggression
issue from a number of different perspectives. These include conducting
research in this area, helping parents and children maintain activities that
minimize violence exposure, lobbying Congress and other state and federal
policy makers to take this research and relationship seriously and enact
legislation and policies that minimize exposure to media violence among
at-risk youth, and working with children who experience aggressive prob-
lems associated with media violence exposure.
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further education to improve their socioeco-
nomic status and quality of life. Primary pre-
vention programs have been developed to
help teen mothers learn child care and other
skills (Abma & Mott, 1991). Other programs
have been designed to teach school children
how to minimize unsafe and high-risk sexual
behavior (M. Howard & McCabe, 1990).

Secondary prevention programs attempt
to intervene early during the course of prob-
lems to minimize the development of more
serious problems. For example, people ar-
rested for driving under the influence of alco-
hol (DUIs) are often offered the opportunity
to attend a training program about substance
abuse in order to avoid the loss of their dri-
ver’s license. The goal of the program is to
educate first-time offenders about the dan-
gers of driving under the influence of drugs,
thereby helping to prevent future incidents of
drunk driving. Similar programs have been
developed for adolescents arrested for vari-
ous offenses and for people who seek the ser-
vices of prostitutes. Secondary prevention
might also involve outreach to homebound
elderly individuals to mitigate loneliness and
provide social and intellectual stimulation.

Tertiary prevention programs endeavor to
minimize the impact of serious psychiatric
or other problem(s). They are basically the
same as other treatments but usually refer to
community-based interventions. For example,
halfway houses are designed to help patients
recently released from hospitals, drug treat-
ment programs, or prisons. They allow pa-
tients to live and work in the community and
still receive professional supervision and skill-
building training. They help transition patients
from the highly structured hospital, drug
treatment, or prison setting back to the com-
munity. Halfway houses typically specialize in
certain populations such as adolescents or for-
mer convicts, or in certain problems such as
alcohol and drug dependence, schizophrenia,
or physical disabilities. Other tertiary preven-

tion programs offer education and support for
those with serious illnesses. The American
Cancer Society, along with other organiza-
tions, offers group support programs to help
those coping with terminal or other forms of
cancer. Alcoholics Anonymous (AA) is a well-
known example of a tertiary prevention pro-
gram. AA started in 1935 and provides over
23,000 support groups in 90 countries around
the globe (Nathan, 1993). AA uses a 12-step
treatment approach that involves confidential
group support for alcoholics. AA members re-
port a very high degree of satisfaction with the
program (Consumer Reports, 1995; Hogan,
1996) and some research suggests that partici-
pation in AA is effective (e.g., Finney & Moos,
1998).

Contemporary Case,
Contemporary Treatment

Increasingly, psychologists are confronted with
extremely “involved” cases, referring to the
multidimensional complexities encountered in
a typical caseload. Individuals are rarely “sim-
ple”; and neither can treatment be simple or
unidimensional. The following case illustrates
this complexity and the siren call to integra-
tion in contemporary clinical psychology.

The Big Picture

Psychotherapy is one of the most common ac-
tivities conducted by clinical psychologists
and one that brings relief and tremendous as-
sistance to many individuals and groups.
Each patient, each psychologist, and each psy-
chotherapy experience is unique. Psychother-
apy has evolved over the years from several
distinct theoretical perspectives to an integra-
tive and biopsychosocial endeavor. No longer
can a psychologist maintain an isolated
practice while conducting routine, rigid, and
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SPOTLIGHT

Prevention
Historically, both medicine and clinical psychology have been involved
with treating problems that have already emerged. In more recent years,
efforts have been more aggressively pursued to prevent problems before
they occur. One excellent example of the interest in preventing problems
from occurring includes school-based violence. There have been a number
of school shootings perpetrated by minors in recent years. These shootings
have occurred mostly in the United States but have also occurred in Ger-
many, England, and elsewhere. Perhaps the incident that received the
most publicity was the one that occurred at Columbine High School in
Colorado during April 2000. Two students used a large amount of sophis-
ticated semi-automatic weapons as well as bombs to create terror at their
high school. When their rampage was completed and before they commit-
ted suicide at the school, they had killed a number of students and teach-
ers and injured many more.

Some wanted to blame the media for the events. The boys apparently
stated that they were hoping that a movie would be made about their
killing spree and they even had suggestions about which Hollywood actors
would play their roles. Others wanted to blame the video game industry
that provides children with numerous games of violence. Still others
blamed the parents for not adequately supervising their children or being
aware that their children were planning such a serious crime. They won-
dered how parents could be totally unaware that their children had a
stockpile of weapons and ammunition hidden in their homes. Still others
wanted to blame the gun industry, the National Rifle Association (NRA),
and conservative lawmakers who have allowed our culture to have so
many weapons available to citizens. Others wanted to blame the victims
and the other students of Columbine High School for not treating these
boys with care and compassion. It was reported that these boys were
teased about being odd and not part of the popular crowd. Since the boys
had had psychotherapy and actually completed an anger management
course, many wanted to blame the mental health community for failing to
prevent the tragedy. Fingers have been pointed toward many different
people and institutions.

Everyone appears to agree that there is a need to improve our ability to
prevent problems such as school-based violence from occurring. Research
has found that 20% of children and teens experience symptoms of mental
illness during the course of a year but about 80% of these children do
not get appropriate professional services (U.S. Department of Health and
Human Services, 2001). Furthermore, about 30% of teens participate in
multiple high-risk behaviors while an additional 35% are at moderate risk
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engaging in one or several problematic behaviors (Dryfoos, 1997). Too
many young people abuse alcohol and other mind-altering substances,
experience physical, sexual, and/or emotional abuse and neglect, engage in
premature or unsafe sexual practices, are exposed to violence in their
homes, neighborhoods, or through television, movies, and the Internet
(Weissberg, Kumpfer, & Seligman, 2003). There are a number of model
programs and research studies conducted to better identify high-risk youth
and strategies to prevent at-risk children and teens from developing more
significant problems and behaviors (Weissberg et al., 2003). However,
knowledge obtained from well-conducted research projects and prevention
programs ultimately need to be disseminated to parents, school systems,
law enforcement, and community agencies. Furthermore, lawmakers and
policy developers need to be able to implement and adequately fund inno-
vative preventive programs (Biglan, Mrazek, Carnine, & Flay, 2003).

Prevention programs may target a wide variety of problems in addition
to school violence. These include substance abuse, smoking, adolescent
pregnancy, bullying, immunizations, and arson prevention (Wandersman &
Florin, 2003). For example, the Prevention of Alcohol and Trauma: A Com-
munity Trial project was conducted in communities in both California and
South Carolina and involved community education, training bar employees
to be more responsible in alcohol beverage service, and law enforcement
education. The five-year project resulted in a 10% reduction in alcohol-
related traffic accidents (Holder et al., 1997).

In examining prevention strategies that work well, Nation et al. (2003)
have carefully reviewed the literature on prevention and have outlined sev-
eral principles that tend to predict successful prevention programs. These
include comprehensive programming (i.e., providing a variety of interven-
tions to “address the salient precursors or mediators of the target problem,”
p. 451) in multiple settings, the use of varied teaching methods, providing a
sufficient dosage or program intensity (e.g., quality and quantity of contact
hours), theory-driven programming that is scientifically justifiable, and
that involve positive relationships. The programming must also be appro-
priately timed and socioculturally relevant and should engage in outcome
assessment and use a high-quality and well-trained staff (Nation et al.,
2003). Appropriate financial and other resources must be made available if
we are to increase of odds of having an effective prevention program.

Clinical psychologists offer prevention research and programming a vari-
ety of talents and skills that range from conducting research and outcome
assessment to offering individual, family, group, and organizational consul-
tation, teaching, and therapy services. Furthermore, clinical psychologists
are involved in policy and advocacy activities to promote these services to
the community.
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Case Study: Mako Experiences Anorexia Nervosa—Integration
of Theories, Techniques, Modalities, and Biopsychosocial Factors
(Contemporary Psychotherapy)
Mako is a 14-year-old Japanese female who
has lived in the United States since age 7.
She lives with her parents and younger
brother. Mako’s father is a businessman who
commutes between Japan and the United
States, utilizing a work visa for himself and
his family. Mako is in the eighth grade in
public school, and attends a Japanese school
three afternoons each week to maintain her
Japanese language skills. Mako and her
brother are fluently bilingual; her parents
have some difficulty conversing in English.

Presenting Problem: Mako has been diag-
nosed with anorexia nervosa, a disorder that
commonly afflicts adolescent females with a
relentless drive toward thinness. Mako is se-
verely emaciated due to self-starvation and
excessive exercise, and also evidences amen-
orrhea (cessation of menstrual periods),
intense fear of gaining weight, extreme fa-
tigue, social withdrawal, and depression.
She has received both a medical and a neu-
rological evaluation to rule out a primary
medical basis for her weight loss, and was
determined to be suffering from anorexia
nervosa.

Key Biopsychosocial Factors:

Biological: Mako experiences life-threatening
malnutrition and emaciation, low heart
rate and blood pressure, as well as hor-
monal and electrolyte imbalances. Mako’s
malnutrition also contributes to impaired
reasoning and severe fatigue.

Psychological: Mako is presently genuinely
terrified of losing control over her eating
and becoming overweight. Her perfection-
ism and desire to achieve correspond to a
strong need for control, yet also to under-
lying fears of inadequacy in confronting
the psychosocial and developmental chal-

lenges of adolescence. Depression, feelings
of stigmatization, and loss of esteem are
also relevant.

Social: Mako’s family and cultural values
emphasize cooperation, achievement,
conformity and minimal expression of
emotion and opinion. Mako is also expe-
riencing cultural conflict in seeking to
maintain her dual Japanese and Ameri-
can identities. The generally American
premium on expressiveness and individ-
uality is in direct conflict with her Japa-
nese family’s value on calm acceptance
and conformity to parents and social
norms. Finally, media and culture in both
the United States and Japan glorify stan-
dards of thinness and beauty for females.

Treatment Goals: (1) Assist Mako in re-
suming a healthy weight and healthy eating
behavior, (2) address the underlying psy-
chological, developmental, and familial
basis for her anorexia nervosa, (3) assist the
family in contending with this serious ill-
ness in the family, (4) assist Mako in resum-
ing school and social activities.

Course of Treatment: Mako was initially
hospitalized on an adolescent eating disor-
ders unit in order to stabilize her medical
condition and lay the foundation for out-
patient treatment. During hospitalization,
Mako was initially confined to bed during
which time she was medically monitored,
given intravenous fluids and electrolytes,
and given the option of tubefeeding or eat-
ing substantially on her own. She opted 
to eat on her own (anorexics are typically
ravenously hungry), and made good prog-
ress with gradual reintroduction of food.

Once stabilized, Mako was integrated
into the ward milieu, participating in group
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Case Study (Continued)
psychotherapy where she learned that she
was not alone with anorexia and was able
to hear the experiences of others at varying
stages of recovery. Mako began individual
psychotherapy with a psychologist on the
unit, and learned information about
anorexia nervosa, the general course of
treatment and for the first time entertained
the idea that her dieting was not only about
fearing fat but perhaps had other deeper
causes as well. Family sessions were also
begun while on the unit, and the stress of
her illness, her father’s frequent absences,
and the challenges of straddling two cul-
tures discussed. A behavioral contract
guided her way toward some moderate
weight gain, and contingencies were
spelled out for continuing this progress
outside the hospital lest she need to be re-
hospitalized. Her inpatient psychologist as-
sisted Mako in discharge planning by
locating a Japanese American therapist
with bilingual abilities, conferring with her
physician, and arranging for her reintegra-
tion into both of her schools.

After discharge, Mako began individual
therapy with occasional family sessions inte-
grated into the treatment. While her physi-
cian monitored her weight and medical
status and communicated this to her psy-
chologist, Mako focused on the psychologi-
cal, cultural, and family aspects of her life.
The psychologist explored Mako’s sense of
anxiety and dependency regarding ensuing
adolescence, and her trepidation regarding
the pressure she felt from American peers to
separate from family members and prema-
turely explore sexual behavior. Her desire to
integrate with her friends at school and adopt
their more outgoing, expressive, even bold
manner was in conflict with her family’s
style of quiet acceptance, good manners, and
respect for authority. Mako discussed her
perfectionism and obsessiveness regarding

both schoolwork and eating behavior and
developed cognitive-behavioral strategies
with her psychologist to assist with decision-
making, thought stopping, and reexamining
her attitudes and expectations. Finally, when
Mako’s depression did not remit with ade-
quate weight gain, she was referred to a
psychiatrist for a medication consult and re-
sponded positively to Prozac.

Mako’s family was integral to the treat-
ment. In family sessions, her concerns were
discussed and she found her parents re-
markably respectful and attentive to her
feelings. Her parents were encouraged to
support her autonomous decisions when
they did not contradict their values, and
allow her to take steps toward independ-
ence while learning that her parents would
neither condemn nor abandon her. The
family was able to openly discuss the chal-
lenges of dual American and Japanese iden-
tities as well as the stress of Mako’s father’s
frequent absences.

Mako’s treatment proceeded extremely
smoothly relative to the often difficult
courses in many cases of anorexia nervosa.
Nevertheless, her individual therapy and
medication treatment continued for three
full years, as she gradually overcame her
anorexia and developed significantly en-
hanced psychological, social, and family re-
sources.

This case illustration exemplifies the ne-
cessity and utility of integrative strategies in
treating complex problems. In a case such
as anorexia nervosa where the biological,
psychological, and social features are so
compelling, neglect of any one factor can se-
riously limit or even compromise the treat-
ment. This case demonstrates the trend in
contemporary psychotherapy to integrate
theories, techniques, modalities, and biopsy-
chosocial factors to best meet the compre-
hensive needs of the patient.
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narrowly conceived treatment. Today, inte-
gration of theory, technique, modality, and
biopsychosocial factors is the state-of-the-art
standard to which psychologists aspire. The
future of psychotherapy will attempt to use
research and practice supported interven-
tion strategies that can be administered in a
brief, cost-effective manner to maximize
treatment effectiveness while minimizing
costs and time.

Key Points

1. Of all the professional activities con-
ducted by clinical psychologists, psy-
chotherapy is probably the most well
known. Psychotherapy involves consult-
ing with a mental health professional in
order to obtain assistance in changing
feelings, thoughts, or behaviors that the
patient or client experiences as problem-
atic and distressing. Psychotherapy in-
cludes theories of human behavior as
well as specific treatment techniques to
impact the psychological and behavioral
functioning of a person or persons.

2. There are many different types of goals
that psychotherapy hopes to reach de-
pending on the specific needs, interest,
and concerns of all of the interested par-
ties. Overall, psychotherapy ultimately
hopes to improve the quality of life
through self-understanding, behavior
and lifestyle change, coping with prob-
lems, and/or enhancing relationships.
Psychotherapy attempts to utilize what
is known about human behavior and
apply that knowledge to help a particu-
lar person better deal with the issues
that cause distress.

3. There are numerous types of psy-
chotherapy. Psychotherapy may include
individual, couple, family, group, or

combinations of different types of treat-
ment.

4. All psychotherapy tends to include sev-
eral common denominators or certain
similarities. They all include a profes-
sional person or “expert” of varying de-
gree, professional behavior, or manner
on the part of the psychologist, a profes-
sional setting where services are ren-
dered, fees, and a schedule of sessions.

5. No matter what type or approach to psy-
chotherapy a psychologist uses, most
psychotherapy occurs in several stages.
Generally, these include an initial con-
sultation, assessment of the problem and
situation, the development of treatment
goals, the implementation of the treat-
ment, an evaluation of the treatment,
termination of treatment, and, perhaps,
follow-up.

6. A biospsychosocial perspective suggests
that psychotherapy consider biological,
psychological, and social influences on
behavior and behavior change. Although
psychotherapy conducted by psycholo-
gists is usually a psychological (rather
than biological or social) intervention,
the biological and social influences on
behavior are generally assessed and dis-
cussed during psychotherapy.

Key Terms

Curative Factors
Psychotherapy

For Reflection

1. How does psychotherapy differ from
talking problems over with a friend or
someone else you know?

2. What is psychotherapy?
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3. What do most psychotherapies have in
common?

4. Describe the stages of psychotherapy.
5. What are some of the biological ap-

proaches used to treat psychological dis-
orders?

6. What are some of the social interventions
used to treat psychological disorders?

7. How does psychotherapy differ from what
is depicted in television and in films?

Real Students, Real Questions

1. I often wonder how much we take an
“American” view toward the treatment
of people with behavioral or emotional
problems. How do other countries like
France, China, South Africa, and so forth
differ in their treatment approaches?

2. Is group therapy useful for most people?
What are some instances when it would
be counterproductive?

3. How do you know when you have com-
pleted psychotherapy? Does the therapist
or patient end the relationship usually?

Web Resources

www.surgeongeneral.gov/library/mental
health
See the Surgeon General’s report on mental
health issues.

www.ndmda.org
Learn more about depression and bipolar dis-
order by contacting the National Depressive
and Manic Depressive Association.

www.bpdcentral.com
Learn more about borderline personality dis-
order.

www.cmhc.com/disorder
Learn more about psychological disorders.





299

Ten Essential
Questions about Psychotherapy

Chapter Objective
1. To outline 10 questions about psychotherapy that are

frequently asked by students, psychotherapy clients,
and others.

Chapter Outline
Highlight of a Contemporary Clinical Psychologist:

Allen Sherman, PhD
Does Psychotherapy Work?
Is Long-Term Therapy Better Than Short-Term Treatment?
Who Stays In and Who Drops Out of Psychotherapy?
Is One Type of Therapy Better Than Another?
Do the Effects of Psychotherapy Last after Therapy Ends?
What Common Factors Are Associated with Positive

Psychotherapy Outcome?
Why Is Change Difficult?
Must Someone Be a Professional to Be an Effective Therapist?
Does Psychotherapy Help Reduce Medical Costs?
Can Psychotherapy Be Harmful?

Highlight of a Contemporary Clinical Psychologist

Allen Sherman, PhD

Dr. Sherman uses his training and skills as a clinical psychologist working
in a university medical center with patients with cancer and other med-
ical conditions.

Birth Date: August 4, 1960

College: Brown University, (AB, Psychology), 1983

Graduate Program: University of Kansas, (PhD, Clinical Psychology),
1988

Clinical Internship: Harvard Medical School, The Cambridge Hospital

Postdoctoral Fellowship: Harvard Medical School, The Cambridge
Hospital

Current Job: Director, Behavioral Medicine Program, Arkansas Cancer
Research Center, and Associate Professor, Department of Otolaryngology

10
C h a p t e r



300 Roles and Responsibilities

and Head and Neck Cancer, University of
Arkansas for Medical Sciences, Little Rock,
Arkansas

Pros and Cons of Being a Clinical Psy-
chologist:

Pros: “This is an intrinsically fascinating
field if you’re interested in psychological dis-
orders, and more generally, in the way people
behave, form relationships, and interact with
the world around them. Clinical psychology
is enormously diverse, with an opportunity
to pursue many different roles in many dif-
ferent settings. This capacity to wear ‘differ-
ent hats’ (e.g., with respect to psychotherapy,
consultation, supervision, teaching, research,
administration, or public policy) is among the
most appealing aspects of clinical psychology.
In the past few years I’ve become especially
interested in one area within clinical psychol-
ogy—behavioral medicine, which concerns
how mind and body interact to influence
health and illness.”

Cons: “Requires extensive training and grad-
uate programs can be difficult to get into.”

Future of Clinical Psychology: “The field
of clinical psychology is evolving in response
to a number of forces, some welcome and
some stressful. Among these changes: (1) The
advent of managed care in the public and pri-
vate sectors means that, for clinicians, oppor-
tunities for private practice are becoming
more limited, reimbursement for psychother-
apy is becoming more restricted, and clini-
cians are faced with more paperwork and
bureaucracy. (2) The decrease in federal
funding means that, for researchers, competi-
tion for grant money is becoming tighter. (3)
The field is becoming more specialized. Be-
havioral Medicine and Health Psychology are
among the areas that are growing rapidly.
Notwithstanding the changes that are moving
through the field, clinical psychology offers
an exciting career.”

How does clinical psychology help cancer
patients? “Psychologists offer a range of ser-
vices in medical settings. A serious illness such
as cancer often evokes considerable stress,
functional changes, and role disruption. The
particular challenges that emerge shift over
the course of illness and reverberate through
the entire family. Psychologists help patients
and family members adapt to these stressful
changes more successfully. Increasingly, psy-
chosocial services to enhance quality of life,
reduce stress, and accommodate taxing treat-
ments are viewed as a routine part of compre-
hensive care.

“Some individuals experience more seri-
ous concerns. Clinical syndromes such as
depression, anxiety disorders, delirium, or
phobic reactions to medical procedures not
only erode quality of life, they can also com-
plicate medical care, leading to extended hos-
pitalizations, disrupted treatment, and higher
medical costs. Psychologists play an important
role in screening or treating these difficulties.

“Psychologists also offer more specialized,
adjunctive services to help manage some
of the distressing physical symptoms that take
a toll on daily life. They teach patients self-
regulation skills (e.g., relaxation training,
biofeedback, meditation, hypnosis), which
can be used together with their medical care
to help ameliorate pain, nausea, or fatigue.

“Psychologists play an active role in pre-
vention and screening of cancer. They work
to reduce risk factors and improve early de-
tection among healthy individuals at height-
ened risk for cancer.

“Finally, psychologists help the medical
team with psychosocial concerns, such as
communicating well with patients or manag-
ing their own stress or burnout.”

How do you use the biopsychosocial
model in your work? “For us, the biopsy-
chosocial model is a basic foundation of clinical
care, teaching, and research. Comprehensive
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treatment for cancer patients, for example, in-
volves more than treating tumor cells. An indi-
vidual’s quality of life is powerfully affected by
the characteristics of the disease and its treat-
ment, but it is also shaped by the personal and
social resources and coping strategies that the
person brings to the experience. The biopsy-
chosocial model provides a framework for un-
derstanding how psychological approaches can
be interwoven with medical care to help pa-
tients adapt to their illness. Moreover, it has
helped to guide an exciting field of research
that is exploring how psychosocial factors may
affect immune activity, neuroendocrine func-
tioning, and disease outcomes among individu-
als with cancer or other illnesses.”

Typical Schedule:
9:00 Teach Behavioral Medicine Seminar.

(This weekly seminar is open to behav-
ioral medicine staff, physicians and
nurses in the medical school, and clini-
cians in the surrounding community. It
focuses on topics in health psychology,
mind-body interactions, and psychologi-
cal services for patients with stress-re-
lated medical illnesses.)

10:00 Conduct Team Meeting. (This weekly
meeting is designed to provide an oppor-
tunity for the interdisciplinary treatment
team to review all new cases admitted to
the Clinic.)

11:00 Supervise psychology extern. (Supervi-
sion usually revolves around assessment
and treatment of patients with stress dis-
orders or chronic medical conditions.)

12:00 Lunch.
1:00 Supervise staff psychologists. (Small

group supervision with clinicians on staff
involves discussion of cases being seen for
consultation, individual, group, or family
therapy. Many of these are cancer pa-
tients, struggling to cope with the stress
of a life-threatening illness and demand-
ing medical treatments.)

2:00 Psychotherapy. (These cases often involve
chronic pain, with patients seeking to

learn self-regulation skills to manage
pain and enhance quality of life.)

3:00 Group therapy or research meeting. (De-
pending on the day of the week, this time
might be filled by a short-term therapy
group for cancer patients, or by research
meetings. Some current research projects
involve how individuals undergoing stem
cell transplantation adapt during the first
year of a challenging treatment regimen.)

4:00 Group therapy or research meeting.
5:00 Paperwork and phone calls.

While psychotherapy has been in exis-
tence for over 100 years and today

enjoys tremedous popularity, this most com-
mon professional activity of clinical psychol-
ogists still remains shrouded in a certain
degree of mystery. Many fundamental ques-
tions regarding psychotherapy are on the
minds of its many consumers and students,
and deserve direct attention. This chapter re-
sponds to 10 of the typical questions asked
about psychotherapy, beginning with the
very basic: “Does psychotherapy work?”

Does Psychotherapy Work?

Patients, insurance carriers, psychologists, and
other interested parties (i.e., significant others
of patients, school personnel, courts) fre-
quently ask important questions about the
usefulness of psychotherapy. For example: Are
the time, expense, and effort of psychotherapy
warranted by its results? Are people likely to
be better off after psychotherapy than before?
What are the expected benefits of psychother-
apy? Unfortunately, such questions are diffi-
cult to answer and may vary from individual
to individual and treatment to treatment. Psy-
chotherapy is a highly personalized experi-
ence that is impacted by the skills, interest,
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training, motivation, and personality of the
psychotherapist and by the specific symptoms
(e.g., etiology, duration, severity), motivation,
personality, and resources of the patient. Fur-
thermore, the unique therapist-patient inter-
action that emerges during psychotherapy as
well as a wide range of nonspecific factors
such as beliefs, attitudes, and expectations all
play a significant role in treatment outcome.
Positive treatment outcome may be associated
not only with the psychotherapy experience
but also with the passage of time (i.e., “time
heals all wounds”), among many other factors.
Thus, no two psychotherapy experiences can
be exactly alike. Two patients with very simi-
lar symptoms seeing the same psychotherapist
may experience two very different psy-
chotherapies. Psychotherapy may be helpful to
one but not to the other. Although many ef-
forts have been made to make psychotherapy a
precise scientific enterprise, psychotherapy in-
volves a human relationship between thera-
pist and patient: No human relationship can
be reduced to a precise science.

How can we investigate whether psy-
chotherapy works or not? Merely asking pa-
tients if they believe that the services were
useful provides important but not sufficient
data to answer this important question. De-
mand characteristics are likely to influence a
patient’s report that psychotherapy was or was
not useful. The situation creates an environ-
ment where a certain response is expected.
For example, it may be important for the pa-
tient to believe that psychotherapy was useful
to justify spending a great deal of time, money,
and effort in the psychotherapy process. Also,
after spending so many sessions working with
a psychotherapist, the patient may not want to
tell him or her that the experience was not
helpful. Therefore, determining whether psy-
chotherapy is useful is a challenging research
and clinical task.

Early psychotherapists used clinical case
studies rather than controlled research inves-

tigations to evaluate treatment outcome. In
fact, Freud felt that controlled research using
statistical analysis was not a reasonable
method for determining the effects of treat-
ment (Freud, 1917/1963, 1933/1964). Freud
and others felt that because psychotherapy
was such a highly individualized experience,
group findings based on averages and statis-
tics were useless. Only since the 1950s have
psychologists endorsed the notion that sys-
tematically studying psychotherapy outcome
is a worthy endeavor. After controlled inves-
tigations of psychotherapy outcome were
conducted, thousands of studies followed.
Psychotherapy treatment outcome has
become one of the most common topics of in-
vestigation in all psychology research.

In a classic and frequently cited research
project, Hans Eysenck (1952) examined 24
research studies concerning both psychody-
namic and eclectic techniques used for
nonpsychotic patients. The results of his study
failed to demonstrate that psychotherapy was
effective. Furthermore, Eysenck suggested
that spontaneous recovery (i.e., recovery
from symptoms without any treatment inter-
vention) from neurotic types of problems
(e.g., anxiety and depression) could be ex-
pected about 72% of the time. Therefore he
estimated that 72% of those experiencing
psychological distress would improve without
treatment. However, many critics of Eysenck’s
research methods have seriously questioned
his conclusions (e.g., Bergin, 1971; Sanford,
1953; Strupp, 1963). For example, Bergin
(1971) reexamined Eysenck’s data and esti-
mated that the rate of spontaneous recovery
was about 30% rather than 72% and that the
recovery rate from psychotherapy was much
higher than that estimated by Eysenck.

In a much more rigorous and ambitious re-
search project, M. Smith and Glass (1977) ex-
amined 375 research studies on psychotherapy
treatment outcome by using meta-analysis
and effect-size techniques. Results from the
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study revealed that patients receiving psy-
chotherapy tended to be more improved than
those who did not seek psychotherapy about
75% of the time. Furthermore, M. Smith and
Glass examined the treatment outcomes of
different types of psychotherapy (e.g., behav-
ioral and psychodynamic) and failed to find
superiority of one treatment approach over
another. This comprehensive and extensive in-
vestigation contradicted the Eysenck study
and provided compelling support for the effec-
tiveness of psychotherapy. The M. Smith and
Glass (1977) study, like the one by Eysenck
(1952), became one of the most frequently
cited research studies in clinical psychology.

The M. Smith and Glass (1977) study re-
ceived a great deal of attention and a large re-
sponse from the professional community.
Many strongly criticized both the method and
the conclusions of the investigation (Eysenck,
1978, 1983; Kazdin & Wilson, 1978; Rachman
& Wilson, 1980: Searles, 1985). For example,
some questioned the wisdom of using a wide
variety of studies that focused on so many dif-
ferent types of treatments and patient prob-
lems. Others felt that the authors paid too little
attention to the quality of the studies evalu-
ated. Still others questioned the interpretation
of the meta-analysis results. M. Smith, Glass,
and Miller (1980) later extended the analysis
to include 475 studies and improved upon sev-
eral of the procedures from the earlier study.
The 1980 study confirmed the earlier results
and found that those receiving psychotherapy
tended to be more improved than 80% of un-
treated persons and that behavioral therapies
were more effective than verbal therapies. Per-
haps one of the most positive outcomes of the
Eysenck (1952; M. Smith & Glass, 1977) and
Smith et al. (1980) investigations has been the
subsequent stimulation of numerous research
studies to assist in answering basic questions
about the effectiveness of psychotherapy.

A large number of meta-analysis studies ex-
amining psychotherapy treatment outcome

have been conducted since the Smith and Glass
studies (G. Andrews & Harvey, 1981; Kazdin &
Bass, 1989; M. Lambert et al., 2003; Landman
& Dawes, 1982; Lipsey & Wilson, 1993; Matt,
1989; Searles, 1985; Shadish, Navarro, Matt, &
Phillips, 2000; D. Shapiro & Shapiro, 1982).
The vast majority of these and other studies
conclude that psychotherapy is generally effec-
tive. For example, G. Andrews and Harvey
(1981) evaluated 475 controlled psychother-
apy outcome studies and concluded that a pa-
tient receiving psychotherapy was better off
than 77% of untreated control subjects and
that relapse rates were very small. M. Smith
(1982) examined over 500 controlled psy-
chotherapy outcome studies and concluded
that psychotherapy was effective in improving
psychological well-being and that duration,
mode, and therapist training and experience
were unrelated to outcome. Furthermore, M.
Smith (1982) concluded that behavioral thera-
pies were more effective than verbal therapies
and that the use of medication without therapy
was not more effective than psychotherapy
alone. The positive effectiveness of psychother-
apy has also been found among studies focus-
ing on special populations such as children.
Casey and Berman (1985), for example, found
that treatment of children was equally effec-
tive whether the treatment was provided indi-
vidually or in groups.

Consumer Reports (Consumer Reports, Novem-
ber, 1995; Seligman, 1995) conducted an ex-
tensive survey of psychotherapy outcome and
found that people who participated in psy-
chotherapy found the experience effective
and that long-term treatment was superior to
short-term treatment. Furthermore, the sur-
vey concluded that psychotherapy with med-
ication was not superior to psychotherapy
alone and that psychologists, psychiatrists,
and social workers were equally effective and
were, as a group, superior to marriage coun-
selors. The survey also concluded that no
particular psychotherapy orientation (e.g.,
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psychodynamic, behavioral) was superior to
other orientations regardless of the clinical
problem of interest. People who used com-
munity interventions such as Alcoholics
Anonymous (AA) were found to be especially
satisfied with these experiences. The Consumer
Reports survey concluded that while psy-
chotherapy does appear to work and people
are generally highly satisfied with their psy-
chotherapy experience, low or no cost self-
help community interventions are equally
helpful.

An extensive review of all the research
studies generally concludes that psychother-
apy does indeed work (Barlow, 1996; Hollon,
1996; Ingram et al., 2003; M. Lambert et al.,
2003; Messer & Wampold, 2002; Shadish
et al., 2002; VandenBos, 1996). Numerous re-
search and clinical examples provide convinc-
ing evidence that psychotherapy is effective
(Beutler, Bongar, & Shurkin, 1998; Nathan &
Gorman, 2002). However, both researchers
and clinicians have been trying to answer
many additional follow-up questions that go
well beyond whether psychotherapy works or
not, such as: How does psychotherapy work
and what types of treatment and therapists are
effective for what types of problems and pa-
tients? Recent efforts by the American Psy-
chological Association (APA) have attempted
to identify specific treatment approaches for
specific problem areas (Addis, 2002; D. Cham-
bless et al., 1996; D. Chambless & Ollendick,
2001; Task Force on Promotion and Dissemi-
nation of Psychological Procedures, 1995).
These empirically supported treatments have
received a great deal of recent attention and
support but remain controversial. While many
feel that specific treatments can be targeted
for specific problems, others feel that psy-
chotherapy is too unique and complicated to
routinely fit human beings into standardized
treatment protocols (Garfield, 1996; Havik &
VandenBos, 1996; Norcross, 2002).

Seligman (1994) suggests that certain
types of problems are more amenable to
change than others. He states that the depth
of a problem often predicts if the problem
can be altered significantly through psy-
chotherapy. For example, problems that are
primarily biologically oriented and pervade
all aspects of life are less appropriate for psy-
chotherapy than problems that are learned
and are less pervasive. Thus, he suggests that
problems such as panic and phobia are much
more responsive to therapy than obesity and
alcoholism.

Is Long-Term Therapy Better than
Short-Term Treatment?

Psychotherapy can last for one session or for
hundreds of sessions over the course of many
years. The duration of psychotherapy depends
on the symptoms, interest, motivation, and fi-
nancial resources of the patient as well as on
the orientation and skills of the therapist.
Some types of psychotherapy tend to be very
short while others tend to be remarkably long.
For example, the average length of treatment
using psychoanalysis is about 1,000 sessions
(Clemens, 1999).

More and more emphasis is being placed
on brief psychotherapy. Brief approaches to
therapy are of interest to both patients and
insurance companies. Patients who seek psy-
chotherapy generally do so during an emo-
tional crisis and wish to obtain relief as fast as
possible. They generally expect to see quick
results within just a few sessions, and com-
plete recovery from presenting problems
within 12 sessions (Garfield, 1986). Insur-
ance companies and others are interested in
briefer forms of treatment to reduce health
care costs.

Most psychotherapy experiences do tend
to be fairly brief. The majority of patients in
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psychotherapy terminate treatment before 10
sessions with the median number of sessions
being about 6 (Blackwell, Gutmann, &
Guttmann, 1988; Garfield, 1986; Kleinke,
1994; Taube, Burns, & Kessler, 1984). In fact,
about one-third of all persons who consult
with a mental health professional for psy-
chotherapy attend only one session (Bloom,
1981; Clarkin & Hull, 1991). Research has
found that between 25% and 50% of people
who consult with a mental health profes-
sional fail to attend a second session (Betz &
Shullman, 1979; Phillips & Fagan, 1982; S.
Sue, McKinney, & Allen, 1976). Research on
more than 2,400 psychotherapy patients over
30 years of research suggests that 50% of psy-
chotherapy patients were significantly im-
proved by 8 sessions and 75% were improved
by 26 sessions (K. Howard, Kopta, Krause, &
Orlinsky, 1986). More recent research using
the 4,100 people who sought mental health
services who participated in the Consumer 
Reports Study (1995) found that most people
experienced significant improvement in
symptoms within the first 10 to 20 session (K.
Howard, Moras, Brill, & Martinovich, 1996).
Surprisingly, research has found that even a
single session of psychotherapy or consulta-
tion is associated with positive therapeutic
outcomes such as a decrease in medical office
visits (I. Goldberg, Krantz, & Locke, 1970)
and in general medical utilization (N. Cum-
mings, 1977). However, some meta-analysis
research of treatment outcome has demon-
strated that treatment duration is not neces-
sarily associated with treatment outcome. For
example, brief treatment results in about the
same positive outcome as moderate or long-
term treatment, according to G. Andrews and
Harvey (1981). Others have found little sup-
port for treatment outcome successes for
either short or longer term treatment (Karoly
& Anderson, 2000). Yet a survey conducted
by Consumer Reports magazine as well as 

several other studies found that longer term
treatments tend to be more helpful than
shorter term treatments (Barlow, 1996; Con-
sumer Reports, November 1995). Thus, while
psychotherapy tends to be fairly brief in du-
ration, it is difficult to make generalizations
regarding the superiority of short- versus
long-term treatment. M. Lambert and Ogles
(2004) conclude that a large portion of pa-
tients improve after 10 sessions and 75% will
improve after 50 sessions.

Who Stays In and Who Drops
Out of Psychotherapy?

About a third of psychotherapy patients do
not attend a second session. What factors
might predict psychotherapy dropout? Sev-
eral studies have found that socioeconomic
status (Berrigan & Garfield, 1981; Dodd,
1970; Fiester & Rudestam, 1975; Kahn &
Heiman, 1975; Pilkonis, Imber, Lewis, & Ru-
binsky, 1984) and educational level (Rabin,
Kaslow, & Rehm, 1985) appear to be associ-
ated with psychotherapy dropout. Those
from lower socioeconomic spheres and those
who have less education tend to be more
likely to quit psychotherapy. Research focus-
ing on the influence of age, sex, race, psy-
chological test results, and other patient
variables of interest has proved inconclusive
(Garfield, 1993). Thus, social and cultural
factors deserve further investigations to un-
derstand their impact on therapy duration
and outcome.

If the socioeconomic status and educa-
tional level of the patient predict psychother-
apy dropout, what characteristics of the
therapist might also predict it? The skill of the
therapist is positively associated with contin-
uation of psychotherapy (Baekeland & Lund-
wall, 1975; Dodd, 1970; McNeill, May, & Lee,
1987; Sloane, Staples, Cristol, Yorkston, &
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Whipple, 1975). However, a therapist’s sex
and professional affiliation (e.g., psychologist,
psychiatrist, social worker) appear unrelated
to psychotherapy continuation or dropout
(Carpenter & Range, 1982; Mogul, 1982) al-
though many additional factors may play a
role. Patients may feel that the crisis that led
them to psychotherapy has passed, and thus
motivation for continuing has significantly
decreased. Often patients feel better after just
one session and do not wish or need to con-
tinue (I. Goldberg et al., 1970). The therapist
and patient may not “click” during the first
session as well. Patients who do not like their
therapist or who feel that their needs are not

being adequately met are less likely to sched-
ule or attend additional sessions.

Is One Type of Therapy
Better than Another?

Is psychodynamic psychotherapy better than
cognitive-behavioral psychotherapy? Is indi-
vidual psychotherapy better than family-
systems approaches to psychotherapy? Is any
one type of psychotherapy superior to an-
other? As discussed in earlier chapters, clini-
cal psychology has had a long history of
professionals claiming that their approach to

SPOTLIGHT

Diversity: Do Clients Prefer Therapists from
Their Own Cultural Group?
Zane and colleagues (2004) state that one of the most commonly asked
questions about culturally sensitive therapy is whether minority group
members prefer a therapist from their own cultural group. Many studies
find that people do prefer working with therapists from their own cultural
group and that this preference is especially true for African Americans. Re-
search suggests that patient-therapist racial matching may result in more
treatment sessions but may not result in better treatment outcome than
mixed racial or ethnic pairings between patients and therapists among
African Americans and Latino groups (e.g., Zane et al., 2004). However,
treatment outcome seems to be enhanced when Asian Americans are
paired with Asian American therapists and when Mexican Americans are
paired with Mexican American therapists with similar language skills (S.
Sue, Fujino, Ho, Takeuchi, & Zane, 1991). These associations are modest at
best and thus it is unreasonable to expect that ethnic matching is a guaran-
tee that a more positive treatment outcome will always occur (Zane et al.,
2004). Furthermore, researchers have noted that client-therapist matching
on race or ethnicity may not necessarily be a match in other important vari-
ables like culture, language, socioeconomic status, acculturation, and so
forth (Zane et al., 2004). Efforts to provide cultural sensitivity training for
therapists and pretherapy orientation for clients are likely to improve treat-
ment effectiveness for culturally diverse patients.
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psychotherapy is superior to other alterna-
tives. However, as detailed in Chapter 4, more
and more integrative approaches to psy-
chotherapy have been developed and practiced
during the past several decades as the field has
grown and matured. Still, numerous research
investigations have been and continue to be
conducted to determine if one type of psy-
chotherapy is superior to others. The vast ma-
jority of these studies compare verbal or
insight-oriented psychotherapies (e.g., psy-
chodynamic, humanistic) to action-oriented
psychotherapies (e.g., behavioral, cognitive).

To ensure that these studies use pure forms
of therapy and do not mix and match tech-
niques and orientations, most of these research
investigations incorporate treatment manuals
and ask clinicians to follow these treatment
manual protocols. These protocols provide
specific guidelines in the administration of the
treatment approach (e.g., Crits-Christoph &
Mintz, 1991; Luborsky & DeRubeis, 1984;
Rounsaville, O’Malley, Foley, & Weissman,
1988). Of course, clinicians tend not to use
treatment manuals in actual practice and
rarely focus their treatment with the use of
techniques and approaches from only one the-
oretical perspective (Barlow, 1996; Goldfried &
Wolfe, 1996; Norcross, 2002; Seligman, 1996).
Most of the research studies have ultimately
failed to find that one type of psychotherapy is
consistently superior to another. In fact, since
the mid-1970s, Luborsky, Singer, and Luborsky
(1975) and many others (e.g., Luborsky et al.,
2002; Stiles, Shapiro, & Elliott, 1986) have re-
ferred to the equality of different types of psy-
chotherapy as the “dodo bird verdict.” This
term comes from Alice in Wonderland, where
the dodo bird states that “everyone has won
and all must have prizes.” However, a number
of authors believe that the dodo bird verdict
is a myth (D. Chambless, 2002; London, 1988;
Nathan & Gorman, 2002; Norcross, 1995).
They suggest that different types of psy-
chotherapy often result in different specific

effects, and that these effects are not exclusive
to only one type of therapy (D. Chambless,
2002; Norcross, 1995). When these studies
find differences between therapies, they gener-
ally support the notion that cognitive and be-
havioral treatments tend to result in more pos-
itive outcomes (usually measured by symptom
reduction and behavior change) than psycho-
dynamic or other more verbal treatment
orientations (G. Andrews & Harvey, 1981; D.
Chambless, 2002; Kazdin & Weisz, 1998; Sear-
les, 1985; D. Shapiro & Shapiro, 1982; Svart-
berg & Stiles, 1991).

Studies have also attempted to determine
whether psychotherapy is as effective as med-
ication in treating anxiety, depression, and
other symptoms (see Blackburn & Moore,
1997; Clay, 2000; Fava et al., 1998; Hollon,
1996; and Horgan, 1996 for review). A large-
scale National Institute of Mental Health
(NIMH) Collaborative Depression study com-
pared cognitive-behavioral psychotherapy,
interpersonal psychotherapy (i.e., a combina-
tion of psychodynamic and humanistic psy-
chotherapy), medication (i.e., imipramine),
and a drug placebo condition. The medication
and drug placebo groups also received clinical
case management. Two hundred fifty patients
were treated in one of three major cities by
either a psychiatrist or a psychologist. Results
indicated that all the treatments, including
the placebo condition, resulted in patient im-
provement and that differences in outcome
between patients receiving the cognitive-
behavioral and the interpersonal psychother-
apy were minimal. Thus, medication has not
proved superior to psychotherapies in treating
many common psychological problems such
as anxiety and depression. Although isolated
studies do sometimes support one type of
therapy over another, the over-all picture is
that most professionally administered and 
legitimate psychotherapy approaches are
equally effective for most people (Horgan,
1996).
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Although research does not support the no-
tion that one type of legitimate psychotherapy
is superior to another for treating all types of
clinical problems, research that examines
treatment approaches for very specific disor-
ders does provide some support for the superi-
ority of certain techniques. So, although no
one type of therapy is superior to another for
general issues of concern, several specific dis-
orders tend to be treated more successfully
using certain approaches. The Task Force on
Promotion and Dissemination of Psychological
Procedures (1995) of APA Division of Clinical
Psychology (Division 12) has developed
guidelines for psychotherapy treatments based
on these solid research findings of specific dis-
orders (D. Chambless et al., 1996; D. Chamb-
less & Ollendick, 2001). Empirically supported
treatments have been developed for the treat-
ment of a variety of problem areas such
as chemical abuse and dependence, and anxi-
ety, depressive, sexual, eating, and health
problems. Examples of empirically supported
treatments include exposure treatment for
phobias and posttraumatic stress disorder, cog-
nitive behavior therapy for headache, depres-
sion, irritable bowel syndrome, and bulimia,
and insight-oriented dynamic therapy for de-
pression and marital discord (Nathan & Gor-
man, 2002).

Do the Effects of Psychotherapy Last after
Therapy Ends?

What happens when someone stops psy-
chotherapy? Do people generally fall back
into maladaptive patterns of thinking, feeling,
and behaving? Do the gains obtained through
psychotherapy last? It may be unrealistic
to expect that psychotherapy will “cure” a
problem or eliminate symptoms without any
relapse. If someone is treated with psy-
chotherapy for depression at age 20, one can-
not expect that the person will never again

feel depressed. Numerous studies have inves-
tigated the long-term effects of psychotherapy
to determine whether symptoms reemerge fol-
lowing termination. Most of the data collected
on psychotherapy follow-up range from sev-
eral months to several years after treatment.

Research generally supports the contention
that gains obtained in psychotherapy do last
(G. Andrews & Harvey, 1981; Barlow, 1996;
Jorm, 1989; M. Lambert & Ogles, 2004; Land-
man & Dawes, 1982; Nicholson & Berman,
1983; Nietzel, Russell, Hemmings, & Gretter,
1987; Snyder & Ingram, 2000). For example,
Jorm (1989) examined the results of studies
treating anxiety and found that anxiety reduc-
tion was maintained one year after treatment
when compared with control subjects. Feske
and Chambless (1995) examined 21 research
studies using cognitive-behavioral treatments
for social anxiety and found improvements
lasting up to a year after treatment relative to
control conditions. Bakker et al. (1998) found
similar results for panic patients up to eight
years following treatment. Nietzel et al. (1987)
investigated research that focused on the
treatment of depression and found that treat-
ment gains were maintained four months (on
average) after termination of active treatment.
Gallagher-Thompson, Hanley-Peterson, and
Thompson (1990) also examined depression
treatment outcome studies and found that
therapy gains were generally maintained even
two years after treatment. Similar findings
have been reported when examining alcohol
(Bellack & Hersen, 1990), posttraumatic stress
disorder (Foa et al., 1999), and headache treat-
ments (Blanchard, 1987). However, relapse is
a common and worrisome problem for many.
Researchers have developed programs and
strategies to maximize maintenance of psy-
chotherapy gains (e.g., Annis, 1990; Brownell
& Jeffery, 1987; C. Cummings, Gordon, &
Marlatt, 1980). Research tends to support the
notion that the effects of psychotherapy last
even after psychotherapy has terminated 
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(M. Lambert & Ogles, 2004). However, some
research suggests otherwise (see Karoly & An-
derson, 2000 for a review). Some authors be-
lieve that change related to psychotherapy
may be due to a confirmatory bias, optimism,
positive expectations, or cognitive dissonance
(Myers, 2000).

What Common Factors Are Associated
with Positive Psychotherapy Outcome?

Overall, research suggests that psychotherapy
is effective in treating numerous concerns
compared with receiving no treatment, and
that no one type of psychotherapy is superior
to another (M. Lambert & Bergin, 1994;
Luborsky et al., 2002; Messer & Wampold,
2002; Norcross, 2002; Wampold, 2001). If
most of the research on psychotherapy out-
come supports the notion that different types
of treatment are about equally effective, then
specific theories and techniques associated
with different types of psychotherapy (e.g.,
psychodynamic, behavioral, and family sys-
tems) do not significantly account for the
curative effects of the therapy experience. If
specific theories and techniques do not ac-
count for treatment outcome, then what
does? One potential answer is that there are
certain commonalities among all types of
psychotherapies and that these commonali-
ties are associated with treatment effective-
ness. One might speculate that merely having
someone with whom to talk over problems or
having the attention of a caring and nurtur-
ing professional might be a powerful curative
factor in all types of psychotherapy. The
search for common denominators or com-
mon factors in psychotherapy is important
to understanding how psychotherapy might
work (Norcross, 2002).

Goldfried and colleagues (Goldfried, 1991;
Goldfried et al., 1990) proposed that all psy-
chotherapies encourage the patient to engage

in corrective emotional experiences and that
they all provide some form of feedback to the
patient. Karasu (1986) suggested that all use-
ful psychotherapies include three common
patient factors: affective experiencing, cogni-
tive mastery, and behavioral regulation; and
that all major schools of psychotherapy use
these three ingredients to effect change. Affect
experiencing refers to expressing feelings. Cog-
nitive mastery refers to thinking about prob-
lems in a manner that enables the patient to
experience control over attitudes, percep-
tions, and beliefs about his or her problems.
Behavioral regulation refers to developing
strategies for controlling impulses and prob-
lematic behaviors. Additional commonalities
outlined by J. Frank (1973, 1982) and others
include a professional office associated with
being helped; a trained mental health profes-
sional who is supportive; enhanced hope that
thoughts, feelings, and behaviors can change
for the better; fees associated with service;
and the avoidance of dual relationships.

In reviewing the literature, Weinberger
(1995) outlined five common factors associ-
ated with positive psychotherapy outcome.
These include the therapeutic relationship, ex-
pectations of success, confronting a problem,
providing the experience of mastery or control
over the problem, and an attribution of suc-
cess or failure. Each of these factors will be
briefly reviewed. All major approaches to psy-
chotherapy emphasize that the working rela-
tionship between the therapist and patient
should be positive and that therapists should
generally be empathetic, genuine, warm, and
professional (Lafferty, Beutler, & Crago, 1991;
M. Lambert, 1986; M. Lambert & Okishi,
1997; Teyber & McClure, 2000). This working
alliance between therapist and patient is
thought to be a critical ingredient for effective
psychotherapy (A. Horvath & Symonds, 1991;
M. Lambert, 1992; M. Lambert & Bergin, 1994;
Norcross, 1995; Salvio, Beutler, Wood, &
Engle, 1992; Strupp, 1995; Teyber & McClure,
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2000; Yalom, 1980). Strupp (1995), for exam-
ple, states that “the quality of the interper-
sonal context is the sine qua non in all forms of
psychotherapy” (p. 70) and that good thera-
pists provide a patient with a corrective emo-
tional experience and deal effectively with
transference dynamics. Thus, Strupp con-
cluded that therapists must have “the ability to
manage therapeutically a complex human re-
lationship and . . . avoid enmeshments in the
patient’s unconscious self-defeating scenarios”
(p. 71). Connecting to a therapist whom the
patient perceives as helpful and accepting is a
powerful common factor in almost all types of
psychotherapy (M. Lambert, 1992; Norcross,
1995; Teyber & McClure, 2000).

Expectancy is also a strong predictor of
positive therapeutic outcome. Numerous
studies have demonstrated and suggested
that treatment is more effective when pa-
tients believe that the treatment is helpful
(Bandura, 1989; Barker, Funk, & Houston,
1988; J. Frank, 1973, 1982; Hollon & Garber,
1988; Karoly & Anderson, 2000; Kirsch,
1990; Rosenthal, 1987). Belief that psy-
chotherapy can work is another important
common factor in psychotherapy. In fact, be-
cause many improvements in psychotherapy
may be attributed to placebos (N. Brody,
1983; P. Horvath, 1988; Myers, 2000),
placebo control conditions must be utilized in
treatment outcome research to ensure that
outcome results are due to factors other than
expectancy effects (P. Horvath, 1988; Kirsch,
1990; Weinberger, 1995).

Facing problems rather than avoiding, es-
caping, or denying them has been thought
to be a critical variable in treatment out-
come and is a common factor in all therapies
(Kleinke, 1994; Orlinsky & Howard, 1986;
Weinberger, 1995). All involve some degree of
attention and plan of attack to confront prob-
lems and develop strategies to cope more ef-
fectively with various symptoms. Research

has even supported the healing aspects of con-
fronting problems outside a psychotherapeutic
context. For example, Liberman (1978) and
Pennebaker (1990) found that merely writing
or talking about a problem in isolation with-
out a therapist present results in improvement
of symptoms. Therefore, working on problems
and focusing on ways to overcome them are
powerful common factors in all types of psy-
chotherapy and are effective even outside the
formal psychotherapy experience.

Mastery, or a sense of control, over a prob-
lem is a powerful predictor of therapy outcome
and is hypothesized to be a very important
common factor in all therapies (Kleinke, 1994;
Liberman, 1978; Weinberger, 1995). Belief
that you have a reasonable plan to overcome a
problem enhances your sense of self-efficacy
(Bandura, 1989).

Finally, patient attributions concerning the
factors that they believe contribute to change
appear to be a powerful predictor of therapy
success or failure. Success in treatment is gen-
erally associated with internal attributions
(e.g., the patient’s own efforts, improved cop-
ing skills, positive personality changes; Ban-
dura, 1989; Weinberger, 1995).

M. Murphy, Cramer, and Lillie (1984) asked
patients to describe what they thought were
the most important factors associated with
positive psychotherapy outcome. The majority
reported that getting advice and talking with
someone who understands and is interested in
their problems, and gives encouragement and
hope, were curative factors. Lazarus (1971)
found that the personal qualities of the thera-
pist (e.g., gentle, honest) were more impor-
tant to patients than the actual psychotherapy
techniques used. Thus, the therapeutic rela-
tionship, beliefs about psychotherapy, working
on problems, and developing control and
mastery all seem to be common curative fac-
tors in psychotherapy (M. Lambert & Ogles,
2004; Wampold, 2001).
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Why Is Change Difficult?

Behavioral change, with or without the assis-
tance of psychotherapy, is not easy to accom-
plish. Humans tend to be creatures of habit,
and even behavior or thinking patterns that
are destructive (e.g., temper tantrums, low
self-esteem, smoking, eating high-fat foods)
tend to be remarkably difficult to change. Fur-
thermore, even positive change is not always
welcomed. Often patients are ambivalent
about change and may not be pleased with
some of the consequences of change. For ex-
ample, a patient who loses a lot of weight may
find some of the attention he or she receives
unpleasant. A patient who successfully over-
comes panic attacks and other fears may be
expected to develop more responsibility at
home or at work. A child who no longer gets
negative attention for temper tantrums in
school may feel ignored. Resistance to change
is very common among psychotherapy pa-
tients as well as, perhaps, the general public.

James Prochaska (1984, 2000) and col-
leagues have researched commonalities of
behavioral change among theoretical orienta-
tions by examining the process of change
across different types of problems and differ-
ent methods of treatment. In his analysis
of different orientations to behavioral change,
Prochaska isolated a variety of universal
stages, levels, and processes of change. His
theory includes five stages of change (i.e.,
precontemplation, contemplation, prepara-
tion, action, and maintenance), five levels of
change (i.e., symptoms, maladaptive cogni-
tion, current interpersonal conflicts, family/
systems conflicts, interpersonal conflicts), and
10 change processes (i.e., consciousness rais-
ing, catharsis/dramatic relief, self-evaluation,
environmental reevaluation, self-liberation,
social liberation, counterconditioning, stimu-
lus control, contingency management, and
helping relationship). Although Prochaska’s

model has a cognitive-behavioral “flavor” to
it, his theory of change is atheoretical since
it is not based on any one model or perspective
(Prochaska & Norcross, 1994, 2002). Up to
40% of change can be attributed to expecta-
tion or placebo (Lambert, 1992) and that con-
sciousness raising is considered a critical
ingredient in behavioral change for most psy-
chotherapies (Prochaska & Norcross, 1994,
2002), the desire to change is likely to be a
very important factor in explaining behavioral
change (Prochaska, 2000).

Change is not easy to accomplish. Although
patients generally enter a psychotherapy ex-
perience seeking to change their behavior (or
the behavior of others), paradoxically many
people are highly resistant to change. Resis-
tance to change in psychotherapy has been
recognized and highlighted by psychothera-
pists since the days of Freud. Kleinke (1994)
outlined several important factors explaining
why change is difficult to achieve and why
resistance is so common in psychotherapy.
First, change is threatening. Familiar ways of
thinking, feeling, and behaving offer some de-
gree of comfort even if they are maladaptive.
For example, people who suffer from agora-
phobia may be frustrated by their inability to
feel comfortable traveling, going to the gro-
cery store, or conducting other errands. They
often feel most comfortable when they are
close to home and can avoid the situations
that provoke anxiety. Confronting these fears
and working to increase independence is
threatening and scary. Secondary gains (i.e.,
advantages to maintaining problems) associ-
ated with problematic symptoms may also be
difficult to give up. For instance, the patient
with agoraphobia may not work or be ex-
pected to run errands (e.g., picking up friends
and family at the airport, grocery shopping).
Family members and friends may be willing to
do a lot for the agoraphobic person, affording
the opportunity to avoid many difficult tasks.
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A third factor associated with resistance as
outlined by Kleinke (1994) includes poten-
tial interference from others. Although a pa-
tient may wish to change behavior through
psychotherapy, important others in the life
of the patient may be motivated to maintain
the status quo. For example, the spouse of
the patient with agoraphobia may feel im-
portant and needed by the patient. Increased
independence may be experienced by the
spouse as a threat to his or her power and

role in the relationship. If a patient is inter-
ested in minimizing alcohol consumption,
family and friends who frequently drink
with the person may feel displaced, guilty,
and uncomfortable if he or she stops drink-
ing and they no longer have this in common.
A person trying to lose weight may find it
difficult to maintain friendships with others
who enjoy dining out together. Finally,
many people resist change when they feel
that their freedom is threatened (Brehm &

SPOTLIGHT

What Leading Experts Think about Psychotherapy
Research Findings
A recent survey conducted by Rhode Island researchers, Charles Boisvert
and David Faust (2003) asked leading international experts on psy-
chotherapy research to provide their opinions on what psychotherapy re-
search outcome tells us about certain key issues. These 25 leading experts
were the most highly cited authors among other experts in psychotherapy
research.

The findings suggested very strong consensus that research supported
the following results:

1. Psychotherapy is useful for most clients.
2. Most people obtain improvements fairly quickly in psychotherapy.
3. Clients are more likely to change due to common rather than specific

factors associated with the various forms of psychotherapy.
4. Generally, different therapies obtain fairly similar treatment outcome

results.
5. The best predictor of treatment success if the relationship that forms

between the therapist and client.
6. Most therapists learn about effective approaches from experience

rather than from research findings.
7. About 10% of clients get worse rather than better after their partici-

pation in psychotherapy.
8. Therapy is better than a placebo or wait list control groups.
9. Therapist experience and training is not a strong predictor of treat-

ment success.
10. Long-term treatment is not more effective than brief forms of treat-

ment for most clients.



Ten Essential Questions about Psychotherapy 313

Brehm, 1981). If a therapist is perceived as
moving too quickly or having high expecta-
tions for change, the patient will likely repel
and resist the change even if it is in the de-
sirable direction.

Must Someone Be a Professional to
Be an Effective Therapist?

Does someone really need to have a PhD or
other advanced degree (e.g., PsyD, MSW,
MD) to be an effective psychotherapist? Does
someone really need four to seven years of
postgraduate training to get a license to prac-
tice as a mental health professional? Aren’t
many caring and empathetic persons excel-
lent “therapists” even if they have no formal
training? Aren’t a lot of friends, colleagues,
and grandparents excellent “therapists”? If
common factors such as warmth, empathy,
honesty, and interest on the part of the psy-
chotherapist are important and even vital to
treatment outcome, couldn’t any “nice” per-
son with minimal training be an effective
psychotherapist? If placebo conditions are
associated with positive treatment outcome,
might not good placebos administered by
almost anyone be appropriate therapy? These
challenging questions all center on the notion
that someone might not need to be a pro-
fessional to be a therapist. Compared with
performing surgery, constructing an office
building, or programming a computer, dis-
cussing problems with people is a natural
human activity. Most people have had the ex-
perience of talking over problems and con-
cerns with their friends, relatives, colleagues,
or even strangers. Not every potential patient
will feel that a particular psychotherapist is
good. The fit between the therapist and pa-
tient is not only important but highly indi-
vidual. Research indicates that the therapist’s
psychological health and skill as well as a sin-
cere interest in helping others are necessary

qualities for being an effective psychothera-
pist (Kleinke, 1994).

Several studies have failed to find a differ-
ence in psychotherapy outcome between
therapies provided by professionals versus
paraprofessionals (Berman & Norton, 1985;
Stein & Lambert, 1984). Surprisingly, some
studies have found that the use of paraprofes-
sionals results in superior outcomes relative
to professionals (Hattie, Sharpley, & Rogers,
1984; M. Lambert et al., 2003). The Hattie
et al. study, however, has been severely criti-
cized (e.g., Berman & Norton, 1985) for
using poor quality research in their analysis
and for considering social workers as para-
professionals. M. Lambert and colleagues
(2003) found that psychology trainees (e.g.,
interns) under staff supervision have better
treatment outcomes than profession staff
therapists. However, other research has
demonstrated that the experience and train-
ing of the therapist is important for positive
therapeutic outcomes (Bergin & Lambert,
1978; Consumer Reports, 1995; Driscoll,
Cukrowicz, Reitzal, Hernandez, Petty &
Joiner, 2003; Dush, Hirt, & Schroeder, 1989;
Lyons & Woods, 1991; Seligman, 1995; Tey-
ber & McClure, 2000; Weisz, Weiss, Alicke, &
Klotz, 1987). These studies have found that
professionals with solid experience, training,
and credentials were more helpful to patients
than were those with minimal experience,
training, and credentials. For example, the
aforementioned survey by Consumer Reports
magazine (November, 1995; Seligman, 1995)
found that patients were more satisfied and
had better outcomes when treated by psy-
chologists and psychiatrists than when
treated by less-trained marriage counselors.

Although both well-trained and poorly
trained therapists can both potentially provide
poor professional service and in fact do harm,
minimally trained therapists are more likely to
provide a very narrow range of treatment op-
tions that often are not based on solid research
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support (Singer & Lalich, 1996). For example,
many attend a weekend workshop in a partic-
ular technique such as hypnosis, biofeedback,
or EMDR and then attempt to apply these
skills and techniques with all of their clients.
Highly trained professionals are more likely to
have a wide range of treatment options avail-
able to them and use rigorous integrative
thinking and judgment based on scientific
support.

Overall, the professional literature has
failed to demonstrate convincingly that trained
professionals are superior to less-trained pro-
fessionals in positive therapeutic outcome. Ef-
fective therapists may not necessarily be those
with the most training, experience, and cre-
dentials. However, it is generally advisable
to trust the professional judgments of highly
trained professionals rather than minimally
trained persons (M. Lambert et al., 2003; M.
Lambert & Ogles, 2004; Singer & Lalich, 1996).

Does Psychotherapy Help to Reduce
Medical Costs?

Because a contemporary biopsychosocial per-
spective suggests that the mind, body, and
social context are important in the develop-
ment and maintenance of both physical and
emotional health, one would expect that a
more healthy emotional life may result in a
healthier physical life as well. For example,
an estimated 50% of all deaths are due to be-
havioral and lifestyle factors such as eating
high-fat foods, being sedentary, and misusing
alcohol (S. Taylor, 2003). Changing health
care behavior and attitudes through psy-
chotherapy may lead to healthier living and
fewer illnesses. Additionally, an important
question for government agencies, insurance
companies, and health care facilities concerns
the association between psychotherapy and
health care costs. Is a person experiencing

psychotherapy less likely to need or seek out
medical attention? Research suggests that the
answer is yes. Psychotherapy does appear to
reduce medical costs.

It has been estimated that 50% to 70% of
patients who seek medical treatment have no
medical problems and that their symptoms
are primarily due to psychological factors
such as anxiety, stress, and depression (Van-
denBos & DeLeon, 1988). Emotional prob-
lems (most notably anxiety and depression)
are associated with many medical problems
such as heart disease, diabetes, and cancer as
well as psychophysiological diseases such as
dermatitis, irritable bowel syndrome, chronic
headaches, Raynaud’s disease, and asthma
(Gatchel & Blanchard, 1993; S. Taylor, 2003).
Psychological interventions have also been
found to be the treatment of choice for a
number of medical problems such as tension
headaches and irritable bowel syndrome (D.
Chambless & Ollendick, 2001; D. Chambless
et al., 1996). Treatment of emotional and
psychological factors through psychotherapy
assists in the treatment of many of these med-
ical problems and symptoms.

Those who experience a mental illness tend
to use medical services a great deal. It has
been estimated that mental health patients use
medical services more than twice as often as
those who do not experience a mental health
diagnosis (Brous & Olendzki, 1985). For ex-
ample, about one-third of depressed patients
experience somatic complaints as a by-product
of their depression (Shorter, 1994). Patients
who receive psychotherapy tend to seek much
less medical care than those who do not re-
ceive psychotherapy (Brous & Olendzki,
1985). Medical patients with chronic illnesses
such as hypertension and diabetes lower med-
ical costs by 18% to 31% when they receive
psychological interventions (Lechnyr, 1992).
Therefore, psychotherapy not only enhances
psychological functioning and well-being but
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also improves medical symptoms that in turn
reduce overall health care costs.

Can Psychotherapy Be Harmful?

Psychotherapy is generally helpful for the ma-
jority of people who participate in it. Even
psychotherapy critics and skeptics feel that the
experience is benign and that people are usu-
ally not hurt as a result of it. Therapy, unlike a
medical procedure such as surgery, does not
seem to have life-and-death consequences if it
goes poorly. The worst thing that could hap-
pen in psychotherapy is that someone might
waste time and money and receive little if any
benefit, right? Wrong. Actually, psychotherapy
may not be appropriate or useful for everyone
who wants it. Some people may actually dete-
riorate in functioning during or after psy-
chotherapy (Mays & Frank, 1980, 1985; Mohr,
1995; Singer & Lalich, 1996). In fact, Freud’s
most famous case example of Anna O. was a
treatment failure: Anna O. had more severe
symptoms after she began treatment with
Freud. Research has found that a sizable num-
ber of psychotherapy patients are worse off
after psychotherapy than before (e.g., Colson,
Lewis, & Horowitz, 1985; D. Shapiro & Shapiro,
1982; Stone, 1985). Some research has shown
that patients in wait list or other control con-
ditions may show less deterioration in func-
tioning than some psychotherapy patients. For
example, D. Shapiro and Shapiro (1982) found
that about 11% of psychotherapies resulted in
a negative outcome, and Colson et al. (1985)
found that about 17% of patients were worse
at psychotherapy termination than before psy-
chotherapy began. Other studies generally re-
port similar findings (e.g., Stone, 1985). Ogles,
Lambert, and Sawyer (1995) found that 8% of
clients in treatment for depression deterio-
rated while those in the control group did not.
M. Lamberg and Ogles (2004) conclude that

5% to 10% of patients in treatment can ex-
pect to get worse rather than better. Of course,
a wide variety of factors associated with treat-
ment failure may or may not be directly asso-
ciated with the psychotherapy experience.
These might, for example, include stressful life
events that occur during the course of psy-
chotherapy (e.g., divorce, loss of job, develop-
ment of physical illness, death of a loved one).
Furthermore, a number of both patient and
therapist variables (e.g., patient diagnosis,
therapist personality and technique) have
been found to be associated with negative
treatment outcome. Finally, minimally trained
therapists have been found to be damaging
when they offer inappropriate and even “crazy
therapies” (Singer & Lalich, 1996).

How can psychotherapy result in deteriora-
tion in functioning, and what are the variables
that predict negative outcome? Research has
shown that a large number of variables are as-
sociated with poor treatment outcome such as
characteristics of the patient and the therapist,
and the interaction or fit between patient
and therapist. For example, patient diagnosis,
severity of symptoms, and psychotherapy that
includes experiential, insight-oriented, or con-
frontational approaches are all associated with
poor treatment outcome among certain pa-
tients. Patients who experience psychotic dis-
orders such as schizophrenia (Feighner,
Brown, & Oliver, 1973; Stone, 1985) or are di-
agnosed with borderline personality disorder
(Horowitz, 1974; Kernberg, 1973; McGlashan,
1986; Mohr, 1995; Stone, 1985, 1990) often
deteriorate in these types of expressive thera-
pies. Furthermore, a number of researchers
have also found a high incidence of deteriora-
tion among obsessive-compulsive patients as
well (Foa & Steketee, 1977; Vaugh & Beech,
1985). Expressive psychotherapies, which may
prove useful for many people under certain
conditions, may not be the best choice for
therapists working with patients who have
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SPOTLIGHT

Repressed Memories
One remarkable controversy in clinical psychology that has made national
headlines concerns the issue of repressed memories. Some reports have
stated that physical or sexual abuse that occurred many years ago may be
repressed or not recalled until many years later following psychotherapy or
hypnosis. Several notable cases have involved women in their 30s or 40s
recalling abuse and or reporting that they even witnessed murders decades
earlier. The recent sexual abuse scandals in the Roman Catholic Church
have also involved repressed memory cases. Reports of sexual victimiza-
tion by priests were recalled by some victims decades after the events fol-
lowing the numerous news reports during 2002 and 2003.

Some clinicians and researchers claim that someone who experiences a
significant trauma such as sexual abuse may repress or deny the memory for
many years only for it to resurface many years later. Others suggest that re-
pressed memories are most likely to be false memories implanted by thera-
pists or others who make confident and constant suggestions that these
events indeed happened. Both points of view have at least some research
evidence to support their claims. A number of studies have documented that
repressed memories can exist. For example, L. Williams (1995) examined
129 women who reported that they were sexually abuse during the mid-
1970s when they were prepubescent children. They were interviewed 17
years later and about a third of these now adult women had no recollection
of the abuse reported when they were children. However, Elizabeth Loftus
and colleagues have conducted a variety of research studies that have con-
vincingly demonstrated that false memories can be instilled through experi-
mental procedures (Loftus & Pickrell, 1995). Other researchers have shown
that repeatedly asking adults about childhood events that did not actually
occur has resulted in up to 40% of the subjects claiming that they actually
remember these false and implanted memories (Schacter, 1999). Some re-
searchers such as Richard McNally and colleagues (e.g., McNally, 2001) have
suggested that some women experience a cognitive style such that they are
prone to believe that they experienced specific traumatic events such as sex-
ual abuse when they actually experienced other types of childhood stress
such as neglect or emotional abuse but not sexual abuse. Certain personal-
ity styles such as borderline personality have been found to be more likely to
be reporters of repressed childhood traumatic events. This controversy has
resulted in numerous media reports as well as litigation against mental
health professionals who work with these patients. In fact, clinicians work-
ing with repressed memory cases increase the chances that a mental health
professional will likely be sued at a later date.
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many psychotic, borderline, or obsessive-
compulsive disorders.

Patients who have little motivation for
change, have low tolerance for anxiety, and a
history of inability to maintain satisfying in-
terpersonal relationships also tend to do
poorly in psychotherapy (Kernberg, 1973;
Mohr, 1995; Strupp, 1980). Thus the old
adage, “You can lead a horse to water but you
cannot make him drink” may be an appropri-
ate way to think about highly unmotivated
patients or those who have tremendous diffi-
culty maintaining a relationship and/or toler-
ating anxiety. Patients who are highly
suspicious, mistrustful, and hostile also gener-
ally do poorly in psychotherapy (Mohr et al.,
1990; Strupp, 1980). Not all persons who
present themselves to a therapist for psy-
chotherapy are good candidates for it.

In addition to patient and patient-therapy
fit variables, therapist characteristics have also
been closely associated with poor treatment
outcome. For example, therapists who lack
empathy and are impatient and authoritarian
tend to be associated with poor psychotherapy
outcome (Lafferty, Beutler, & Crago, 1991;
Yalom & Lieberman, 1971). Furthermore,
therapists who fail to focus the therapy ses-
sion, fail to deal with negative feelings of the
patient toward the therapist or treatment, and
inappropriately use various techniques are
also associated with poor treatment outcomes
(Sachs, 1983). Unethical and incompetent
therapists can certainly do a great deal of
harm to their patients. For instance, sexual re-
lationships between therapist and patient can
be damaging (Apfel & Simon, 1985; Gabbard,
1994). Patients seeing poorly trained thera-
pists or therapists who offer only one type of
intervention applied to all types of problems
are associated with poor outcomes (Singer &
Lalich, 1996). Patient, therapist, and patient-
therapist fit must be taken into consideration
prior to beginning psychotherapy in order to
minimize potential harm to patients. Psy-

chotherapy can be harmful if these factors are
not examined and if both therapists and pa-
tients alike assume that a psychotherapy expe-
rience can do no harm.

The Big Picture

Psychotherapy is one of the most common ac-
tivities conducted by clinical psychologists.
Each patient, each psychologist, and each psy-
chotherapy experience are unique. What
works well with one person may not work
well with another. Conducting useful research
on psychotherapy is important yet challenging
due to the uniqueness of each psychothera-
peutic experience. Psychotherapy has evolved
over the years from several distinct theoretical
perspectives to an integrative and biopsy-
chosocial contemporary practice. The good
news is that research suggests that therapy
does in fact work. Yet, the intricate process of
change in therapy is dependent on a range of
specific and nonspecific factors, and the bene-
fits, length, and patient-therapist variables in-
volved in each treatment is best assessed on a
case-by-case basis.

Contemporary clinical psychologists must
continue to work toward understanding what
works well in psychotherapy and to provide
this service in a cost-effective and efficient
manner. The future of psychotherapy is likely
to include efforts for more specific research
supported guidelines to maximize treatment
effectiveness. However, psychotherapy will
always be a unique experience shared be-
tween a therapist and patient(s).

Key Points

1. An extensive review of all of the research
studies conducted to determine if psy-
chotherapy works generally concludes
that psychotherapy is effective.
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2. Research suggests that most psychother-
apies tend to be very brief in duration
with an average of six sessions per psy-
chotherapy experiences. While most re-
search suggests brief treatment is as
effective as longer treatment, some data
suggest that longer treatments are more
beneficial.

3. Those from lower socioeconomic classes
and those who have less education are
more likely to drop out of psychotherapy.

4. No one type of psychotherapy has been
determined to be generally better or
more effective than any other. Many
authors suggest that different types of
psychotherapy often result in different
specific effects and, yet, these effects
are not exclusive to only one type of
therapy.

5. Several common factors found in most
psychotherapies have been associated
with positive psychotherapy outcomes.
These include the therapeutic relation-
ship, expectations of success, confronting
a problem, providing the experience of
mastery or control over the problem, and
an attribution of success or failure. The
therapeutic relationship, beliefs about
psychotherapy, and working on problems
developing control and mastery all seem
to be common curative factors in psy-
chotherapy.

6. Behavioral change, with or without the
assistance of psychotherapy, is generally
not easy to accomplish. Humans tend to
be creatures of habit and even behavior
or thinking patterns that are destructive
tend to be remarkably difficult to change.

7. The professional literature has failed to
demonstrate convincingly that trained
professionals are superior to less trained
professionals in positive therapeutic out-
come. Therefore, effective therapists may
not necessarily be those with the most
training, experience, and credentials.

However, research and practice suggests
that highly trained professionals are
more likely to have a wide-range of
treatment options and skills available to
them relative to minimally trained per-
sons.

8. Those who experience a mental illness
tend to use medical services a great deal.
It has been estimated that mental health
patients use medical services more than
twice as much as those who do not expe-
rience a mental health diagnosis. After
patients receive psychotherapy, they tend
to seek much less medical care than
those who need but do not receive psy-
chotherapy. Medical patients with
chronic illnesses such as hypertension
and diabetes lower their future medical
costs by 18% to 31% when they receive
psychological interventions. Thus, psy-
chotherapy not only improves psycholog-
ical functioning and well-being but also
improves many medical symptoms and
conditions as well as reducing overall
health care costs.

9. Research has shown that there are a large
number of variables associated with poor
treatment outcome. These variables in-
clude characteristics of the patient, the
therapist, and the interaction or fit be-
tween patient and therapist. Patients who
have little motivation for change, little
tolerance for anxiety, and a history of an
inability to maintain satisfying interper-
sonal relationships also tend to do poorly
in psychotherapy. Unethical and incom-
petent therapists can certainly do a great
deal of harm.

Key Terms

Common Factors
Curative Factors
Psychotherapy Treatment Outcome
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For Reflection

1. Does psychotherapy work?
2. How might psychotherapy work?
3. Is long-term psychotherapy superior to

short-term psychotherapy?
4. Which type of psychotherapy seems to

work best?
5. Name curative factors associated with

psychotherapy.
6. Under what circumstances might psy-

chotherapy be harmful?
7. Is a volunteer paraprofessional likely to

be as good a psychotherapist as a psy-
chologist or psychiatrist? Why or why
not?

Real Students, Real Questions

1. Is it expensive to have your own prac-
tice? Is it difficult to get clients?

2. Do you think that people would benefit
from psychotherapy provided over the
Internet?

3. How does a sliding fee scale work?

Web Resources

www.nmha.org
Learn more about the National Mental
Health Association.
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Areas of Specialization

Chapter Objective
1. To highlight four of the most common and popular

subspecializations in clinical psychology.

Chapter Outline

Highlight of a Contemporary Clinical Psychologist:
Micheline Beam, PhD

Clinical Health Psychology
Child Clinical Psychology
Clinical Neuropsychology
Geropsychology
Forensic Psychology
Other Subspecialties

Highlight of a Contemporary Clinical Psychologist

Micheline Beam, PhD

Dr. Beam is a young-child specialist who combines consultation, clinical
assessment, and teaching activities.

Birth Date: August 27, 1950

College: Mills College (BA, Psychology), 1972

Graduate Program: Michigan State University (MA, PhD, Clinical Psy-
chology), 1980

Clinical Internship: St. Vincent’s Hospital, New York, NY

Current Job: Adjunct Faculty, California School of Professional Psychol-
ogy (Alameda Campus); and Private Practice

Pros and Cons of Being a Clinical Psychologist:

Pros: “Positive interactions with parents of young children and their
willingness to be involved in altering behavioral problems. Joy of working
with young children and the rapid changes that occur in treatment.”

Cons: “Managed care has posed a serious threat to the therapeutic rela-
tionship and dictates treatment options. Psychologists must be vigilant to
this danger and make every effort to maintain the integrity of the profes-
sion and our ability to determine within the therapeutic relationship
what is best for our clients.”

11
C h a p t e r
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Future of Clinical Psychology: “Psycholo-
gists of the future will need to prepare for the
changing demographics of America and the
impact of managed care. We will need to be
more versatile in our service delivery models,
develop skill in providing short-term treat-
ment and diversify our roles as caregivers to
the community.”

Typical Schedule:
9:00 Teach assessment seminar at California

School of Professional Psychology for
second-year graduate students in clinical
psychology (lecture on testing young
children).

10:00 Assessment seminar continues.
11:00 Assessment seminar continues.
12:00 Provide consultation to foster care/adop-

tion agency. Consult with family who
has adopted an 8-year-old African Amer-
ican boy who has some trouble with at-
tachment to his adopted family as well as
depression and disruptive behaviors at
school.

1:00 Consult with social workers at agency
concerning ways to improve family in-
volvement with a 12-year-old Caucasian
boy with disruptive behaviors associ-
ated with attention deficit hyperactivity 
disorder.

2:00 Provide a training seminar for casework-
ers on signs and symptoms of separation
and attachment disorders among young
children.

3:00 Conduct psychological assessments at
community agency (San Francisco De-
partment of Human Services).

4:00 Intellectual testing of 5-year-old adopted
Latino boy who may have been exposed
to maternal drug use prior to birth.

5:00 Psychological testing of 7-year-old
African American girl who is anxious
and experiences school phobia.

The principles and practices of clinical
psychology can be applied to many

areas of research and clinical service. The
skills developed by a clinical psychologist can
be used to better understand and treat both
children and adults as well as a wide variety
of special populations such as substance
abusers and neglected children. These princi-
ples and skills can also be used in a wide
range of settings including hospitals, clinics,
businesses, government agencies, and even
courts. Most clinical psychologists cannot de-
velop and maintain the skills necessary to
perform competently with all of these popu-
lations and settings. Although many psychol-
ogists maintain a general clinical practice,
more and more are focusing their skills in an
area of specialization. Like many evolving
and maturing fields, clinical psychology has
developed a number of specialty and subspe-
cialty areas.

Many years ago physicians were trained in
general medicine and were often asked to treat
all potential medical problems that emerged in
the community where they practiced. The era
in which almost every physician was a general
practitioner is now long gone. As medicine
has become increasingly sophisticated, many
physicians have focused their training into
specialties such as pediatrics, oncology, psy-
chiatry, radiology, internal medicine, neurol-
ogy, and cardiology. In fact, medical schools
have trouble recruiting people to be general
practitioners in needy areas. These specialties
have further evolved into subspecialties, such
as pediatric oncology and geropsychiatry. Res-
idency and fellowship programs were devel-
oped to train physicians in these specialty
areas and board certification processes were
instigated to certify physicians as competent
in these specific areas of clinical practice.
While many physicians still maintain an es-
sentially general practice (e.g., family physi-
cians and internists), a large number have
chosen to specialize.

Clinical psychology has undergone a very
similar developmental process. Psychologists
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have been historically trained in a general
manner and subsequently have applied their
skills to all patients and problems they could
competently evaluate and treat. As the field
has become more sophisticated regarding
specific problems of interest to clinical psy-
chology, specialties have emerged. Graduate
training programs, internships, and postdoc-
toral fellowship programs have responded to
the era of specialization by training psycholo-
gists in these specialty areas. Finally, similar
to medical board certification, psychology
now offers board certification of psychologists
seeking to claim special expertise in one of a
number of specialty areas.

Some of the more prominent specialty areas
in clinical psychology are health psychology,
child psychology, neuropsychology, and foren-
sic psychology. Subspecialty areas have also
emerged, such as pediatric neuropsychology
and forensic health psychology. Within each
specialty area many psychologists focus their
research and/or practice on a particular popu-
lation or problem area. For example, some
professionals who specialize in clinical health
psychology primarily work in the area of
eating disorders, smoking cessation, or alcohol
abuse. Some who specialize in neuropsychol-
ogy focus their attention on elderly stroke vic-
tims, patients with epilepsy, or individuals
with head and spinal cord injuries. Psycholo-
gists who specialize in working with children
might focus on children with emotional dis-
orders, traumatic histories, or learning-based
disorders. Furthermore, many professionals
maintain expertise in a technique rather than
a problem or patient population. For example,
some psychologists have special expertise in
group or family therapy approaches. The list of
potential specialty and subspecialty areas is re-
markably long.

Some of the specialty areas overlap and
thus are not mutually exclusive. For exam-
ple, a pediatric neuropsychologist might spe-
cialize in head injuries suffered by children

and consequently be called on to undertake a
great deal of forensic work. Thus, such a psy-
chologist may be said to specialize in forensic
pediatric neuropsychology. Another profes-
sional may specialize in geriatric health psy-
chology working with Alzheimer’s patients.
Another psychologist might focus her profes-
sional work in the area of chronic pain and
workman’s compensation litigation and thus
specialize in forensic health psychology. In
short, there are not only numerous specialty
and subspecialty areas but there are many
different ways that these areas blend and
merge together.

How do we make sense of all these specialty
areas? What makes them distinct? Why do so
many overlap? Although there are no simple
answers to these questions, several principles
help to provide some of the answers. First, as
clinical psychology evolves, grows, and ma-
tures, more and more information has become
available through research and practice that
can be applied to specific problems and popu-
lations. In fact, clinical psychology is no longer
limited to issues involving mental illness, and
many clinical psychologists do not work with
mental illness issues at all. Medical problems
such as cancer, head injury, heart disease,
and AIDS as well as legal problems such as
child custody decisions, competency to stand
trial, and product liability are now within
the domain of clinical psychology. Thus, as
clinical psychology has broadened in scope
and focus, specialization has become increas-
ingly necessary. As the field continues to grow
and change, new specialties emerge and others
diminish. Second, contemporary clinical psy-
chology, as previously discussed, uses an
interactive perspective rather than rigid ad-
herence to one particular and limiting orien-
tation. An integrated biopsychosocial model
can be used with many problem areas and
populations allowing for both growth and
overlap of specializations. Third, specific post-
graduate training programs as well as board



324 Roles and Responsibilities

and proficiency certification have become
available in a number of specialty areas. The
establishment of specific training programs
and certification procedures contributes to the
official recognition and monitoring of these
specialty areas.

This chapter cannot hope to do justice to all
of the specialty and subspecialty areas in clini-
cal psychology, but it discusses the four major
contemporary areas of specialization: clinical
health psychology, clinical child psychology,
neuropsychology, and forensic psychology. The
types of clinical and research problems ad-
dressed with each of these specialties will be
highlighted, along with examples of specific
assessment and intervention strategies. Typical
subspecialties within each of the specialties is
also described.

Clinical Health Psychology

Clinical health psychology is currently one of
the most popular and fastest growing special-
ties in clinical psychology. The specialty of
clinical health psychology formally began
around 1980 and has been defined as: “. . .
the aggregate of the specific educational, sci-
entific, and professional contributions of the
discipline of psychology to the promotion
and maintenance of health, the prevention
and treatment of illness, the identification of
etiologic and diagnostic correlates of health,
illness, and related dysfunction, and to the
analysis and improvement of the health care
system and health policy formation”
(Matarazzo, 1982, p. 4). Health psychology is
closely related to the field of Behavioral
Medicine which is defined as: “The interdis-
ciplinary field concerned with the develop-
ment and integration of behavioral and
biomedical science, knowledge, and tech-
niques relevant to health and illness and the
application of this knowledge and these tech-
niques to prevention, diagnosis, treatment,

and rehabilitation” (G. Schwartz & Weiss,
1978a, p. 250).

Thus, whereas behavioral medicine is an in-
terdisciplinary field in which MDs, PhDs, RNs
and other professionals practice, health psy-
chology involves the contribution of one field
(psychology) to problems associated with
health and illness. Health psychologists work
in numerous diverse settings including hospi-
tals, clinics, universities, businesses, govern-
ment agencies, and private practices. They use
the principles of psychology and behavior
change to study and help people cope better
with medical illnesses as well as prevent po-
tential illnesses from developing or worsening.
They conduct research on the relationships
between behavior and health and consult with
organizations to maximize health promoting
behavior and policies while minimizing health
damaging behavior and policies. More than a
trillion dollars are spent each year on health
care in the United States, and a national effort
has been promoted to reduce these costs
through improved health behaviors (Carmody
& Matarazzo, 1991; National Center for Health
Statistics, 2001; S. Taylor, 2003). Health psy-
chology offers effective strategies to deal with
numerous health-related problems and has
been at the forefront of improving health in
America. The brief clinical health psychology
case descriptions, which appear within this
section, demonstrate that many of the inter-
vention strategies used in health psychology
as well as the problems themselves are com-
plex and multidimensional.

Influenza, measles, tuberculosis, and other
infectious diseases were the cause of most
deaths in the United States during the first
part of the twentieth century and in earlier
times. During the past 100 years medical ad-
vances have conquered many of these prob-
lems. Today, lifestyle factors that reflect health
damaging behavior patterns account for most
deaths in all developed countries. Smoking,
high-fat diets, sedentary lifestyles, unsafe
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sexual practices, accidents, and other “behav-
ioral pathogens” (Matarazzo, 1984) are the
culprits in at least 50% of the top ten leading
causes of death (Centers for Disease Control,
2000; Institute for the Future, 2000; K. Mur-
phy, 2000; National Center for Health Statis-
tics, 1993, 2001; S. Taylor, 2003). Heart disease,
cancer, stroke, and other common killers are
also closely associated with lifestyle factors. As
a nation, we eat and drink too much, exercise
too little, and develop habits that compromise
our health. Therefore, most health problems of
today are intimately tied to problems in behav-
ior. In fact, research demonstrated that the pri-
mary causes of illness are due to emotions,
cognition social relations, and behavior (N.
Johnson, 2003). Health psychology hinges on
the understanding that by changing unhealthy
behavior, a range of significant health prob-
lems can be eliminated or minimized (Institute
for the Future, 2000).

The principles of clinical psychology have
been used to help people live more healthy
lifestyles in order to avoid developing ill-
nesses. These principles have also been used
to help treat illnesses once they have devel-
oped. Diabetes, cancer, heart disease, arthri-
tis, asthma, AIDS, autoimmune diseases such
as lupus and multiple sclerosis, chronic pain
control, and other serious health problems
have all been of interest to health psycholo-
gists. Individual and group psychotherapy,
education, biofeedback, relaxation training,
coping skills training interventions, and other
strategies have been effectively used to treat
many of these problems. In fact, psychologi-
cal interventions such as biofeedback and 
relaxation training have become the primary
treatment of choice for a number of health
problems such as irritable bowel syndrome
and Raynaud’s disease. Health psychology
presents an excellent example of the contem-
porary and integrative biopsychosocial ap-
proach to both medical and mental health
problems. Interventions integrate medical

treatment along with education, psychother-
apy, social support, social engineering, and
other approaches to maximize health and
minimize illness. While there are numerous
health behaviors and illnesses that are of in-
terest to contemporary clinical health psy-
chologists, several stand out as especially
compelling current problems that have re-
ceived tremendous attention from health
psychology in recent years. These include
smoking, obesity, alcohol consumption,
stress management, AIDS, and chronic pain.
These issues are briefly highlighted here.
Table 11.1 is a list of many of the topics of in-
terest to health psychologists.

Smoking

Smoking cigarettes is considered to be the
largest preventable cause of premature death
in the nation (American Heart Association,
2001; M. McGinnis, Richmond, Brandt, Win-
dom, & Mason, 1992; U.S. Department of
Health and Human Services, 1983, 1990a; S.
Taylor, 2003). The Institute of Medicine
(2000) reports 4 million deaths in the United

Table 11.1 Health Psychology Areas
of Focus

Alcohol Smoking

Irritable bowel syndrome Eating disorders

Panic disorders Hypertension

Raynaud’s disease Asthma

Cardiovascular disease Ulcers

Pain Headache

Diabetes Cancer

Spinal injuries Epilepsy

Sleep disorders Cystic fibrosis

AIDS Stress

Sexual disorders Substance abuse
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States during 1998 were attributed to smok-
ing with an estimated 3.4 million in 2020.
Smoking has been associated with many ill-
nesses including cancer and heart disease (M.
McGinnis et al., 1992; McKim, 1991; S. Tay-
lor, 2003). Furthermore, smokers are more
likely than nonsmokers to engage in other
health damaging behaviors such as eating
high-fat foods and leading sedentary lifestyles
(French, Hennrikus, & Jeffery, 1996). Health
psychology has been involved in all aspects
of smoking cessation as well as psychoeduca-
tional programs to prevent people from be-
ginning the smoking habit. Although almost
everyone knows that smoking is damaging to
health, approximately 25% of the American
adult and teenage population smokes (Na-
tional Center for Health Statistics, 1996,
2001). Fortunately, the number of adults
who smoke has decreased in recent years (M.
McGinnis et al., 1992; National Center for
Health Statistics, 1999, 2001). Intervention
programs and public policies of various sorts
have been useful in decreasing the number
of adult smokers. However, the percentage of
teenagers who smoke has tragically in-
creased steadily in the past decade. In fact,
today about 30% of male teens and 25% of
female teens smoke (National Center for
Health Statistics, 1999, 2001).

People generally begin the smoking habit
during their teenage years due to peer pres-
sure, cultural norms, modeling of family,
friends, and celebrities, as an act of rebellion,
an assertion of independence, and a host of
other reasons (Chassin, Presson, Rose, &
Sherman, 1996; Redmond, 1999; U.S. Sur-
geon General, 1994). As opposed to many
other unhealthy habits such as the consump-
tion of high-fat foods, people generally report
that smoking is an acquired taste. In other
words, the pleasurable effects of smoking
tend to occur after a number of initial at-
tempts at smoking and not during the first
few smoking episodes. In fact, smoking may

initially result in coughing, headache, nausea
or other aversive symptoms. Once accus-
tomed to smoking, however, the addictive
qualities of nicotine as well as the psycholog-
ical dependence associated with smoking re-
sult in a very difficult habit for most people
to break. Furthermore, anxiety, depression,
irritability, and anger are associated with
nicotine withdrawal (S. M. Hall, Munoz,
Reus, & Sees, 1993). Therefore, smoking
often is used to avoid the negative conse-
quences of nicotine withdrawal.

The majority of people who attempt to quit
smoking are unsuccessful (Cepeda-Benito,
1993; Ockene et al.,  2000). While some peo-
ple are able to quit smoking on their own,
many need professional assistance in stopping
the habit (American Cancer Society, 2001).
Treatments include biological interventions
such as the nicotine patch and gum, which
supply a constant dose of nicotine without the
detrimental effects on lungs or other organs
induced by smoking. These treatments provide
the drug effect without the psychological and
social reinforcement that maintains the psy-
chological dependence on smoking. Other
treatment approaches include psychological
interventions such as problem solving and
coping skills training, hypnotherapy, biofeed-
back, and behavior modification approaches.
Educational and social interventions such as
group support are also used (Ockene et al.,
2000; Pomerleau & Pomerleau, 1988; J.
Schwartz, 1987; Zhu, Stretch, Balabanis, &
Rosbrook, 1996). Finally, social engineering
and public policy approaches such as smoking
bans in public places also discourage smokers
from maintaining their habit. Research indi-
cates that multimodal and integrative biopsy-
chosocial approaches tend to work best in
treating smokers (S. M. Hall et al., 1993; Hat-
sukami, Jensen, Allen, & Grillo, 1996;
Hughes, 1993; Ockene, 1986; Prochaska,
Velicer, DiClemente, & Fava, 1988). Thus, fad-
ing dependence on nicotine by using a nicotine
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patch along with cognitive-behavioral coping
strategies in the context of a support group
may work best. Community-wide interven-
tions such as the Stanford Heart Disease Pre-
vention Project (Meyer, Nash, et al., 1980)
among others (Zhu et al., 1996) have also
had some success at decreasing smoking be-
havior in entire communities.

Preventing people from starting to smoke
through educational campaigns has also met
with some limited success. Peer modeling ap-
proaches, role-playing ways to cope with so-
cial pressure, self-monitoring of smoking
attitudes and behavior, videotaped presenta-
tions, and other methods have been used. Al-
though not always effective, research indicates

SPOTLIGHT

Prevention in Health Care Settings
Sadly, the major causes of death (especially for children and adolescents) is
related to preventable health and lifestyle behaviors (S. Taylor, 2003; U.S.
Department of Health and Human Services, 2000a, 2000b). Healthy People
2000 and Healthy People 2010 are two reports by the U.S. Department of
Health and Human Services that have clearly articulated the health objec-
tives for the United States that mostly involve changing health behaviors.
For example, the leading cause of death among children and teens are ac-
cidents and most of these accidents are due to motor vehicle accidents.
Furthermore, at least half of these accidents are alcohol related (S. Taylor,
2003; U.S. Department of Health and Human Services, 2000a). Among
adults, it is estimated by the same government reports that half of all
deaths are related to behavioral factors such as smoking, drinking alcohol
to excess, poor diet, sedentary lifestyles, unsafe sexual practices, homi-
cides, and suicides. Health care settings such as local hospitals and health
clinics as well as other community settings that people frequent (e.g.,
schools, sporting events, churches) offer a potentially useful opportunity
to help educate people as well as screen and intervene in problem areas
such as those noted. There are a number of examples of quality prevention
programs used in health care settings that have improved the behavior of
target populations as well as being cost effective (see Bennett-Johnson &
Millstein, 2003 for a review). These include weight control, prenatal care,
lead poisoning, and sexually transmitted diseases such as HIV/AIDS among
other problems. Clinical psychologists help to design and implement these
programs as well as offer consultation and educational resources and ser-
vices to various at risk target populations. For example, many African
Americans are at risk for the development of heart disease such as hyper-
tension (S. Taylor, 2003). Offering blood pressure and cholesterol screen-
ings on church property after church services have been used in a wide
variety of communities in order to assist in finding and potentially pre-
venting heart disease from developing among an at-risk population.
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that these programs do prevent many at-risk
children and adolescents from beginning to
smoke (Carter, Bendell, & Matarazzo, 1985;
M. McGinnis et al., 1992; Ockene et al., 2000).

Obesity

Overweight, often defined as weighing 20%
more than ideal, affects approximately 60% of
the adult American population while obesity
affects 30% of Americans (Kopelman, 2000;
Koretz, 2001). As smoking is decreasing in the
United States, obesity is on the rise. Especially
disturbing is the fact that up to 25% of chil-
dren are overweight, with 80% of them be-
coming obese adults (Centers for Disease
Control and Prevention, 2001; Coates &
Thoresen, 1981). Obesity has been associated
with coronary heart disease, cancer, gall blad-
der disease, skeletal-joint problems, diabetes,
infections, and many other illnesses (Brownell
& Wadden, 1992; Kopelman, 2000; Stoll,
1996; Von Itallie, 1985). Morbid obesity (i.e.,
weighing 100% above ideal weight) is associ-
ated with premature death due to a wide spec-
trum of illnesses. Obesity, like smoking, has
become a serious national health problem.

Biopsychosocial factors have been found
to contribute to the development of obesity.
Research has shown that genetic factors and
family history account for up to 60% of the
variance in body fat (C. Bouchard & Perusse,
1996; Price, 1987). Lifestyle factors such as
sedentary behavior, high-fat food consump-
tion, and television viewing have also been as-
sociated with obesity. Psychological and social
factors such as stress, depression, access to a
variety of highly attractive foods, and culture
also play roles in the development of obesity
(Shell, 2002). The complex interaction be-
tween biological vulnerability in combination
with psychological and social factors clearly
demands an integrative biopsychosocial ap-
proach to prevention and treatment (Brownell

& Wadden, 1992; Institute of Medicine, 2001;
Shell, 2002).

Like smoking, the majority of those trying
to lose weight are not successful (Agras,
Berkowitz, Arnow, & Telch, 1996; Fairburn
& Brownell, 2002; National Institute of
Health, 1992). While most people try to diet
on their own to lose weight, many choose to
join community weight loss programs such
as Diet Ease, Jenny Craig, Weight Watchers,
Overeaters Anonymous, and Take Off Pounds
Sensibly (TOPS). These programs also gener-
ally use an integrative approach combining
medical intervention with social support,
education, and counseling (Wang, Wadden,
Womble, & Noras, 2003). In fact over
500,000 people attend these community pro-
grams each year (S. Taylor, 2003). Others use
medically supervised programs offered by
medical centers and clinics throughout the
country (e.g., Agras et al., 1996). The weight
loss industry is a multibillion dollar industry.
Sadly, the vast majority of those who attempt
to lose weight either on their own or in an or-
ganized and professionally run program do not
maintain their weight loss (Wang et al., 2003).
In fact about 95% of those who lose weight
tend to regain all weight lost within five years
(Brownell, 1993; Wadden et al., 1989).

Treatments for obesity reflect the biopsy-
chosocial model. Treatments include surgery,
medication, and very low calorie liquid diets
for those who are morbidly obese. Behavioral
modification, problem-solving coping strate-
gies, hypnotherapy, psychotherapy, group sup-
port, nutritional information programs, and
exercise programs are also used to treat obe-
sity. Multimodal approaches thus integrate
medical intervention along with various forms
of education and counseling. In addition to in-
dividual treatment, public health and informa-
tional approaches have also been used (Jeffery,
1988; Meyer, Maccoby, et al., 1980; Wang
et al., 2003). Multimodal treatments integrating
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biopsychosocial factors tend to be most suc-
cessful (Agras et al., 1996; Brownell, 1993;
Fairburn & Brownell, 2002; S. Taylor, 2003).

Alcohol Abuse

Alcohol abuse remains a major threat to the
health and well-being of many (Center for the
Advancement of Health, 2001). Alcohol abuse
is estimated to cost the nation $184 billion per
year with 10% of all Americans considered
as alcoholic or problem drinker (Dorgan & Ed-
itue, 1995; National Institute on Alcohol
Abuse and Alcoholism, 2000). Alcohol is the
third leading cause of death in the United
States (Center for the Advancement of Health,
2001). Almost half of all college-age people
admitted to an alcohol binge of five or more
drinks during the preceding two weeks of a
survey (Presley & Meilman, 1992). College
students ages 18 through 24 have the highest
percentage of problem drinkers of any age
group (Ham & Hope, 2003). Alcohol con-
sumption begins remarkably early in life with
over 50% of Americans reporting some alco-
hol use by age 13 (Pandina, 1986). In addition
to the numerous physical, psychological, and
social problems caused by alcohol related
abuse and dependence, it has been estimated
that 50% of all traffic accidents are alcohol 
related as well as most murders, suicides,
rapes, and violent crimes (National Institute
on Alcohol Abuse and Alcoholism, 2000;
S. Taylor, 2003; Weinhardt, Carey, Carey,
Maisto, & Gordon, 2001). Approximately
100,000 deaths in the United States each year
are due to alcohol consumption (Institute of
Medicine, 2001). Alcohol appears to disinhibit
people’s control over their behavior and makes
them less concerned about the consequences
of their actions.

Like smoking and obesity, biopsychosocial
factors are associated with both the develop-
ment of alcohol-related problems and their

treatment. Alcohol problems are associated
with genetic and biological vulnerability
(Finney & Moos, 1991; Goodwin, 1986), and
many individuals thus seem to be inherently
predisposed to developing an alcohol-related
problem. Some people are fortunately un-
likely to develop alcohol problems due to
inherited inability to drink alcohol. For ex-
ample, about 25% of Asian individuals have
a negative physiological reaction to alcohol,
which results in little alcohol abuse in that
population. While America has an alcohol
problem prevalence rate of 10%, Taipei has
one that is less than 1% (Yamamoto, Silva,
Sasao, Wang, & Nguyen, 1993). Curiously,
the Korean alcoholism rate is 22%, which is a
rate more than twice that of the United
States. Cultural expectations regarding heavy
drinking appear to override the physiological
tendency toward moderate alcohol consump-
tion in the Korean population (Lee, 1992).

Psychological factors such as anxiety and
depression as well as social factors such as
peer influence, low income, and stress also
play an important role in the development of
alcohol problems (Brennan & Moos, 1990;
Zucker & Gomberg, 1986). Research suggests
that alcohol is often used as a way to buffer
stress and thus becomes a maladaptive coping
strategy (M. Seeman, Seeman, & Budros,
1988; Stewart, 1996). Those who experience
many negative life events as well as little so-
cial support are at risk for developing alcohol
problems (Brennan & Moos, 1990; Stewart,
1996). Furthermore, those who feel a sense
of powerlessness are at risk (M. Seeman
et al., 1988). Drinking alcohol is temporarily
rewarding since it can help people to feel less
stressed and distract them from problems
in living.

Treatment and prevention programs for alco-
hol abuse also reflect the biopsychosocial per-
spective. Alcohol treatment might include the
use of Antabuse (a medication that prevents



330 Roles and Responsibilities

the metabolism of acetaldehyde) which re-
sults in severe nausea and vomiting when al-
cohol is consumed (Nathan, 1993) and
medical detoxification in an inpatient hospital
facility with individual, family, group, and ed-
ucational components. Psychotherapy as well
as group support through professionally run
programs such as Alcoholics Anonymous
(AA) are also beneficial (J. Kelly, 2003;
National Institute on Alcohol Abuse and
Alcoholism, 2000). Relapse prevention ap-
proaches that focus on specific problem-
solving strategies for alcohol abuse have also
been used successfully with alcoholics (Mar-
latt & Gordon, 1985). Once again, multimodal
approaches seem to work best (Center for the
Advancement of Health, 2001; J. F. Kelly,
2003). However, relapse is extremely high.
For example, only about 50% of those treated
for alcohol problems remain sober one year
following treatment (Nathan, 1996) and 75%
of those who join AA drop out within a year
(Alcoholics Anonymous, 1990; National Insti-
tute on Alcohol Abuse and Alcoholism, 2000).

Stress Management

Stress has been associated with the develop-
ment and maintenance of numerous physical
and mental health problems. Ultimately, the
human cost of excess stress is unquantifiable.
Psychological and social stress adversely im-
pacts many systems of the body including the
immune (Ader & Cohen, 1984; Bremner,
2002; S. Cohen, Tyrrell, & Smith, 1993) and
endocrine systems (Krishman, Doraiswamy,
Venkataraman, Reed, & Richie, 1991).
Chronic psychosocial stress has been found to
damage the brain through hypercortisol ac-
tivity in the hippocampus and elsewhere
(Bremner, 2002; Sapolsky, 1990; Sapolsky &
Meaney, 1986). Thus, chronic stress can ac-
tually cause brain damage. People who lack a
sense of control and self-efficacy in their lives
appear especially vulnerable to stress-related

problems (Bandura, 1986; Kobasa, 1982). Fi-
nally, environmental stressors such as
poverty, violence, and other social ills con-
tribute to poor physical and mental health
and similarly need to be addressed at policy,
preventative, and intervention levels.

Stress management has been found
to help people experiencing many physical
and mental health problems including
cancer, heart disease, diabetes, AIDS, and
chronic pain. Social support has also been
found to help in the treatment of stress-related
problems (S. Cohen, 1988; S. Taylor, 2003)
as well as numerous medical problems. For
example, social support and stress manage-
ment strategies provided in group therapy
have been found to assist in helping cancer
patients live longer (Spiegal, 1989). Stress
management techniques such as relaxation
training, meditation, biofeedback, diaphrag-
matic breathing, stress inoculation training,
psychotherapy, visual imagery, and other ap-
proaches have been found useful in reducing
stress (Scheufele, 2000; S. Taylor, 2003).

Acquired Immune Deficiency
Syndrome (AIDS)

Tragically, about a million Americans are
infected with the HIV virus, and close to
500,000 deaths have occurred from Acquired
Immune Deficiency Syndrome (AIDS) in
the United States since 1981 (Brookmeyer,
1996; Centers for Disease Control, 2001;
Chesney, 1993; National Institute of Allergy
and Infectious Diseases, 1999; S. Taylor, 2003).
It is estimated that 58 million people are in-
fected worldwide (Institute for the Future,
2000) and AIDS is now the second leading
cause of death among young Americans ages
25 through 44 (Institute of Medicine, 2001).
Changing problematic high-risk behavior is
the best way to prevent AIDS from spreading
since no vaccine is currently available. Engag-
ing in safer-sex as well as avoidance of shared
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needles among IV drug users are requisites to
minimizing the spread of the infection. Multi-
modal psychoeducational programs that 
involve informational, motivational, skill-
building, sexuality training, and public policy
approaches have proved successful in reducing
high-risk behaviors in a variety of populations
(Ekstrand & Coates, 1990; J. A. Kelly & Kalich-
man, 1995; S. Taylor, 2003). For example, this

type of program reduced unprotected sex in
the San Francisco male gay community from
37% to 2% in one study (Ekstrand & Coates,
1990). Self-management training and social
support have also proved useful in behavioral
change among high-risk groups (J. A. Kelly,
St. Lawrence, Hood, & Brasfield, 1989). Fi-
nally, enhancing self-efficacy and perceived
control over sexual behavior has been found

SPOTLIGHT

Women and AIDS
According to the Center for Disease Control (CDC), HIV/AIDS rates among
adolescent girls and women have increased significantly in recent years.
This is especially true among ethnic minority females such as African
American and Latina women. For example, the percentage of AIDS cases
among women and girls in the United States increased from 7% in 1985 to
25% by 1999 and although minority women represent less than 25% of all
women in the United States, they represent about 75% of all AIDS cases
among American women (Crawford, 2003a). The CDC suggests that psy-
chologists and other health care professional aggressively develop preven-
tion programs that target these at-risk women.

Clinical psychologists often work with at-risk women in both clinical
and research settings. Many at-risk women may need help to better control
their sexual health by avoiding high-risk sexual behavior such as failing to
engage in protected sex. For example, a number of psychologists have de-
veloped prevention programs that assist women in developing better skills
to encourage their male sexual partners to use condoms. Many of these
women may have experienced physical or sexual abuse in the past or
among their current sexual partners and thus helping them to cope more
effectively with their abuse is one way to help them more productively
avoid unsafe sexual activity.

The National Institute of Mental Health is currently conducting a mul-
tisite longitudinal study aimed at minimizing HIV/AIDS among pregnant
teens and young women. The study is a randomized controlled trial of
1,120 participants in both Atlanta and New Haven, Connecticut, where
HIV/AIDS rates among young women are especially high. The project uti-
lizes a structured approach to prenatal care development to hopefully use
the window of opportunity of pregnancy to help these women adopt more
safe sex and other techniques to minimize the odds of getting HIV/AIDS
(Crawford, 2003a).
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to predict safe sex practices (Gerrard, Gib-
bons, & Bushman, 1996; A. O’Leary, 1992).
The battle against AIDS provides another clas-
sic example of a devastating illness that is
completely preventable through behavioral
change (Institute of Medicine, 2001).

Chronic Pain Control

It has been estimated that over 9 million
Americans suffer from chronic pain with
over 100 billion dollars having been spent each
year on medications to decrease various types
of pain (Bonica, 1992; S. Taylor, 2003). The
severity of pain seems only remotely related to

individual reactions to pain. Some people cope
remarkably well with severe pain while others
do not: some people are incapacitated from
somewhat milder forms of pain while others
are not. Pain perception is thus largely a sub-
jective experience with biopsychosocial factors
interacting to determine the unique pain expe-
rience for each person (Banks & Kerns, 1996;
Keefe, Dunsmore, & Burnett, 1992). Psycho-
logical states such as anxiety and depression as
well as pessimism, low self-efficacy, and little
sense of control appear closely related to pain
experience (Banks & Kerns, 1996; Keefe et al.,
1992). Furthermore, those with little social
support generally cope less well with pain

Case Study: Celeste Experiences Type A Personality
and Irritable Bowel Syndrome
Celeste is a 40-year-old Korean American
manager with a Type A personality (e.g.,
competitive, hard-driving, hostile, time 
urgent) and irritable bowel syndrome. She
has frequent stomach aches and alternating
patterns of constipation and diarrhea. Her fa-
ther and grandfather both had colon cancer
and one of her sisters also struggles with irri-
table bowel syndrome. She notices that her
symptoms are worse when she is under
stress. She tends to live life on the edge, al-
ways taking on more things than she can
comfortably handle and waiting until the last
minute to complete work assignments. She
always feels that she is in a rush and reports
that she frequently eats and even makes
phone calls in her car while driving on the
highway to work each morning. Certain
foods seem to make her symptoms worse as
well. Pizza and other high-fat fast foods seem
to increase her stomach complaints.

After consulting with her physician, she
was referred to a clinical health psychologist
for assistance with her symptoms. Reflecting

a biopsychosocial intervention approach, in
addition to her medical treatment, she par-
ticipated in efforts to change her lifestyle
and increase her social support network.
After a careful evaluation, Celeste and the
psychologist agreed to work on many of the
lifestyle factors that contributed to her
symptoms. She agreed to work on develop-
ing a comprehensive relaxation program
that included regular aerobic exercise, di-
aphragmatic breathing exercises, relaxation
imagery, and cognitive restructuring con-
cerning her need to be in a rush so much of
the time. She also worked on changing her
eating patterns to avoid problematic fast
foods. She worked on getting up earlier to
avoid the constant morning rush. She also
worked on increasing her social support net-
work of friends and took efforts to develop a
satisfying intimate relationship. While it
was very difficult for Celeste to alter these
patterns, she did achieve reduction in symp-
toms after several months of consultation.
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(Fordyce, 1988; Jamison & Virts, 1990). Re-
laxation techniques, coping skills training, psy-
chotherapy, biofeedback group therapy, and
cognitive restructuring have all been found
to be useful in conjunction with medical
interventions in the treatment of chronic pain
(Barlow & Rapee, 1991; Keefe et al., 1992;
Mercado, Carroll, Cassidy, & Cote, 2000).

Conclusion

Health psychologists use the principles and
procedures of clinical psychology and apply
them to the field of medicine and health.
Health psychologists are useful in helping
people with a wide variety of health concerns
and illnesses. Many health problems are asso-
ciated with health-damaging behaviors and
therefore health psychologists seek to help
people develop lifestyles that are health pro-
moting rather than health damaging. Eating
healthy low-fat foods, minimizing alcohol

consumption, eliminating smoking and un-
safe sexual practices, wearing seat belts, and
better managing stress minimize the risk of
premature death as well as the risk of devel-
oping a long list of health problems. Once
health problems occur, health psychologists
are involved with helping people cope better
with their illnesses and minimize exacerba-
tion or worsening of symptoms. Obtaining
social support, learning information about
the illness, finding strategies to cope with
pain, adhering to the medical treatment regi-
mens, and better understanding underlying
causes of noncompliance to medical treat-
ments are all of interest to health psychology.

Child Clinical Psychology

Child clinical psychologists specialize in
working with children and their families.
Specializing in child and family work is

Case Study: Weight Loss Treatment Program
People who are morbidly obese or 100%
above ideal weight are offered a group treat-
ment program through a university hospital.
The program combines a very low-calorie
diet along with nutritional information,
group support, medical monitoring, and a
variety of psychological and social interven-
tions. Patients are interviewed to ensure
that they are appropriate for the group. Ap-
plicants with severe personality or other
mental disorders or medical disorders that
contraindicate rapid weight loss are not in-
cluded in the program. Patients participate
in weekly group meetings for six months
while they use a very low-calorie liquid food
product. The weekly group meetings include
social support discussion of issues important
to individual group members as well as 

information about diet, exercise, food prepa-
ration, and contending with social situations
involving food. Patients have a weekly med-
ical appointment to ensure that their med-
ical status is stable and that their weight
loss is carefully monitored. Following six
months of liquid diet, food is gradually rein-
troduced beginning with packaged frozen
foods and eventually, self-prepared foods.
Packaged foods are used to minimize deci-
sion making regarding preparation and
portion control. After about a year of the
weekly program and a significant reduction
in weight loss, group members are invited to
participate in a twice per month mainte-
nance group where support and information
are available to assist in the challenging task
of weight loss maintenance.
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enormously popular among clinical psychol-
ogists (R. T. Brown, 2003; Mash & Barkley,
1989). In fact, as discussed in Chapter 2,
most of the earliest clinical psychologists at
the turn of the twentieth century specialized
in working with children. Today, these psy-
chologists obtain training in developmental
psychology and both child assessment and
treatment. They commonly work in commu-
nity mental health clinics, child guidance
clinics, schools, children’s hospitals, and pri-
vate practices. Some of the common problem
areas that are the focus of work for child
clinical psychologists include physical and/or
sexual abuse, attention deficit hyperactivity
disorder, conduct disorders, learning disor-
ders, autism, enuresis (bed wetting), depres-
sion, and school phobia. These psychologists 
may provide consultation to school teachers,
school counselors, pediatricians, day care
workers, parents, and others. They may assist
teachers in classroom behavior management

or assist parents in developing better parent-
ing skills. Table 11.2 presents a list of topics
of interest to child clinical psychologists.

Pediatric psychology is a blend of child
clinical psychology and health psychology,
and is often called child health psychology.
Pediatric psychologists are child clinical psy-
chologists who generally work with children
and families in hospital settings where sig-
nificant medical disorders are prominent in
the clinical picture. These medical problems
might include cancer, epilepsy, diabetes, or
cystic fibrosis (Powers, Shapiro, & DuPaul,
2003; Rudolph, Dennig, & Weisz, 1995). The
pediatric psychologist might offer pain man-
agement strategies to children or help the
family cope more effectively with under-
standing and assisting a child undergoing sig-
nificant medical problems. They may help
the child and family cope with invasive
medical procedures, anxiety and depression,
or noncompliance with medical treatment.

Case Study: Joe Experiences Alcoholism
Joe is a 32-year-old Caucasian man with a
severe alcohol problem. He reports that he
drinks two bottles of wine per evening as
well as a fifth of Scotch over the course of
the week. His wife and children are very
worried about his alcohol consumption
and have insisted that he seek help from a
psychologist specializing in alcohol abuse
treatment.

Joe admits that he has an alcohol prob-
lem and feels that his stressful job con-
tributes to the problem. He works in sales
and has trouble reaching his sales quotas
each month. Furthermore, he feels that his
boss dislikes him a great deal and wants to
find a way to fire him. Joe considers him-
self a wine connoisseur and enjoys collect-
ing, tasting, and reading about fine wines.

He says he has a special fondness for French
wines from the St. Emilion region of South-
ern France.

After several sessions, Joe agrees to par-
ticipate in an AA program near his home. He
also agrees to see his physician to talk about
the medical ramifications of his drinking.
Psychotherapy focused on his stress at work
and his extremely high expectations for
himself and for others. Exercise and other
more health-promoting behaviors were en-
couraged. Joe also had several treatment
sessions with his wife in attendance to work
on marital conflicts both involving and un-
derlying his alcohol consumption. After a
drinking binge, Joe was arrested for driving
under the influence of alcohol and only then
agreed to urine alcohol screening.
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They may act as a consultant to various
medical units and departments to assist
physicians, nurses, and other professionals
in responding to the emotional and behav-
ioral sequelae of severe medical illnesses
in children (R. T. Brown, 2003; Rodrigue,
1994; Rudolph et al., 1995). Pediatric psy-
chologists also may assess neuropsychological
functioning, level of cognitive functioning,
psychosis, and offer individual, group, and
family therapy.

Attention Deficit
Hyperactivity Disorder

Attention Deficit Hyperactivity Disor-
der (ADHD) has received a great deal of
national attention in recent years, being fea-
tured in the cover stories of major news mag-
azines such as Time and Newsweek and as the

topic of several best-selling books. Child clin-
ical psychologists are frequently asked to
conduct evaluations to diagnosis ADHD; pro-
vide individual, family, and group treatment
for ADHD children; and consult with teach-
ers, pediatricians, and parents about social,
behavioral, emotional, medical and educa-
tional interventions with ADHD children.
Many psychologists are at the forefront of re-
search and public policy campaigns concern-
ing ADHD (e.g., Barkley, 1993, 1996, 2000;
Pelham, 1993). It is currently one of the most
frequently encountered clinical issues faced
by many child clinical psychologists.

ADHD effects approximately 3% to 5%
of children, but is primarily found in boys
(American Psychiatric Association, 2000;
Barkley, 1993, 2000). Symptoms include
an inability to sustain attention and concen-
tration as well as problems with impulsivity,

Table 11.2 Examples of Diagnostic Problem Areas of Focus among
Child Clinical Psychologists

Attention deficit hyperactivity disorder Conduct disorders

Learning disabilities Autism

Asperger’s disorder Pervasive developmental disorders

Tourette’s disorder Tics

Encopresis Enuresis

Separation anxiety School phobia

Selective mutism Social anxiety and phobia

Child abuse and neglect

In Hospital Settings

Cancer Asthma

Seizures Diabetes

Headaches Cystic fibrosis

Medical problems resulting from child abuse and neglect

Coping with painful medical procedures
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SPOTLIGHT

Disabilities and the Americans with
Disabilities Act (ADA)
There are about 50 million Americans (of the 281 million) who experi-
ence a physical or mental disability covered by the Americans with Dis-
abilities Act (Wellner, 2001).

According to the American Medical Association (2001) the most com-
mon forms of disabilities include arthritis, back and spine problems, and
cardiovascular disease. Sadly, only 29% of those who experience disabili-
ties work while 72% want to work (National Organization on Disability,
1998). Of those who work, those with disabilities earn only 66% of the
income those without disabilities earn with the earning power of minority
persons with disabilities even less (Atkinson & Hackett, 1998).

The Americans with Disabilities Act (ADA) was signed into law during
1990 and sought to assist those with disabilities with potential discrimina-
tion. In addition to medical disabilities, the act also includes psychiatric
disabilities as well as depression, bipolar, schizophrenia, personality disor-
ders, obsessive-compulsive disorder, and panic. Substance abuse, impulse
control disorders such as gambling and sexual impulse disorders are not
covered under the ADA.

The ADA sought to help disabled persons from experiencing discrimina-
tion and allow them to obtain reasonable accommodations in their work,
school, and other environments. These accommodations might include
wheel chair access to buildings and offices, restrooms, elevators, as well as
sign-language interpreters, large print materials, access for guide animals,
and so forth.

Clinical psychologists must be attentive to their own feelings and reac-
tions to people with disabilities as they would regarding anyone from a dif-
ferent culture or experience than their own. Psychologists need to help
those with disabilities cope with the challenges that they face such as deal-
ing with misunderstandings, prejudice, employment discrimination, and so
forth. Psychologists must be abreast of both the ethical and legal guidelines
applicable to those with disabilities as well as the limitations of their ser-
vices (especially testing services) for these populations. Psychologists can
better help their clients with disabilities if they are also aware of commu-
nity resources and services that are available to them.
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overactivity, irritability, and moodiness.
Children with ADHD often have trouble get-
ting along with peers and are usually disrup-
tive at home and in the classroom. ADHD
children tend to be very active, oppositional,
and often get in trouble at both home and
school (Barkley, 1989, 1993, 2000; Bradley
& Golden, 2001; Waschbusch, 2002). Rest-
lessness and impulsivity are generally not
tolerated well by parents, peers, and teach-
ers. Attention and organizational problems
among ADHD children are usually lifelong
problems (Barkley, 1989, 2000). Adults who
experienced ADHD as children often report
that they have similar trouble with atten-
tion, impulsivity, and interpersonal relation-
ships as adults. Furthermore, they are also
much more likely to develop antisocial and
criminal behavior, underachievement, and
both emotional and relational problems as
adults (S. Young, Toone, & Tyson, 2003).

Biopsychosocial factors play a role in the eti-
ology, manifestation, and treatment of ADHD
(Bradley & Golden, 2001; Diller, Tanner, &
Weil, 1996; M. C. Edwards, Schultz, & Long,
1995). Brain functioning in certain regions of
the cortex and heredity are believed to play
significant roles in the development of ADHD
(Barkley, 1996, 2002; Beiderman et al., 1992;
Frick, Strauss, Lahey, & Christ, 1993; Wilens,
Beiderman, & Spencer, 2002). People with
ADHD tend to have less brain activity in the
frontal cortex and basal ganglia area than con-
trols when tested (Bradley & Golden, 2001; Za-
metkin et al., 1990). ADHD also appears to be
more common in family members with at least
one other ADHD member (Barkley, 1993,
1996, 2000). Psychological and social factors
such as child abuse have also been associated
with the development of ADHD symptoms
(Diller et al., 1996). Children with ADHD usu-
ally receive a great deal of negative attention
from parents, siblings, teachers, and peers,
which results in few friendships, frequent teas-
ing, and other social problems. These children

often develop depression and low self-esteem
as a result of these social interactions (Barkley,
1989, 1993, 1996, 2000). They also often ex-
perience learning disabilities, and develop con-
duct and substance abuse disorders later in life
(American Psychiatric Association, 2000;
Levin, 2003a, 2003b).

ADHD is not easy to diagnose. Many biopsy-
chosocial factors might contribute to impul-
sivity, inattention, and disruptive behavior
without constituting ADHD per se. Marital dis-
cord, physical and/or sexual abuse, depression,
posttraumatic stress disorder, poor child-
rearing practices, learning disabilities, conduct
disorders, and other problems may all result in
ADHD-like symptoms (Barkley, 1996, 2000;
M. C. Edwards et al., 1995). Parents, teachers,
and pediatricians may also quickly diagnose
ADHD without a careful evaluation. Many
parents are invested in obtaining an ADHD di-
agnosis rather than confronting that their child
rearing practices are faulty or that there exists
other emotional factors to account for the
problematic symptoms. A careful diagnosis
usually involves a thorough history, a close re-
view of the child’s behavior at home and at
school, as well as psychological, cognitive, and
educational testing.

Treatment of ADHD also reflects the bio-
psychosocial interplay of factors involved in
the development and maintenance of ADHD
symptoms. Stimulant medication such as Rit-
alin is often used and improves ADHD symp-
toms in approximately 75% of all cases
(Pelham, 1993; Swanson et al., 1993; Wilens
et al., 2002). However, stimulant medication
has been found to improve attention and con-
centration even among many non-ADHD
children. Cognitive problem-solving strategies
to help children learn to think before acting
have proved successful with ADHD children
(Hinshaw, 2003; Kendall & Braswell, 1985;
Whalen, Henker, & Hinshaw, 1985). Relax-
ation training and biofeedback have also
shown some promise (Hinshaw, 2003; Raymer
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& Poppen, 1985). Parent and teacher consul-
tation is also an important adjunct in success-
ful treatment (Barkley, 1993, 1996, 2000;
Fiore, Becker, & Nero 1993; Swanson et al.,
1993). Group social skills training is also often
used to help ADHD children learn to get along
better with other children. A multimodal ap-
proach addressing biopsychosocial factors ap-
pears to be most comprehensive and effective
(Barkley, 1993, 1996, 2000; Diller et al.,
1996; Hinshaw, 2003; Waschbusch, 2002;
Wilens et al., 2002).

Learning Disorders

Learning Disorders (LD) are another com-
mon clinical problem faced by child clinical
psychologists. A learning disorder is diagnosed
when a child experiences a cognitive process-
ing impairment (e.g., visual-motor, auditory),
which impedes academic achievement in rela-
tion to aptitude measured by intellectual func-
tioning (i.e., IQ). Many children experience
problems in reading, writing, mathematics,
and other academic areas as a result of one or
more learning disorders. While many children
perform poorly in various school subjects
due to lack of motivation and interest, poor
study skills, or psychological, family, or social
problems that interfere with school perfor-
mance, many children have a learning disor-
der, which hinders their performance (Levine,
2003a, 2003b). It is estimated that about 20%
of school children have a diagnosable learning
disorder with boys being much more vulner-
able to this problem than girls (American
Psychiatric Association, 2000; Heaton, 1988).
Learning disorders are a risk factor for drop-
ping out of school (American Psychiatric Asso-
ciation, 2000; Levine, 2003a, 2003b; Wagner,
1990), adult unemployment (E. Shapiro &
Lentz, 1991), and other psychological and so-
cial problems (Levine, 2003a, 2003b; O. Rus-
sell, 1997; Spreen, 1988). Children with
learning disorders often have negative school
experiences and are more likely to experience

low self-esteem, depression, anxiety, and dis-
ruptive behaviors. Learning disorders often
evade detection by parents and teachers who
may alternately attribute difficulties in school
to laziness, low intellectual ability, opposition-
ality, or other social or emotional problems
(Levine, 2003a, 2003b).

Like ADHD, learning disorders have re-
ceived a great deal of clinical, research, and
media attention in recent years. Fairly re-
cently, many colleges have begun to offer
special admission consideration to learning
disabled applicants. Untimed tests are also
available at many schools and during national
examinations such as the Scholastic Aptitude
Test (SAT). Fortunately, learning disorders
have received enough attention to alert many
parents, teachers, school administrators, and
others of this potential basis of children’s diffi-
culties in school. However, learning disorders
have also become a popular diagnosis, which
nonlearning disordered children and their par-
ents seek in order to obtain the advantage of
untimed SATs and school exams as well as spe-
cial consideration for college admission.

Like ADHD, learning disorders are not al-
ways easy to diagnose (Levine, 2003a, 2003b;
O. Russell, 1997). Many different problems
can be associated with poor school perfor-
mance. Psychological and social problems,
marital discord, poor motivation, low apti-
tude, poor nutrition, large class sizes, stress,
illness, poor teaching, and a host of other fac-
tors may contribute to poor school perfor-
mance by any given child. Additionally, many
children with serious psychiatric or medical
problems also appear to have learning disor-
ders (real or supposed). Children with
ADHD, Pervasive Developmental Disorders,
Asperger’s syndrome, depression, posttrau-
matic stress disorder, cultural or language
differences, and other problems often have
trouble with school performance.

The diagnosis of learning disorders is usu-
ally made by child clinical psychologists in
consultation with educational specialists. 
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Intellectual, educational, and psychological
testing along with interviews of teachers, par-
ents, and the child are used to evaluate a po-
tentially learning disordered child. Generally,
a learning disorder is defined as a statistically
significant difference between aptitude and
achievement as well as a diagnosable process-
ing problem, which might include visual or
auditory difficulties. However, each state se-
lects a specific criteria for the diagnosis and
this criteria varies a great deal from state to
state. For example, a 22.5 point difference
(one and one-half standard deviation units)
between aptitude assessed by a standard IQ
test and achievement must be documented to
meet the California state criteria for a learn-
ing disability.

A classic example of a learning disability is
dyslexia, a reading disorder that involves let-
ter reversals such as confusing a “b” with a
“d.” Dyslexia makes reading and learning dif-
ficult and can involve both visual and/or
auditory discrimination problems. Aptitude
testing is conducted using the standard IQ
tests described in Chapter 8. Achievement
testing involves educational testing as also
described in Chapter 8. While psychologists
frequently conduct both types of testing, they
often work in conjunction with educational
specialists who provide the achievement test-
ing while the psychologist conducts the apti-
tude and psychological testing.

In addition to learning disabilities that 
involve reading, writing, math, and other
academic skills, learning disabilities that pri-
marily involve social relationships also im-
pact children. Asperger’s syndrome and
Nonverbal Learning Disability are two exam-
ples in which academic performance may be
acceptable but social skills significantly im-
paired. These children often are unable to ad-
equately interact with peers and teachers and
have difficulty interpreting and responding to
the subtleties of social interaction.

Prevailing theories concerning the etiology
of learning disorders involve genetic and neu-

rological factors. Several studies have sug-
gested that learning disorders are heritable
(Cardon et al., 1994; Myers & Hammil, 1990;
Pennington & Smith, 1988). Other researchers
suggest that early childhood or prenatal brain
damage might cause learning disorders (Hynd
& Semrud-Clikeman, 1989; O. Russell, 1997).
These biological influences interact with psy-
chological, social, and educational issues to
result in the manifestation of learning disor-
ders. Relationships with parents and teachers
as well as the child’s personality, ability to
compensate for deficits, cultural expectations,
and other factors are all integral to the ex-
pression and repercussions of learning disor-
ders. Optimal treatment therefore reflects this
biopsychosocial perspective. Special tutoring
and computer-assisted techniques that help in
compensating for the learning problems have
proven useful. Furthermore, psychotherapy,
parent education, and teacher consultation
are also ideally incorporated into intervention
programs. Children often need family and
school support as well as psychotherapy to
come to terms with a learning disability diag-
nosis. Feeling different from others, damaged,
and contending with the self-esteem, de-
pressive, and anxiety symptoms potentially
associated with learning disorders requires in-
dividual, family, and/or group psychotherapy
(Levine, 2003a, 2003b).

Child Abuse and Neglect

Many clinical child psychologists and pedi-
atric psychologists are involved in evaluation,
treatment, research, and policy development
concerning child abuse and neglect (Emery
& Laumann-Billings, 1998). Sadly, many
children are physically, sexually, and/or emo-
tionally abused by parents, stepparents, other
family members, family friends, and even
strangers. Some high profile cases involving
abduction and murder, such as the Polly Klaas
case in Petaluma, California, receive national
and international attention and highlight the
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hideous problem of violence toward children.
However, unlike such well-known cases, par-
ents rather than strangers are responsible for
the vast majority of children being abused,
neglected, and even murdered. In fact, it is es-
timated that about 97% of all child abuse
cases involve one or both parents as the per-
petrator of the abuse (American Humane As-
sociation, 1984; U.S. Department of Health
and Human Services, 2000). Both boys and
girls appear to be mistreated at about the
same rate. There were 879,000 cases of docu-
mented child abuse reported in 2000 with
63% being neglect cases, 19% being physical
abuse cases, and 10% being sexual abuse
cases. Sexual abuse cases tend to be more
common among female victims (1.7 victims
per 1,000) than male victims (0.4 victims per
1,000) according to the U.S. Department of
Health and Human Services (2000).

A number of risk factors are associated
with people who are more likely to abuse
their children (J. Faust, Runyon, & Kenny,
1995). The most prominent of these includes
a personal history of abuse. Thus, parents
who abuse their children generally were
abused by their parents when they were chil-
dren (Chafel & Hadley, 2001; J. Faust et al.,
1995; Garbarino & Stocking, 1980). Alcohol
and drug abuse, socioeconomic stress, occu-
pational and marital stress, poor coping skills,
and impulse control problems all contribute
to potential abuse (J. Faust et al., 1995).
While child abuse and neglect is found in all
segments of society, it generally comes to the
attention of child protection services and law
enforcement among the poor and disadvan-
taged (Chafel & Hadley, 2001).

All psychologists in every state are man-
dated to report suspected child abuse and neg-
lect to child protective services and/or
the police (Deisz, Doueck, & George, 1996;
McDevitt, 1996). Therefore all psychologists
must be trained in the signs and symptoms of
child abuse. Child clinical psychologists are

frequently involved in the assessment of possi-
ble abuse, in child custody evaluations, and
in the treatment of both abused children
and their families. Child clinical psychologists
also often offer psychoeducational classes
to help abusive parents learn better ways
of interacting with their children. Child clini-
cal psychologists might also work with legal
professionals to determine appropriate home
placements for abused children.

Children who are abused often suffer from
anxiety, depression, oppositional and conduct
disorders, and other problems (Barkley, Mash,
Heffernan, & Fletcher, 2003; Willis, 1995).
Troubles with trust, chronic fear, bodily vul-
nerability, self-esteem, and shame are also
common. Abused children are also more likely
to develop eating disorders as well (Goldfarb,
1987). Perpetrators of abuse often suffer from
alcohol abuse and other problems associated
with having been victimized themselves
as children. Treatment of both victims and
perpetrators of abuse can be very difficult
(Kendziora & O’Leary, 1993). Funding of child
abuse treatment programs frequently are
reduced and eliminated during government
budget cutting periods. The embarrassment
and humiliation of being abused often pre-
vents children, especially adolescents, from
acknowledging victimization and willingly
participating in treatment. The same is true of
perpetrators, who also may face criminal pros-
ecution. Many abused children find them-
selves living in various foster homes or with
relatives, rendering consistent treatment a
challenge. In addition to the victimization of
the abuse, usually the child, rather than the
victimizing parent, is taken from the home
and placed in a new environment. Parents,
foster parents, and other guardians are often
wary and skeptical of mental health services
that may be perceived as being closely con-
nected with law enforcement. Treatment
dropout among perpetrators of child abuse is
remarkably high and estimated to be about
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90% in the absence of court involvement and
about 40% when it is specifically mandated by
the courts (Wolfe, Aragona, Kaufman, & San-
dler, 1980). Efforts by the courts and policy
makers to preserve families by trying to keep
abused children with abusive parents can
dangerously backfire with repeated abusive
episodes occurring even during treatment.

A unique form of child abuse seen among
pediatric psychologists working in hospital set-
tings include factitious disorder or Munchausen’s
by proxy disorder (Sanders, 1995). A factitious
disorder involves the “intentional production
or feigning of physical or psychological signs or
symptoms” (American Psychiatric Association,
2000). In Munchausen’s by proxy disorder, a
parent (usually the mother) obtains gratifica-
tion from the attention and support she re-
ceives from medical personnel when her child
is ill. She therefore intentionally induces ill-
nesses in her child through poisoning or other
methods in order to seek treatment in the hos-
pital setting. Frequent and mysterious illnesses
among children might suggest that a parent is
affected by Munchausen’s by proxy disorder
(Sanders, 1995). Pediatric psychologists might
evaluate the mother and child and contact
child protective services to investigate allega-
tions of potential abuse.

Anorexia Nervosa

Anorexia nervosa affects about 1% of the
adolescent female population. Age of onset is
generally around 17, though it can occur
throughout adolescence and even into adult-
hood (American Psychiatric Association, 2000;
Herzog, 1988). Only about 5% of anorexics
are males. Anorexia is defined by body weight
falling to less than 85% of ideal in conjunction
with an intense fear of becoming fat and
amenorrhea (American Psychiatric Associa-
tion, 2000). While all anorexics restrict their
food intake, some also engage in episodes 
of binge eating and purging. Purging might 

include self-induced vomiting or laxative use.
Because anorexia can result in a threat to
health and life, inpatient hospitalization is
needed in severe cases. Pediatric psychologists
working in hospital settings are often involved
in the diagnosis, treatment, and research of
anorexia nervosa.

The etiology, symptoms, and treatment of
anorexia reflect the biopsychosocial nature
of the disorder and clinical psychology’s re-
sponse to it. Anorexia and other eating dis-
orders may have a genetic component with a
4 to 5 times higher incidence in first-degree
relatives (Striegal-Moore, 2000; Strober &
Humphrey, 1987). Anorexia per se might not
be inherited, yet factors such as personality,
impulsivity, body shape, impulse control, anx-
iety, and other characteristics that might place
someone at greater risk for developing an eat-
ing disorder may be heritable factors (Fairburn
& Brownell, 2002). Once an eating disorder
begins, neurochemical factors may perpetuate
the problem. Some have suggested that the
functioning of the hypothalamus via neuro-
transmitters such as dopamine, serotonin, and
norepinephrine might be involved in anorexia
nervosa (Hsu, 1990; Polivy & Herman, 2002).
Starvation itself also leads to irrational and
rigid thinking, which further perpetuates the
problem. Psychological factors including a lack
of perceived control in life, poor self-esteem,
stress, anxiety, and depression also play a role
in the development and course of the illness
(Fairburn & Brownell, 2002; Striegal-Moore,
Silberstein, & Rodin, 1993). Social factors
such as cultural ideals of thinness and beauty
play a role in motivating the anorexic’s relent-
less pursuit of thinness (Brownell, 1991a,
1991b; Pike & Rodin, 1991; Striegal-Moore,
Silberstein, & Rodin, 1986). Intervention ap-
proaches include tube and/or intravenous
feeding in medical emergencies, high-calorie
liquid diets, and medication to assist with anx-
iety, depression, and compulsive symptoms.
Individual, family, and group psychotherapy
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are usually provided in some combination
during and following the hospital stay, or in
lieu of inpatient treatment where weight loss
is less extreme (Fairburn & Brownell, 2002).

Conclusions

Child clinical psychologists and pediatric psy-
chologists work with the unique problems af-
fecting children and adolescents and their
families. They also work closely with a wide
variety of other professionals involved in the
lives of children such as school teachers, pedi-
atricians, and legal authorities. Child clinical

psychologists work with unique problems that
face children and families such as attention-
deficit hyperactivity disorder, child abuse and
neglect, depression, learning disabilities, school
phobia, autism, and medical problems to name
a few (Barkley, 1996; Mash & Barkley, 1989).

Clinical Neuropsychology

The subspecialty of clinical neuropsychology
focuses on brain-behavior relationships,
that is, how brain functioning impacts behav-
ior and behavior problems (R. Davidson,

Case Study: Sam Experiences Autism
Sam is a 6-year-old biracial (East Indian and
Filipino) boy who experiences difficulties
in social relationships at school. His teacher
and parents report that he engages in exces-
sive self-stimulation behavior (e.g., rocks,
hums) and is rigidly attached to certain ob-
jects and routines. They expressed concern
that Sam gets upset over little things (e.g.,
being pushed at school, altered schedules,
loud classroom), and shows very little in-
terest in peers or adults.

Sam’s parents have a high-conflict rela-
tionship and are planning to divorce. They
both work many hours each week and fre-
quently travel on business. Sam has a full-
time nanny who takes care of him when
his parents are working and traveling.
Sam’s father has an obsessive-compulsive
disorder and takes medication to control
his behavior. He also participates in an
obsessive-compulsive disorder support and
information group.

Cognitive testing using the WISC-IV
revealed that Sam functions in the below
average range on overall intellectual func-
tioning, with a lower verbal than perfor-

mance IQ. Sam’s performance on the Rey-
Osterrieth Complex Figure Test as well as
his performance on the Projective Drawing
tasks suggest problems in fine motor skills
as well as perceptual-motor integration
abilities. His language abilities are signifi-
cantly limited, despite English being his and
his parents only language.

Sam’s problems in social, behavioral, and
intellectual functioning were attributed to
childhood autism, which is a severe, perva-
sive developmental disorder. Autism is a
neurologically based syndrome that involves
problems in social interactions (e.g., lack of
spontaneous social behavior and problems
in developing appropriate peer relationships
and skills), combined with restricted pat-
terns of behavior (e.g., inflexible adherence
to specific routines or rituals), and impaired
language and communication. The onset of
symptoms generally occur prior to the age
of 3. The child clinical psychologist recom-
mended a different classroom setting for
Sam and a host of behavioral, supportive,
and social interventions to assist Sam and
his family in addressing his complex needs.
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2000b; Jones & Butters, 1991; Lezak, 1995).
Clinical neuropsychologists assess brain and
behavior functioning and offer strategies for
patients suffering from brain impairment due
to problems that result in cognitive and neuro-
logical dysfunction. Table 11.3 lists some of
the topics of interest to clinical neuropsychol-
ogists. Neuropsychologists must be well versed
in neuroanatomy and neuropathology as well
as clinical psychology (International Neu-
ropsychological Society, 1987). They assess a
range of cognitive abilities including executive
or higher order cognitive functions, sensory
and motor functioning, memory skills, and
abstract reasoning. Many psychologists who

Case Study: Zoe Experiences Acting Out Behaviors
Zoe is a 13-year-old Caucasian girl who
attends the eighth grade. She lives with her
adoptive parents and younger adoptive
brother and sister. She was adopted when
she was 4 months old after Child Protective
Services removed her from her home due to
physical abuse and neglect. Little is known
about the medical, psychological, and social
background of Zoe’s biological parents.

Zoe is highly disorganized, forgetful, and
distracted. Her parents also describe her as
“hyper.” She can’t sit still and is always talk-
ing and moving around. She recently was
suspended at school when she left a school
dance with a few girlfriends to meet up
with some older high school boys in a
nearby baseball field. The girls drank a large
amount of beer and returned to the dance
intoxicated. Zoe’s parents were especially
upset because she was unconcerned about
the consequences of her behavior and ini-
tially lied about her participation. They also
report that when Zoe was 10 she left home
late at night and was picked up by the police
approximately two miles away at 12:30 A.M.

They report that she left a note about being
abducted. Again, the family was concerned
about her impulsive behavior, her lying, and
inability to understand the consequences of
her behavior and exercise better judgment.

A complete psychological evaluation
failed to confirm true attentional and other
deficits consistent with an ADHD diagnosis.
Psychological testing did, however, reveal
below average cognitive abilities and poorly
modulated feelings of anger and sadness
that contributed to Zoe’s poor judgment,
vulnerability to peer pressure, and impul-
sive acting out. The psychologist conducting
the evaluation suggested that Zoe would
benefit from tutorial assistance at school, in-
dividual therapy to assist her in contending
with painful emotions related to her early
history and adolescent autonomy strivings,
and family therapy to negotiate rules and
limits while addressing adoption issues long
buried in the family. Zoe was diagnosed
with an adjustment disorder with mixed
disturbance of emotions and conduct.

Table 11.3 Typical Problems Addressed
by Neuropsychologists

Seizures Tumors

Head traumas Alzheimer’s disease

Stroke Alcohol

Malingering Langauge problems

Dementia Impairment due to injury

Epilepsy Impairment due to chemotherapy

AIDS Disease
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specialize in neuropsychology are trained as
clinical psychologists or they may have re-
ceived training in cognitive science or neuro-
science. Most neuropsychologists work in
hospital, rehabilitation, or clinic settings.
Some specialize in working with children, a
field referred to as child, or developmental,
neuropsychology. Many also work in private
or group practice environments.

Assessment is the primary activity of the
neuropsychologist who relies on testing results
to provide recommendations for diagnosis,
treatment, and rehabilitation. As discussed in
Chapter 8, neuropsychologists administer and
interpret a wide variety of specialty test bat-
teries such as the Halstead-Reitan Neuropsy-
chological Battery and the Luria-Nebraska
Battery as well as individual tests such as the
Rey-Osterrieth Complex Figure, the Benton
Visual Recognition Test, the Wisconsin Card
Sorting Test, and the California Verbal Learn-
ing Test, which evaluate language, motor,

attention, concentration, and higher order
cognitive functioning such as problem solving.
Furthermore, more commonly known tests
such as the Wechsler Adult Intelligence Test-
III (WAIS-III) and the Minnesota Multiphasic
Personality Inventory-2 (MMPI-2) are often
part of a comprehensive neuropsychological
evaluation. These tests provide information
concerning the cognitive and psychological
functioning of people experiencing a wide
range of potential problems that impact brain-
behavior relationships. Neuropsychologists also
provide consultation and rehabilitation services
such as psychoeducational support groups,
psychotherapy, coping and skill-building
strategies, and family support for those expe-
riencing head injuries and diseases impacting
brain-behavior relationships. Finally, neuro-
psychologists conduct research into under-
standing, assessing, and treating these
problems. While neuropsychologists are in-
volved in assessment, treatment, consultation,

Case Study: Sally Experiences Anorexia Nervosa
Sally is a 15-year-old Caucasian girl who
was recently hospitalized with anorexia ner-
vosa. She is currently 5′6″ tall and weighs
only 85 pounds. Her symptoms began when
she was 14 years old following a diet in re-
sponse to critical comments about her
weight made by some girls at school. She
first tried to lose weight by exercising and
eliminating desserts, enjoying the positive
comments about her weight loss made by
friends and family members. After she lost
several pounds she felt that she was still “too
fat” and continued to diet and exercise even
more rigorously. She began using laxatives
to speed up the weight-loss process and re-
lieve feelings of fullness, guilt, and anxiety
after eating even small amounts. She be-
came more withdrawn and depressed. Her

school performance decreased and she be-
came more and more obsessed with food and
dieting.

Sally’s parents brought her to a pediatri-
cian who encouraged her to seek profes-
sional help at the Eating Disorders Clinic at a
local hospital. Sally denied that she had a
problem and refused to get help. After Sally
fainted following a run, her mother brought
her to the hospital for treatment. She was
admitted to the eating disorders unit of the
children’s hospital. Following an intake in-
terview with Sally and her mother, Sally was
provided with intravenous fluids and a regi-
men to increase weight. Individual, family,
and group psychotherapy were provided in
conjunction with medical care. Sally was di-
agnosed with anorexia nervosa.
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and research in many problem areas that af-
fect brain functioning, this section will high-
light the problems of epilepsy, degenerative
diseases, and head injuries.

Epilepsy

Epilepsy is a seizure disorder defined as
excessive discharging of brain cells in a
sudden, transient, and recurrent manner
(Goldensohn, Glaser, & Goldberg, 1984; 
McConnell & Snyder, 1997; Shuster, 1996).
Seizures result in intense muscle spasms, a
complete or partial loss of consciousness, and
sometimes unconscious purposeful behavior.
Neurons in the brain become excited due to
a variety of reasons that differ from person
to person. For example, infections, meta-
bolic abnormalities, and biochemical factors
may all contribute to the development of a
seizure. In addition to these physiological
causes, psychological stress has been found
to elicit seizures among those vulnerable to
this disorder (D. Williams, 1982).

Epilepsy affects about 1% of the popula-
tion. Children are more likely to experience
epilepsy than adults; children under the age
of 5 and at puberty are the most vulner-
able (Hauser, Annegers, & Anderson, 1983;
McConnell & Snyder, 1997). Curiously,
epilepsy is also more likely to occur among
lower socioeconomic groups (Hauser et al.,
1983). Biopsychosocial factors contribute to
the development of epilepsy with genetics,
infections, socioeconomics, stress, nutrition,
prenatal care, and other factors contributing
to the development and maintenance of the
disorder (Hanesian, Paez, & Williams, 1988;
Stears & Spitz, 1996).

The severity, duration, and age of onset of
epilepsy is related to the level of potential im-
pairment in cognitive functioning. Attention-
concentration, memory, problem solving,
motor, and intellectual abilities all can be sig-
nificantly impaired due to problems associ-

ated with repeated seizures (Ellenberg, Hirtz,
& Nelson, 1986; Hanesian et al., 1988). How-
ever, anticonvulsant medication causes side
effects that adversely impact these skills,
thus deficits in cognitive function may be
related to medication rather than to the
seizures per se (Corbet, Trimble, & Nicol,
1985; McConnell & Snyder, 1997). In addi-
tion to neurological functioning, personality
and mood are also altered by seizures. Com-
plex partial seizures that are localized in the
temporal lobe region of the brain have been
associated with changes in mood, sexual ac-
tivity, and aggressiveness (Trimble, 1985).
People with epilepsy are also at higher risk
for the development of psychiatric problems
such as anxiety, depression, psychosis, and
antisocial behavior (Hanesian et al., 1988).

Neuropsychologists are often requested to
carefully evaluate the cognitive and personal-
ity functioning of patients with epilepsy. Med-
ication and other treatment decisions are often
determined partly on the basis of these test
results. Neuropsychologists are also frequently
asked to differentiate seizures from pseudo-
seizure disorders and malingering. Curi-
ously, some people present with seizures
that are psychologically based (e.g., hysterical
seizures) or intentionally feigned (D. Williams
& Mostofsky, 1982). Sometimes patients with
somatoform disorders, factitious disorders, or
motivation to malinger consciously or even
unconsciously fake having a seizure disorder
for medical attention, financial incentives, or
other reasons.

Treatment of epilepsy reflects contempo-
rary, integrative, and biopsychosocial per-
spectives (Shuster, 1996). Anticonvulsant
medication such as carbamazepine has proven
to be effective in decreasing the frequency and
intensity of seizures. Psychotropic medications
such as benzodiazepines, antidepressants, and
neuroleptics have all been successfully used
to minimize the frequency, intensity, or dura-
tion (Hanesian et al., 1988; Trimble, 1985; 
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D. Williams & Mostofsky, 1982). When med-
ications prove ineffective and seizures are lo-
calized to the temporal lobe, for example,
surgery to perform a temporal lobectomy may
be performed to prevent onset. Psychotherapy,
group therapy, social support, and psychoedu-
cational opportunities are valuable adjuncts to
medical treatment (Hanesian et al., 1988; 
McConnell & Snyder, 1997). These approaches
assist patients with the emotional, social, and
behavioral challenges of coping with this
chronic illness, thereby minimizing any limita-
tions associated with seizures.

Brain Injuries

Brain injuries present another area of focus
for neuropsychologists. Accidents causing
brain injuries impact over 10 million people
each year and may occur from vehicular acci-
dents, falls, war wounds, sport injuries, gun-
shot wounds, violent assaults, and other
tragic events. Concussions (jarring the brain)
and contusions (shifting of the position of the
brain) that occur during accidents can impact
brain functions such as memory, attention-
concentration, and orientation (C. Anderson,
Bigler, & Blatter, 1995; Newcombe, 1996).
Strokes can also impair language, motor
skills, personality functioning, and other neu-
rocognitive abilities. Environmental toxins
such as poisons, gas fumes, and metals such
as mercury and lead can also result in brain
injuries. It has been estimated that about 4%
of American children have damaging levels of
lead in their blood and brains, which can re-
sult in impaired intellectual abilities, prob-
lems in attention-concentration, confusion,
and ADHD-like symptoms (U.S. Department
of Health and Human Services, 1985b). Neu-
ropsychologists are asked to evaluate cogni-
tive and psychological functioning as well as
develop rehabilitation programs for brain-
injured patients. Psychotherapy, group sup-
port, education, and medical treatment may

all be involved depending on the nature of
the problem and the special needs of the pa-
tient and family.

Degenerative Diseases

Degenerative diseases represent an addi-
tional spectrum of impairment faced by neu-
ropsychologists. These include Alzheimer’s
disease, dementia, Parkinson’s disease, Hunt-
ington’s chorea, and infectious diseases such as
syphilis and other disorders. Gradual degener-
ation of neurological functioning results in
problems in memory, attention, speech, judg-
ment, movement, and other areas of function-
ing, depending on the specific disease process
in each individual (Tuokko, Kristjansson, &
Miller, 1995). Often patients with degenera-
tive diseases develop depression, anxiety, irri-
tability, personality changes, and loss of social
support (American Psychiatric Association,
2000; Dunkin & Anderson-Hanley, 1998;
Sultzer, Levin, Mahler, High, & Cummings,
1993). Thus, these individuals also deserve
sensitive, comprehensive care.

Dementia associated with Alzheimer’s dis-
ease is perhaps the most well-known and
prevalent degenerative disease. Alzheimer’s
disease involves memory loss, failure to recog-
nize well-known people and objects, difficulty
in organizing and planning, suspiciousness,
and language problems (Bogerts, 1993; A. Ed-
wards, 1994). It is estimated that Alzheimer’s
disease occurs among more than four million
people in the United States (American Psychi-
atric Association, 2000; A. Edwards, 1994;
Max, 1993) and is more common among peo-
ple with lower educational levels (Korczyn,
Kahana, & Galper, 1991).

Alzheimer’s disease may be due to ge-
netically and environmentally induced brain
atrophy and plaque formation and low levels
of the brain neurotransmitters acetylcholine,
serotonin, and noradrenalin (La Rue, 1992).
A defective gene located on chromosome 19
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along with a rare protein called Apo E-4
have been implicated in as many as 60% of
all Alzheimer cases (Petegnief, Saura, De
Gregorio-Rocasolano, & Paul, 2001). Head
trauma, malnutrition, drug and toxin expo-
sure, viral infection, personality, and cultural
factors all may play a role in the develop-
ment, progression, and manifestation of
Alzheimer’s disease (American Psychiatric
Association, 2000; Ikels, 1991; Korczyn
et al., 1991).

Neuropsychologists are often requested to
evaluate the cognitive and psychological
functioning of these patients and assist in
making a definitive diagnosis. However, often
the diagnosis of Alzheimer’s disease is made
when no other apparent cause for symptoms
can be identified. Often an evaluation helps
to rule out other potential explanations for
symptoms as well as assists in the rehabilita-
tion efforts. Psychologists also offer services
including psychotherapy, group support, psy-
choeducational instructions, milieu therapy,

behavior management, and consultation with
physicians, nurses, and other caregivers.
Treatment approaches also include careful
work with family members who are usually
highly stressed by caring for and facing the
eventual decline and loss of a loved one.
Treatments also include medication such as
Cognex, which prevents the metabolic break-
down of acetylcholine (Winker, 1994).

Conclusions

Neuropsychology is a popular and rapidly de-
veloping subspecialty of clinical psychology.
It blends psychology and medicine in under-
standing how problems with the brain impact
behavior and psychological functioning. Neu-
ropsychology also highlights the contempo-
rary biopsychosocial model. Brain injuries
due to head trauma and disease cause ill-
nesses impacting cognitive and psychological
functioning. These disorders impact not only
the patient but the patient’s family. Genetic

Case Study: Joseph Experiences Dementia and Depression
Joseph is a 71-year-old married Caucasian
man who has a doctorate degree and has
worked as a highly successful engineer for
many years. He was hospitalized on a com-
bined medical/psychiatric unit for depres-
sion and a variety of medical problems.
He started several companies and had be-
come independently wealthy as a result of
his business success. His difficulties in-
volved a number of cognitive and personal-
ity changes. He frequently became lost
when traveling to familiar places in town
and had difficulty remembering people and
places. At times he was overtly hostile to
friends and family. His impulsivity resulted
in several poor financial decisions that were
very costly for his family. The staff of the

hospital unit evaluated whether Joseph had
a neuropsychological problem associated
with dementia. They were unsure if his
problems in behavior might be associated
with other potential medical or psychiatric
problems. An abbreviated version of the
Halstead-Reitan Battery was administered.
The patient was uncooperative during much
of the testing process. He expressed anger
and resentment toward the hospital, staff,
and examiner. Results indicated that Joseph
did in fact experience dementia as well as a
concurrent depressive disorder. Results sug-
gested that his level of cognitive functioning
(especially abstract reasoning, memory, and
new learning) were significantly impaired.
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vulnerability as well as social and emotional
factors interact in many of these problems to
result in the development, manifestation, and
progression of certain diseases. Neuropsychol-
ogists can be enormously helpful in assess-
ment, treatment, rehabilitation, and research
regarding disorders as diverse as Alzheimer’s
disease, epilepsy, AIDS, stroke, alcoholism,
and gunshot wounds. Neuropsychology also
overlaps to some degree with other subspe-
cialty areas in clinical psychology including
health psychology, pediatric psychology, and
forensic psychology.

Geropsychology

The number of elderly people living in the
United States has increased from 3.1 million
to 35 million during the past 100 years. Those
over the age of 65 now represent one in every
eight Americans. Furthermore, it is estimated
that the growth of the elderly population will
increase by 74% by the year 2030 (U.S. Cen-
sus Bureau, 2000). As more and more Ameri-
cans live into their elder years, the need for
research, consultation, and quality profes-
sional services from clinical psychologists spe-
cializing in issues salient to the elder
population is greatly needed. Geropsychology
or clinical geropsychology is an important and
fast-growing specialty area of clinical psychol-
ogy. Although about 70% of all psychologists
evaluate or treat older adults in their clinical
work, only 3% report that working with eld-
ers is their area of specialization (Dittmann,
2003). Furthermore, the National Institute on
Aging reports that 5,000 full-time geropsy-
chologists will be needed by the year 2020 to
accommodate the need for these services
to the elderly (Dittmann, 2003). Currently,
there are only about 700 geropsychologists.
The U.S. government has acknowledged this
need by passing the Older Americans Act of
2000 (PL 89-73) to make grants available to

train psychologists and other appropriate pro-
fessionals to specialize in the behavioral
health needs of older persons.

Sadly, the Department of Health and
Human Services (2001) suggest that about
two-thirds of all older adults who experience
a mental disorder do not get the services they
need and that only 3% see mental or be-
havioral health specialists. Many problems
that elders experience could be helped by
consultation with geropsychologists. For ex-
ample, many patients experience urinary in-
continence, insomnia, anxiety, depression,
bereavement challenges associated with a va-
riety of illnesses that impact their cognitive
functioning such as degenerative diseases like
Alzheimer‘s and stroke. Furthermore, there is
often a dearth of social support services or
experiences for elders.

Geropsychologists provide prevention, as-
sessment, consultation, and intervention ser-
vices to help elders (and their families) deal
with the many problems and issues that can
emerge in the later years of life. For example,
they may provide treatment for depression,
anxiety, assessing cognitive impairment, and
help cope with the loss of physical, mental,
and family functioning. Several specific prob-
lems that geropsychologists focus on are dis-
cussed briefly.

Degenerative Diseases

Degenerative diseases such as dementia
caused by Alzheimer’s disease is a common
area of research and clinical work for geropsy-
chologists. This topic was reviewed earlier in
the chapter in the section on neuropsychol-
ogy. Other types of dementia and degenerative
diseases are highlighted in this section.

Vascular dementia is the second most com-
mon type of dementia among the elderly.
Technically, vascular dementia is a by-product
of cerebrovascular disease that occurs when
blood flow to the brain is interrupted causing
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tissue damage to the brain. When this hap-
pens suddenly, it is called a stroke. Hyperten-
sion, an accumulation of fatty deposits in the
arteries, and the interaction with other ill-
nesses that damage the brain can create vas-
cular dementia. Cognitive and psychological
changes often accompany the physical brain
changes that occur. The nature of these cogni-
tive and psychological changes depends on
both the nature of the patient’s premorbid
level of functioning and the specific areas of
the brain that are affected (Desmond &
Tatemichi, 1998). Risk of stroke and other
vascular dementia increases with age.

Parkinson’s disease is a degenerative brain
disorder that is due to the brain’s inability
to adequately produce the neurotransmitter,
dopamine. The disease includes symptoms
such as involuntary tremors and muscle rigid-
ity. About half of Parkinson’s disease patients
develop dementia during the advanced stages
of the illness. Although Parkinson’s disease
has received a great deal of attention recently
due to the illness of the well-known actor,
Michael J. Fox, it is a disease more often seen
among the elderly.

Geropsychologists may be involved with
neuropsychological testing to help assess the
degree of cognitive and psychological damage
as well as assess the strengths remaining in
those who experience dementia from vascular
disease, Parkinson’s disease, or other reasons.
These professionals might also participate in
individual, family, and group psychotherapy
and psychoeducational activities to help both
the patient and loved ones cope with the de-
mentia in particular and the general illness.
For example, behavior therapy is often used
to help patients deal with emotional volatility
(Dunkin & Anderson-Hanley, 1998).

Cross-cultural research from a variety of
different countries and cultures suggest that
people with less education are more likely 
to be diagnosed with dementia than those
with higher educational achievements (e.g.,

Katzman, 1993). This is supported by neu-
roimaging studies. It is possible that cognitive
stimulation in general may act as a protective
factor in forestalling the onset of dementia for
those vulnerable to it.

Psychiatric Issues in Older Adults

Anxiety, depression, substance abuse, and
bereavement issues are common among the
elderly. Diagnosing and treating these prob-
lems can be especially challenging among the
senior population since many of the psycho-
logical problems experienced by this popula-
tion could be directly related to comorbid
medical problems, medication side effects,
and potential bias due to preconceived no-
tions about what is normal and not normal
for elderly people to experience.

Anxiety: It is estimated that about 15% of
people over the age of 65 experience a diag-
nosable anxiety disorder (Scogin, Floyd, &
Forde, 2000). While some of these patients
have suffered from anxiety-related problems
for much of their lives, many have not, such
that problems with anxiety first emerge dur-
ing the elder years. Frequently, the anxiety is
related to health, safety, and concerns about
the well-being of loved ones (Scogin et al.,
2000). Posttraumatic stress disorder (PTSD) is
common among the elderly and is often asso-
ciated with bereavement regarding the loss of
a loved one such as a spouse or other close
relative or friends (Boananno & Kaltman,
1999). Integrative biopsychosocial approaches
using medication, cognitive-behavioral tech-
niques, and humanistic supportive approaches
have been demonstrated to be generally suc-
cessful for elders dealing with significant
anxiety (Stanley & Novy, 2000). Geropsy-
chologists must work closely with physicians,
family members, and others to tailor their
services to the unique needs of elders experi-
encing anxiety.
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SPOTLIGHT

Clergy Sexual Abuse in the Catholic Church
The recent sexual abuse scandals in the Roman Catholic Church publicized
since January 6, 2002, with an investigative report published by the Boston
Globe has resulted in an almost hysterical response to the allegations, con-
victions, resignations, and cover-ups of priest sex offenders. All of the
major newspapers, magazines, and television news programs throughout
the United States and much of the world reported on the cases of Catholic
priests who engaged minors in sexual activity. Remarkably, the clergy abuse
crisis made front page news in the New York Times for 41 days in a row dur-
ing 2002. Catholics and non-Catholics alike have been furious with Church
leaders for not better protecting unsuspecting children and families from
sex-offending priests. Calls for reform have also been voiced about other
challenging issues with the Roman Catholic Church such as the prohibi-
tions against female, married, and homosexual priests. It is unlikely that
the American Catholic Church has been in a more difficult crisis in decades
(Plante, 2004b).

The best available data suggest that approximately 4% of Catholic
priests in the United States have had a sexual encounter with a minor
under the age of 18 (Plante, 1999, 2004a). Since there are about 60,000
active and inactive (e.g., retired) priests and brothers in the United States,
about 3,000 priests may have sexually engaged with a minor. Of all of the
credible accusations made during the past 40 years (including during the
recent crisis in 2002–2003), about 800 of the 150,000 priests (<1%)
working in the United States since 1960 have been accused of sexual mis-
conduct. Eighty to 90% of all priests who abuse minors abuse adolescent
boys and not prepubescent children. So, the teen is more at risk than the
alter boy or girls of any age. Therefore, most priest sex offenders aren’t pe-
dophiles but are ephebophiles. This could seem like a minor semantic dif-
ference but the implications for prevention and treatment are important.

The crisis in the Catholic Church has much to do with clinical psychol-
ogy. First of all, 25% of the American population identify themselves as
being Roman Catholic. Additionally, countless people (Catholics and many
non-Catholics alike) have received elementary, secondary, and/or univer-
sity education through Catholic schools and universities. Therefore, an
enormous segment of the American population has had or continue to
have direct contact with priests and the Catholic Church in at least some
capacity. Second, the crisis in the Catholic Church is a crisis of behavior.
This includes the behavior of priests and other male Catholic clergy (e.g.,
brothers) who have sexually engaged with minors in some capacity and
Church leaders for inadequate supervision and decisions regarding how to
best manage Catholic clergy who behave in problematic ways. The morale
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Depression: It is estimated that about 15% of
elders experience major depression while
30% of elders in health care institutions ex-
perience a severe form of depression (King &
Markus, 2000). Depression can be especially
deadly for elders as well. In fact, the suicide
rate among elder Caucasian men is the high-
est of any group in the United States (Con-
well, Pearson, & DeRenzo, 1996). Diagnosis
and treatment can be especially challenging
since elders are less likely to report depressive
symptoms while being more likely to report
somatic problems (King & Markus, 2000).
Since depressive symptoms are more likely to
be reported and experienced as somatic in
origin and since physicians, family members,
and others expect somatic complaints to in-
crease with aging, frequently a depression di-
agnosis and possible treatment is not pursued
by either the elder or those working and liv-
ing with them. Depression among the elderly
is often associated with bereavement, comor-
bid medical problems, and medication side
effects (King & Markus, 2000). Geropsychol-
ogists must be able to diagnosis and treat de-
pression among elders as well as consult with
physicians, other health care professionals,
and family members in order to help develop
and implement a biopsychosocial strategy to
best help the depressed elder.

Substance Abuse: We generally think of sub-
stance abuse as dealing with problems using
alcohol or illegal drugs such as heroine, co-
caine, ecstasy, marijuana, and other sub-
stances usually thought of as being more
youth-oriented drugs or use and abuse.
However, elderly persons often experience
problems with older adult onset alcohol
abuse and prescription drug abuse (Lisansky-
Gomberg, 2000). Older people are much
more likely to use over-the-counter medica-
tions as well as prescription agents. The most
common drugs used by the elderly include
diuretics, cardiovascular medications, seda-
tives, analgesics, and laxatives (Lisansky-
Gomberg, 2000). Alcohol problems can
emerge since older persons metabolize alco-
hol more slowly leading to higher blood con-
centrations and the increased chance of
elders living alone and being depressed and
anxious relative to when they were younger.
Potential bias among health care profession-
als might also minimize the chances of notic-
ing substance abuse problems in the elderly.
For example, a professional might be more
suspect of an young adult or adolescent abus-
ing substances than an elderly person.
Geropsychologists must be attentive to the
potential of substance abuse among elders
and be able to consult with other health care

among Catholics has been very low due to this problem. This crisis has
shaken their trust in the Church as well as their faith. Therefore, the odds
are quite high that the Catholic clergy sexual abuse crisis will impact the
professional work of most clinical psychologists. Clinical psychologists
evaluate and treat both victims and perpetrators of clergy abuse as well as
consult with the Church about policies and procedures to both minimize
the chances of clergy sexual abuse and help manage the problem once it
emerges. These psychologists also work with Catholics who are distraught
and depressed about what has happened to their Church. Finally, most of
the research conducted on clergy abuse has been conducted by clinical
psychologists (Plante, 1999, 2004a).
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professionals to alert them to possible abuse
where it likely exists.

Forensic Psychology

Forensic psychology is defined as the “appli-
cation of psychology to legal issues” (Cooke,
1984, p. 29) and became a specialty area in
psychology as a result of the legal case Jenkins
v. U.S. in 1962 when a federal appellate court
ruled that psychologists with appropriate
training and competence could offer expert
testimony regarding mental disorders (Otto &
Heilbrun, 2002). The interested reader might
wish to see Wrightsman (2001) for a histori-
cal review of this field. Forensic psychologists
specialize in utilizing principles of human be-
havior to inform the judicial and legal sys-
tems (Otto & Heilbrun, 2002). They are often
trained as clinical psychologists with a spe-
cialty in forensic work. Forensic psychologists
may conduct psychological evaluations with
defendants and present their findings as an
expert witness in court. They may also pro-
vide evaluations for child custody arrange-
ments, or be asked to predict dangerousness
or determine if an individual is competent to

stand trial. They may be asked to participate
in worker’s compensation claims, or serve as
a consultant to attorneys who are selecting
a jury. Forensic psychologists also assist in
documenting mental anguish, pain and suf-
fering, and brain injury in personal injury
litigation. Injury may include physical acci-
dents or psychological traumas associated
with sexual harassment, rape, violence, dis-
crimination, and others stressful experiences.
In addition to being competent psychologists,
they must thoroughly understand the law and
legal system and be prepared to make court
appearances. While forensic psychologists are
involved in numerous aspects of the legal
system, we highlight their work in legal cases
involving involuntary commitment, the in-
sanity defense, child custody, violence against
women, and jury selection.

Involuntary Commitment

Each state has laws that allow someone to be
committed to a psychiatric hospital if they are
in serious and immediate danger of hurting
themselves or others. While many people may
have fleeting suicidal or homicidal thoughts,
those who are in danger of acting on these

Case Study: Austin Experiences Substance Abuse
and a Severe Head Injury
Austin is a 16-year-old Caucasian male who
was severely injured in a motorcycle acci-
dent associated with his use of the drug
crank (i.e., methamphetamine). Austin expe-
rienced a severe head injury and was in a
coma for one week prior to regaining con-
sciousness. A neuropsychologist adminis-
tered the Halstead-Reitan Battery and found
that Austin evidences impaired judgment,
abstract reasoning, and impulse control con-

sistent with his frontal lobe concussion. In
addition, Austin has visual deficits associ-
ated with his concussion from the impact on
his occipital lobe. The neuropsychologist, in
conjunction with Austin’s physician, pro-
vided recommendations, information, and
rehabilitation options to Austin and his fam-
ily. In addition, a drug consultation was rec-
ommended for a future date.
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thoughts must be protected from harming
themselves or others. However, freedom is a
fundamental human right and highly valued
in our society. Therefore, depriving a citizen of
this important right through forced, involun-
tary commitment to a psychiatric hospital
is a serious matter. Throughout the course of
history, commitment to a psychiatric facility
or prison was exploited as a means of control-
ling people who maintained unpopular politi-
cal, religious, or personal beliefs and activities.
The ability to commit someone against their
will has been clearly abused over the years
and continues to occur in many countries.
Even with the best intentions, it is often un-
clear if someone is indeed in serious danger of
hurting themselves or others. Predicting dan-
gerous behavior is very difficult and usually
unreliable (Grisso & Appelbaum, 1992). The
legal system consults with psychologists to ob-
tain guidance in determining if someone
should be involuntarily committed.

In addition to danger to self and others, the
criteria for involuntary commitment in most
states includes a diagnosable mental illness as

well as the inability to adequately care for
oneself due to being “gravely disabled.” Spe-
cial efforts are needed to ensure that invol-
untary commitment laws are not abused.
Famous cases such as the O’Connor v. Donald-
son case where a patient without any mental
illness and who was not in danger of hurting
anyone was hospitalized for many years
against his will, highlight this issue. Forensic
psychologists are asked to carefully evaluate
a patient using assessment techniques such as
clinical interviews, cognitive tests, and both
objective and projective personality tests to
determine if someone is at high risk for harm
to self or others as well as to determine
whether a mental illness exists that renders
them unable to provide adequate self-care.
Since these criteria are very difficult to eval-
uate, psychologists make clinical judgments
based on the totality of their experience,
training, and the data that emerges from their
evaluation. They often testify in court as well
as consult with both attorneys and judges to
make decisions that are in the best interest of
both the patient and society.

Case Study: Margaret Experiences Problems
Associated with a Stroke
Margaret is a 63-year-old African American
woman who recently suffered a stroke.
Since the stroke occurred, she has been un-
able to speak or write. She appears to recog-
nize familiar friends and family members
and is frequently upset and frustrated by
her inability to communicate. Friends and
family were initially very supportive and
available to her but have recently appeared
more distant. They feel uncomfortable being
around her since they cannot communicate
effectively. A neuropsychologist was asked

to evaluate Margaret and offer treatment
recommendations. The neuropsychologist
found that Margaret has some ability to
communicate via pictures and an adapted
keyboard and helped to develop a communi-
cation system for Margaret in addition to of-
fering strategies for rehabilitation to the
medical team. The neuropsychologist also
provided consultation to Margaret and her
family to help them better understand and
cope with Margaret’s problems.
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Insanity Defense

Ever since the M’Naghten Rule of 1843,
American and British law has struggled with
the insanity defense. This rule was named
after Daniel M’Naghten who attempted to
kill the prime minister of England because
he felt that the government was persecuting
him. Tragically, he mistakenly killed the prime
minister’s secretary. His symptoms were con-
sistent with what DSM-IV would consider
paranoid schizophrenia. The M’Naghten Rule
suggests that someone is not responsible for
his criminal actions if he suffers from a disor-
der that renders him unaware of what he is
doing or that what he is doing is wrong. The
M’Naghten Rule has been adapted several
times over the years. For example, the
Durham Rule of 1954 added a “medical dis-
ease or defect” to the criteria for insanity.
However, since mental health professionals
were unable to reliably demonstrate that a
mental illness could cause someone to commit
a crime, the Durham Rule was amended by
the American Law Institute Rule of 1962, the
Diminished Capacity rule of 1979, and the In-
sanity Defense Reform Act of 1984.

Today’s version, based on the Insanity De-
fense Reform Act, states that someone can be
found innocent due to reasons of insanity if
unable to understand that criminal behavior
was wrong at the time of the crime due to a
mental disease or mental retardation. Famous
cases such as John Hinckley (who attempted
to assassinate then President Ronald Reagan),
Charles Manson (who participated in multiple
murders including the actress Sharon Tate),
Jeffrey Dahmer (who committed multiple
murders that involved cannibalism), Dan
White (who murdered San Francisco mayor,
George Moscone, and claimed that junk food
made him unstable), and Andrea Yates (who
murdered her five young children) have high-
lighted the use of the insanity defense. Most
people think that the insanity defense is over-
used and that criminals too often get away

with heinous crimes (Hans, 1986). This has
led to efforts on the part of several states to
abandon the insanity defense altogether (De
Angelis, 1994) or develop a “guilty but men-
tally ill” verdict which would allow both treat-
ment and punishment of criminals who meet
this criteria (Callahan, McGreevy, Cirincione,
& Stedman, 1992). The insanity defense is
rarely successful.

Forensic psychologists are asked to evaluate
these accused offenders to determine if they
suffer from a mental illness that might meet
the legal criteria of insanity and provide
expert testimony to the court to assist in
determining if the accused should be held re-
sponsible for their crime. They complete clini-
cal interviews and conduct psychological
evaluations to inform their judgments.

Child Custody

About half of all marriages end in divorce.
Many of these marriages involve children,
leaving the question of the children’s custody
a critical and often hotly contested issue
(Crosby-Currie, 1996). Many years ago, chil-
dren from divorced families were routinely
given to the father. During the past 30 years,
the mother has generally been awarded the
children in custody disputes and the father has
been allowed visitation rights and ordered to
pay child support. In more recent years, these
patterns have been challenged, and more and
more joint custody arrangements are being
worked out in court. Joint custody means
that both parents retain custody of their chil-
dren following divorce and that arrangements
are made regarding living and financial mat-
ters to accommodate the needs and wishes of
both parents. While joint custody can often be
in the best interest of all of the parties in-
volved, it is not without difficulties and can
often be problematic for children. Since many
divorces are highly conflictual, cooperation
between parents regarding the care of their
children is often difficult to establish in joint



Areas of Specialization 355

custody arrangements. Divorced parents must
interact frequently in joint custody situations,
and children are often placed in the middle of
ongoing conflict. When divorced parents re-
marry and blended families enter the picture,
the complexity and challenges often increase.

In addition to child custody arrangements
due to divorce, custody matters are also de-
cided when parental rights are severed due to
child abuse, abandonment, and neglect. Adop-
tion strategies as well as visitation rights are
usually worked out through the family court
systems. Efforts to keep the best interests of
the child in mind while still trying to preserve
the rights and freedoms of parents, combined
with efforts to keep troubled families together,
tend to dominate these decisions.

Forensic psychologists are asked to evaluate
parents, children, and other relevant parties
(e.g., adoptive parents, foster parents, grand-
parents who may serve as legal guardians) to
assist the court in determining who should
have legal custody of children and what
arrangements should be outlined for not only
custody but visitation and other parental re-
sponsibilities. These psychologists may con-
duct psychotherapy with parents, children,
other guardians, and families as well as pro-
vide expert testimony concerning their evalu-
ative or intervention work with families.

Violence against Women

Tragically, about 15% of women in the
United States have been raped and more
than 20% have been physically assaulted by
their partner (Tjaden & Thoennes, 2000).
These statistics are even higher in many
other parts of the world (Koss, 2000).
Twenty percent of women report that they
were sexually abused when they were chil-
dren (Finkelhor, Hotalong, Lewis, & Smith,
1990). In addition to the physical threat, the
emotional and psychological challenges are
enormous with the majority of these victims

experiencing posttraumatic stress disorder
(PTSD) and other problems (Koss, 1993,
2001). Forensic psychologists might be asked
to evaluate victims or perpetrators of abuse
and testify in court proceedings. They may
also conduct individual or group treatment
with agencies to assist them in managing the
potentially volatile situation between perpe-
trators and victims.

Jury Selection

Forensic psychologists often work as consul-
tants to attorneys concerning jury selection.
Famous cases such as the O. J. Simpson case
highlighted the efforts of attorneys to maxi-
mize their chances of selecting a jury who
would likely be favorable to their client. Jury
characteristics such as gender, race, socioeco-
nomic status, occupation, interests, and a host
of psychological factors may potentially con-
tribute to the likelihood that a jury will be
sympathetic to the defendant or plaintiff.
Forensic psychologists also consult with attor-
neys regarding how to best interact with the
selected jury to maximize the chances that
the jury will accept their arguments. Presen-
tation styles, attire, mannerisms, and methods
of argument are adjusted to enhance the
chances that the jury will be favorable to the
attorney’s point of view. These psychologists
might conduct focus groups where research
subjects act as juries and are interviewed dur-
ing and after mock trials to determine which
strategies work best.

Conclusions

Forensic psychology is another fast-growing
subspecialty in clinical psychology. These
psychologists act as consultants and expert
witnesses in numerous types of civil and
criminal cases. They use their assessment
skills as well as their knowledge of the field
of psychology to assist courts in determining
many legal decisions. They may be hired by
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the court or by attorneys representing either
side of a dispute. While their primary activ-
ity is evaluation and expert testimony, many
forensic psychologists provide treatment and
other services. Forensic psychology, like the
other subspecialties reviewed in this chapter,
overlap with other subspecialties. For exam-
ple, forensic and child specialties overlap in
child custody work, while neuropsychology
and forensic psychology overlap in litigation
regarding work-related accidents.

Other Subspecialties

In addition to health, child, neuropsychology,
and forensics, there are a number of other sub-
specialties and areas of expertise in clinical psy-
chology. Furthermore, there are specialties
within subspecialties. For example, some clini-
cal psychologists specialize in conducting neu-
ropsychological evaluations among elderly
persons who experience strokes. Others focus
on treatment of children from specific minority

SPOTLIGHT

Tests Used in Forensic Evaluations
Clinical psychologists who specialize in forensic psychology very fre-
quently are asked to answer important questions in court environments.
These often include trying to determine the mental status of a person at
the time of an event (such as a crime), assessing the risk for violence (in-
cluding sexual violence), competency to stand trial, and malingering.
These psychologists generally are asked to conduct evaluations that in-
clude clinical interviews and the use of psychological tests. All of their
procedures must be able to stand the test of cross-examination. Therefore,
the psychologist must be sure that the procedures and tests used have ad-
equate research and clinical support. A number of court rulings over the
years have insisted that expert testimony by psychologists must be “scien-
tifically valid and relevant” (Lally, 2003, p. 491). Whatever conclusions
and results the psychologist offers will likely be challenged by attorneys.

Lally (2003) conducted a recent survey to determine which psychologi-
cal tests were appropriate to use in forensic evaluations based on the legal
questions that are being asked in court. He surveyed forensic specialists
who are diplomats of the American Board of Forensic Psychology and found
that certain tests were highly recommended in answering particular foren-
sic questions. For example, the WAIS-III and MMPI-2 scales were recom-
mended to be used in evaluations concerning the mental state of a person
when an offense was committed, while the Psychopathy Checklist-Revised
(PCL-R) was recommended for risk for violence evaluations. The survey
also revealed tests that were considered unacceptable to use as well. Projec-
tive instruments such as drawings, sentence completion tests, and the The-
matic Apperception Test (TAT) were found to be unacceptable to use for
any of the forensic questions routinely asked of psychologists. In general,
projective instruments were found to be more difficult to support in legal
proceedings than more objective ones.



Areas of Specialization 357

Case Study: The Lee Family Experiences Stress
Associated with Divorce and Child Custody
The Lee family, an affluent Chinese Ameri-
can family, is in the midst of a child custody
dispute. Mr. and Mrs. Lee were granted a di-
vorce several years ago and were awarded
joint custody of their 5-year-old son, Mark.
Mr. Lee was promoted and transferred to
another city about 400 miles away from Mrs.
Lee. The Lees decided to have Mark live
with Mrs. Lee for two weeks out of the
month and live with Mr. Lee for two weeks
of the month. Mark would fly between his
two homes every other week. After several
months of this arrangement, Mark began to
show signs of significant stress. He began to
develop a bed-wetting problem and was en-
gaging in frequent temper tantrums. Mrs.
Lee felt that the joint custody arrangement
was unworkable and decided to seek sole
legal custody of her son allowing for gener-

ous visitation rights with Mark’s father. Mr.
Lee was outraged at Mrs. Lee’s attempt to
secure sole custody and fought her attempts.
Since Mr. and Mrs. Lee had a bitter divorce
and were still very angry with each other,
they acted out their conflict regarding the
custody arrangements and often did not
keep their son’s best interests in mind. The
court referred the Lee family to a forensic
psychologist to conduct a comprehensive
family evaluation and make recommenda-
tions to the court regarding custody. The
psychologist conducted the evaluation using
clinical interviews and psychological evalua-
tions of each family member. The psycholo-
gist then testified in court regarding these
findings and offered recommendations re-
garding custody.

Case Study: Marie Experiences Suicidal
Behaviors and Depression
Marie is a 32-year-old Latino woman who
recently made a suicide attempt by cutting
her wrists. Luckily, her roommate discov-
ered her and called 911 shortly after she lost
consciousness. After receiving medical treat-
ment, she was admitted to a psychiatric unit
for evaluation. Marie reported that she felt
suicidal after the recent breakup with her
boyfriend. She continued to feel suicidal
during her hospital stay and admitted that
she was angry at her roommate for inter-
rupting her suicide attempt and demanded
to be discharged immediately. The court

asked for a psychological evaluation by a
forensic psychologist to determine if Marie
was still in immediate and serious danger of
hurting herself and to determine if she
should be hospitalized for an additional 72
hours against her will for evaluation and
observation. The psychologist interviewed
Marie and asked her to complete a psycho-
logical battery including both objective and
projective personality measures. The psy-
chologist determined that Marie was still at
risk for hurting herself and suggested that
Marie continue to be hospitalized.
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populations. Still others specialize in psy-
chopharmacology as it relates to certain ill-
nesses among certain populations. New
subspecialties regularly emerge reflecting psy-
chology’s growing and changing evolution.
While some specialties have specific profes-
sional organizations and standards for train-
ing and service, others are so new that these
structures are not yet in place.

The Big Picture

Clinical psychology has grown and evolved to
the point where subspecialties are necessary
and commonplace. Subspecialty areas en-
compass work in many diverse settings deal-
ing with many diverse problems. Psychology
has proved to offer useful services to the
legal, medical, psychiatric, and other commu-
nities. Paradoxically, the recent proliferation
of managed health care has resulted in an

emphasis on general and family medical prac-
titioners (primary care providers) rather than
specialists. Thus far, this has not been the
case of clinical psychology where specializa-
tion is the zeitgeist. What had once been
viewed as the wave of the future is now very
much realized in the current practice. Spe-
cialization has proven both viable and valu-
able, and will likely result in the growth of
new specialties as our tools and knowledge
base increase regarding specific populations,
disorders, and systems. Advances in medical
and computer technology as well as new
problems may result in psychologists special-
izing in areas such as infertility, multicultural
issues, computer assessment, and other areas
yet to emerge in contemporary society. Al-
though the future contemporary clinical psy-
chologist will likely need highly specialized
skills in one or several areas of focus, solid
basic clinical skills will always be needed re-
gardless of specialization.

Case Study: Betty Experiences Job Stress
Betty is a 31-year-old Caucasian woman
who was denied tenure at a major univer-
sity. She was furious with the decision and
felt that it was an unfair political decision
because several members of the department
and university tenure review committee
did not agree with some of her views about
faculty governance and other matters. She
also perceived herself to be a victim of gen-
der discrimination since there were no
tenured female faculty in her English de-
partment. The university reported that her
scholarship was not adequate for tenure
and that she was only a mediocre teacher.
Betty was also suing the university for lost
revenue as well as for pain and suffering

damages due to the stress she was under as
a result of her dismissal. She reported that
her stress-related health problems (i.e.,
lupus and migraine headaches) were pri-
marily due to the university’s decision. Her
attorney sought to have a psychological
evaluation conducted to demonstrate the
level of stress she was under. The university
also sought an evaluation from another
psychologist to demonstrate that the uni-
versity did not impose undue stress, and in
fact, her health problems were a result of
Betty’s own preexisting emotional instabil-
ity. The psychologists conducted indepen-
dent evaluations and presented their results
and conclusions to the court.
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Key Points

1. Some of the most popular specialty areas
in clinical psychology include health
psychology, child psychology, neuropsy-
chology, geropsychology, and forensic
psychology. Subspecialty areas have also
emerged, such as pediatric neuropsy-
chology. Within each specialty area
many psychologists focus their research
and/or practice on a particular popula-
tion or problem area.

2. Health psychologists work in numerous
and diverse settings including hospitals,
clinics, universities, businesses, govern-
ment agencies, and private practices. They
use the principles of psychology and be-
havioral change to help people cope better
with medical illnesses as well as prevent
potential illnesses from developing or from
getting worse. They conduct research on
the relationships between behavioral and
health and consult with organizations to
maximize health-promoting behavior and
policies while minimizing health-damag-
ing behavior and policies.

3. Common problems of interest to health
psychologists include smoking, obesity,
alcohol consumption, stress manage-
ment, AIDS, and chronic pain.

4. Child clinical psychologists commonly
work in community mental health clinics,
child guidance clinics, schools, children’s
hospitals, universities, and in private prac-
tices. Some of the common problem areas
of interest include physical and/or sexual
abuse, attention deficit hyperactivity dis-
order, conduct disorders, autism, enuresis
(bed wetting), encopresis (soiling), and
school phobia.

5. Pediatric psychology is a blend of child
clinical psychology and health psychology.
Pediatric psychologists are child clinical
psychologists who generally work with
children and families in hospital settings

where the child has a significant medical
disorder. These medical problems might
include cancer, epilepsy, diabetes, or cystic
fibrosis. The pediatric psychologist might
offer pain management strategies to chil-
dren or help the family cope more effec-
tively with understanding and assisting a
child having significant medical problems.
They may help the child and family cope
with painful medical procedures or assist
the family and hospital staff with noncom-
pliance with medical treatment.

6. Clinical neuropsychology focuses on
brain-behavior relationships. These are
defined as how brain functioning impacts
behavior and behavioral problems. Clini-
cal neuropsychologists assess brain and
behavior functioning and offer strategies
for patients suffering from brain impair-
ment due to problems such as dementia,
head injuries, tumors, stroke, AIDS,
Alzheimer’s disease, epilepsy, and other
diseases and traumas that result in cogni-
tive and neurological dysfunction.

7. Geropsychology focuses on unique issues
associated with the elderly. This might in-
clude physical and mental health issues
commonly experienced among this popu-
lation. Examples include dementia and
bereavement.

8. Forensic psychology involves the appli-
cation of psychology to legal issues.
Forensic psychologists may conduct psy-
chological evaluations with defendants
and present their findings as an expert
witness in court. They may also provide
evaluations for child custody arrange-
ments, or be asked to predict dangerous-
ness or determine if an individual is
competent to stand trial. They may be
asked to participate in worker’s compen-
sation claims, or serve as a consultant to
attorneys who are selecting a jury.

9. While forensic psychologists are in-
volved in numerous aspects of the legal
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system, they may be best known for their
work in legal cases involving involun-
tary commitment, the insanity defense,
child custody, violence against women
and others, and jury selection.

10. In addition to health, child, neuropsy-
chology, geropsychology, and forensics,
there are a number of other subspecialties
in clinical psychology. New subspecialties
regularly emerge reflecting psychology’s
growing and changing evolution.

Key Terms

Acquired Immune Deficiency (AIDS)
Alcohol Consumption
Alzheimer’s Disease
Anorexia Nervosa
Attention Deficit Hyperactivity Disorder

(ADHD)
Brain-Behavior Relationships
Brain Injuries
Child Abuse and Neglect
Child Clinical Psychology
Child Custody
Chronic Pain
Degenerative Diseases
Dementia
Durham Rule
Dyslexia
Ephebophiles
Epilepsy
Geropsychology
Health Psychology
Insanity Defense
Insanity Defense Reform Act
Involuntary Commitment
Joint Custody
Jury Selection
Learning Disorders
M’Naghten Rule
Malingering
Neuropsychology
Obesity
Pseudoseizures

Seizures
Smoking
Stress Management

For Reflection

1. What are some advantages and disad-
vantages of having subspecialties in clin-
ical psychology?

2. How might the subspecialties overlap?
3. What types of problems are of interest to

those who specialize in clinical health
psychology?

4. What types of problems are of interest
to those who specialize in child clinical
psychology?

5. What types of problems are of interest to
those who specialize in neuropsychology?

6. What types of problems are of interest
to those who specialize in forensic 
psychology?

7. What types of problems are of interest to
those who specialize in geropsychology?

8. Speculate about possible future subspe-
cialties in clinical psychology.

Real Students, Real Questions

1. What is the likelihood of recovery from
anorexia nervosa, bulimia, and obesity?

2. Is it possible that an ADHD diagnosis is a
way of controlling very active children?

3. What is the distinction between demen-
tia and Alzheimer’s?

Web Resources

www.ncptsd.org
Learn more about PTSD.

www.cdc.gov
Learn more about the U.S. Center for Disease
Control and Prevention.

www.alzheimers.org
Learn more about Alzheimer’s disease.
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Consultative, Teaching, and
Administrative Roles

Chapter Objective
1. To introduce and highlight the roles of consultation, teaching,

and administrative activities among clinical psychologists.

Chapter Outline
Highlight of a Contemporary Clinical Psychologist:

Julie B. (Sincoff) Jampel, PhD
Consultation
Teaching
Administration

Highlight of a Contemporary Clinical Psychologist

Julie B. (Sincoff) Jampel, PhD

Dr. Jampel uses her skills as a clinical psychologist to counsel students at
a university counseling center.

Birth Date: December 1, 1961

College: Harvard University (BA, Psychology and Social Relations), 1984

Graduate Program: Yale University (PhD, Clinical and Developmental
Psychology), 1990

Clinical Internship: Veterans Administration Medical Center, West
Haven, CT, 1989–1990

Postdoctoral Fellowship: Harvard University Health Services, Mental
Health Service, 1990–1991

Current Job: Supervising Psychologist, Counseling Center, Tufts Uni-
versity, Medford, MA; Lecturer on Psychology, Department of Psychiatry,
The Cambridge Hospital, Harvard University School of Medicine

Pros and Cons of Being a Clinical Psychologist:

Pros: ”Being part of the larger field of psychology with its very interest-
ing theories and research.

“Performing rewarding work that is challenging and stimulating and that
affords an opportunity to get to know a broad range of people.

“Having opportunities to observe the whole range of human functioning,
including resilience and strength as well as vulnerability.”

12
C h a p t e r
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Cons: “At times the work is depressing and
demoralizing. It can also be very time-
consuming and draining. Job opportunities
and salaries in some settings may be poor.”

Future of Clinical Psychology: “Clinical
psychologists have identified a lot of rules in
which their training and expertise can help
alleviate human suffering. While some of
these roles remain constant, others change to
accommodate the cultural forces and times in
which we live. Clinical psychology is creative
and resilient; the field will survive and adapt
along with the human spirit.”

What kind of consultative, administra-
tive, and teaching activities are you en-
gaged in? “I consult with the Deans about
students who have come to their attention for
emotional or sometimes disciplinary reasons.
I also consult with professors who are con-
cerned about particular students as well as
with the staff of various offices in the univer-
sity charged with providing support services
to students. Examples include the Academic
Resource Center, International Student Cen-
ter, Women’s Center, and Residential Life.

I teach various seminars for the graduate-
student interns who join our staff each year.
The seminars may be about late adolescent
development or about issues related to psy-
chotherapy and consultation.”

What are some of the challenges that you
face in your work? “One of the more chal-
lenging aspects of working in college mental
health is reaching those students who need
services but who are reluctant to seek help,
such as isolated students or international stu-
dents who might feel that seeking counseling
is a sign of weakness. Functioning in both the
private role of a student’s therapist and the
public role of a member of the university com-
munity can also be challenging.”

Typical Schedule:
9:00 Therapy session with a college student

coping with a history of sexual abuse.

10:00 Therapy session with a graduate student
from South America who feels isolated.

11:00 Consult with a residential hall advisor
about a bulimic student on his floor.

12:00 Lunch.
1:00 Intake meeting to discuss Counseling

Center clients’ disposition.
2:00 Therapy session with a college student

struggling with a learning disability and
confusion regarding sexual orientation.

3:00 Supervise a therapist-in-training who is
worried about a suicidal client.

4:00 Therapy session with a graduate student
suffering from bipolar disorder.

5:00 Private therapy session with an adult
who feels stuck in an unhappy marriage
and meaningless job.

Participating in case conferences and
staff meetings and leading seminars for
therapists-in-training are typical weekly
activities.

Drs. A, B, and C are all clinical psycholo-
gists. Dr. A is a professor at a large uni-

versity and teaches courses in abnormal
psychology, psychological testing, and clinical
psychology. Dr. B directs mental health ser-
vices for a child guidance clinic, overseeing
30 mental health clinicians and managing a
multimillion dollar annual budget. Dr. C is a
consultant to a law firm and provides advice
about stress management, employee relations,
ethics, and other matters involving human
behavior. Drs. A, B, and C may or may not en-
gage in the traditional clinical psychology
activities discussed earlier such as research,
psychological testing, or psychotherapy. They
may not work with any patients at all. Yet
their professional roles and activities are typi-
cal of what many clinical psychologists do for
a living.

In addition to research, assessment, and
psychotherapy, clinical psychologists often
spend a significant amount of time involved
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in other professional activities. Consultation,
teaching, and administration are three com-
mon professional services offered by clinical
psychologists. In a recent survey of over
14,000 practitioner members of the Ameri-
can Psychological Association (APA), psy-
chologists reported spending 11% of their
time in teaching, 9% in administration, and
6% in consultation (Phelps, 1996). These
activities are not necessarily separate or dis-
tinct. Psychologists may both teach and con-
sult in addition to conducting psychotherapy,
psychological testing or research. Therefore,
a high degree of overlap may exist among
these professional activities. The purpose
of this chapter is to discuss the consultation,
teaching, and administration activities of
clinical psychologists.

Consultation

Clinical psychologists are experts in human
behavior. They study, research, and treat a
wide range of problems and people who are
distressed by problematic feelings, thoughts,
and behaviors. Psychologists are knowledge-
able about theories and principles of human
behavior. This expertise can be used to help
many individuals, families, groups, and insti-
tutions (Figure 12.1). Clinical psychologists
are often asked to consult with others to as-
sist in solving problems in diverse settings.
Almost all clinical psychologists participate in
some form of professional consultation. Five
percent of clinical psychologists report that
consultation is their primary professional ac-
tivity (Norcross et al., 1997). Psychologists

Figure 12.1
Informal consultation regarding a patient hospitalized in a psychiatric
unit.
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not only provide consultation but regularly
receive consultation from others. Consulta-
tion is an integral part of their professional
work. Consultation may be provided to other
mental health professionals; to organizations,
groups, and individuals; and to the general
public. Examples of consultation questions in
various settings are provided in Table 12.1.

Consultation Defined

Consultation in clinical psychology refers
to the application of knowledge and theories
of human behavior to specific questions and
problems in various community settings such
as hospitals, clinics, schools, businesses, and
government agencies. Consultation involves
offering professional advice to others con-
cerning problems that exist in their setting.
Consultation usually involves the participa-
tion of a consultant with specialized knowl-
edge and skill and a consultee or client who
benefits from the expertise of the consultant.
Unlike one-to-one psychotherapy, a consul-
tant has the opportunity to assist large groups
of people and entire organizations through
his or her work with a consultee. Wallace and
Hall (1996) defined consultation as “a broad
helping approach in which qualified psycho-
logical consultants help consultees (1) resolve
work-related issues pertaining to individuals,
clients or programs that they are responsible
for, (2) become active agents in achieving so-
lutions to problems, or (3) strengthen consul-
tees’ work-related competencies to address
similar issues in the future” (p. 10). Consulta-
tion might be thought of in terms of the pop-
ular phrase, “Two (or more) heads are better
than one,” especially where one possesses
special expertise.

Consultation has become more widely
practiced in recent years, with consultation
skills more commonly taught to clinical psy-
chology students and professionals (D. Brown,
1985; Clayton & Bongar, 1994; Conyne &
O’Neal, 1992; Wallace & Hall, 1996). In fact, a

national survey of psychologists revealed that
71.5% agreed that regular consultation is a
good or excellent way to obtain information
and provide competent professional service
(Pope, Tabachnick, & Keith-Spiegel, 1987).
Furthermore, the Clayton and Bongar (1994)
review of consultation literature reported that
consultation activities by psychologists signifi-
cantly improve quality of care, client satisfac-
tion, and treatment outcome.

Consultation Roles

Consultants may assume many different roles
during the course of consultation or between
consultation assignments. Lippitt and Lippitt
(1986) suggested that the role of consultant is
based on a continuum between being directive
and being indirective. Consultants in a direc-
tive role are generally viewed as offering
expert and technical consultation. They help
consultees solve problems through their
knowledge about issues of interest to the con-
sultees. For example, a consultant may be
highly knowledgeable about computer soft-
ware that keeps track of patients’ files. A clinic
may hire the consultant to assist in purchasing
the software and teaching employees to use it
effectively. Nondirective consultants use their
skills and expertise to facilitate the consultee’s
skills. For example, a consultant may be hired
to help managers of a company do a better job
at interacting with employees who will be
“downsized.” Managers with the difficult and
often painful job of informing employees that
their position will be eliminated often need
assistance in learning how both to complete
this task sensitively and to cope with the em-
ployees’ distress. The nondirective consultant
might conduct role plays and critique the per-
formance to help managers practice this diffi-
cult task. Directive consultation generally is
task-oriented (the consultants provide expert
assistance in solving problems), whereas the
nondirective approach is process-oriented or
facilitative (J. Matthews, 1983). The directive
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Table 12.1 Examples of Consultation Questions by Setting

Hospital

1. Physicians and nurses on a cardiology unit are wondering how to assist patients in losing weight and
exercising after they leave the hospital.

2. Physicians and nurses on a pediatric unit request help in developing a program to minimize
adolescents from being sexually involved with other patients on the unit.

3. Physicians and nurses are concerned about how to help dialysis patients cope with feelings of
anxiety and depression.

School

1. Teachers in a sixth-grade class are concerned about how to best deal with conflicts between the boys
and girls in class.

2. Teachers in a third-grade class are unsure how to handle the disruptive behavior of a child with an
attention deficit disorder.

3. Teachers in a high school are anxious and angry about parents who seem too demanding and
entitled. They wonder how best to deal with parents who want too much from them.

4. A school principal seeks guidance about how best to deal with a teacher who openly challenges her
during faculty meetings.

Business

1. An employer is concerned about stress associated with numerous layoffs and wonders how he can
help his employees deal with work stress.

2. A small company is unproductive and inefficient due to numerous personality conflicts in the
office. The company president hopes that a psychologist can help to figure out ways to help his
employees get along better.

3. A company is concerned about a company vice president who was recently hospitalized with a bipolar
illness. The company is unsure how to understand and manage this person once he returns to work.

4. A company is interested in hiring employees, especially in selecting employees who are likely to be
excellent workers.

Government

1. A police department is interested in helping officers deal with the stress of witnessing and sometimes
being the victim of violent crime.

2. A fire department is interested in having a psychologist consult about screening job applicants.

3. A juvenile court system is interested in finding ways to prevent juvenile offenders from repeating
their offenses once released.

4. A judge is interested in obtaining consultation regarding child custody evaluations.
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approach generally focuses more on results,
while the nondirective approach usually fo-
cuses on process or growth (Champion, Kiel,
& McLendon, 1990).

Dougherty (1995) defined the following six
common consultation roles for clinical psy-
chologists: expert, trainer/educator, advocate,
collaborator, fact finder, and process specialist.
The expert consultation role is the most com-
mon one (Gallessich, 1982). The expert con-
sultant is a technological advisor (Dougherty,
1995) who has the specialized skills, knowl-
edge, or experience that the consultee needs
to help solve a problem. For instance, an ex-
pert consultant may have special skills in
conducting intelligence testing for children ap-
plying to a school system’s gifted and talented
program. The school hires the consultant to
help them understand what the test scores
mean and determine how best to screen appli-
cants for the program.

Somewhat similar to the expert role, con-
sultants are often asked to act as trainer/
educators. Formal training may occur in
workshops, seminars, and classes on a vari-
ety of topics. Informal training may occur in
one-to-one training sessions with employees
or clients. The trainer/educator role, like
the expert role, assumes that the consultant
has specialized information that is useful to
the client and can be acquired through edu-
cation. For example, a consultant may be
asked to train employees of a company to
manage stress better through the use of re-
laxation techniques. A trainer/educator con-
sultant may teach day care workers about
child illnesses or patterns of physical abuse
through several workshop sessions. A con-
sultant who is knowledgeable about domes-
tic violence may also train police officers to
recognize the signs and symptoms of this
problem.

The advocate consultant seeks to convince
a consultee to do something that the consul-
tant believes is desirable. Consultants can

act as advocates in a wide variety of ways
(Kurpius & Lewis, 1988). For example, a con-
sultant to a mental health clinic may advocate
for the rights of severely disabled patients
who have difficulty advocating for them-
selves. A consultant hired to participate in a
school meeting to discuss an Individual Edu-
cation Plan (IEP) might advocate for the pro-
vision of special education services for a
learning disabled child. An advocate consul-
tant may help ensure that a physically dis-
abled child or adult receives access to facilities
and maintains optimal independence.

The collaborator consultant role suggests
that the consultant is an equal partner work-
ing with a consultee to achieve a common
goal. Both the consultant and consultee stand
to benefit from their collaboration. For exam-
ple, if a researcher is interested in learning
more about the effect of exercise in the treat-
ment of depression and knows a great deal
about exercise but little about depression, he
or she may decide to work with a collaborating
consultant who is an expert on depression. As
another example, an individual psychothera-
pist and a group psychotherapist treating the
same patient might collaborate in order to co-
ordinate their two psychotherapies and to
learn more about the patient’s progress in
each treatment modality.

The fact finder consultation role involves
seeking information and relaying the results to
consultees who lack the expertise, time, en-
ergy, or psychological sensitivities to do the
task themselves (Dougherty, 1995; Lippitt &
Lippitt, 1986). For instance, a psychologist
may be interested in buying a new computer
for his research laboratory. He may hire a fact
finding consultant who is highly knowledge-
able about the use of computers in research to
locate an appropriate computer at a reason-
able price. Or a company concerned about
poor morale might hire an outside fact-finding
consultant to investigate the causes of the
problem.
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Finally, the role of the process-specialist
consultant is to help the consultee better un-
derstand the process of events that might
cause problems (Schein, 1988). For example,
a clinic manager dissatisfied with how staff
meetings are run might hire a process-
specialist consultant to observe the meetings
and suggest ways to improve communication
and staff participation. Consultants thus
can assume many different roles or perform
several roles during the same consultation
experience.

Types of Consultation

Mental Health Consultation: Several types
of consultation are typically conducted by
clinical psychologists in mental health set-
tings. These include (1) informal peer group
consultation, (2) client-centered case consul-
tation, (3) program-centered administrative
consultation, (4) consultee-centered case
consultation, and (5) consultee-centered ad-
ministrative consultation.

Informal peer group consultation is
the most widely used and valued method of
consultation in psychology (Allen, Nelson, &
Sheckley, 1987; Cranston et al., 1988). It in-
volves asking coworkers to consult on a chal-
lenging clinical case informally during lunch
or other work breaks. For example, a psy-
chologist may struggle with the treatment of
a difficult patient where treatment seems
stuck. The psychologist may believe that pro-
cess has stopped and wonders how he or she
might best alter the treatment plan to best as-
sist the patient. The psychologist might asked
a colleague to discuss the case with him or
her in order to develop insight into better
treatment strategies.

Client-centered case consultation in-
volves consultation with a fellow professional
such as another psychologist who is responsi-
ble for the treatment or care of a particular
patient. The professional seeks the advice of

the consultant in order to meet the specific
needs of the patient more adequately. Both
consultee and consultant have some respon-
sibility for the care of the patient.

Program-centered administrative con-
sultation focuses on a program or system
rather than on an individual case. The consul-
tation may involve an important aspect of
the functioning of a clinic, practice, research
program, or other more global issue. For ex-
ample, a psychologist might seek consultation
about the curriculum, structure, and advertis-
ing strategy of group psychotherapy programs
for patients. Or the consultation might con-
cern how best to conduct intake interviews
and assign patients to therapists in a large
community mental health clinic.

The focus of consultee-centered case
consultation is on challenges experienced
by the consultee rather than on problems
concerning an individual case or client. Inex-
perience, lack of information, and mistakes
made by the consultee are often the topic of
discussion. For instance, a graduate student
in psychology may seek consultation from an
experienced supervisor about discomfort and
anxiety experienced when conducting psy-
chotherapy with patients who are older than
the student.

Finally, consultee-centered administra-
tive consultation generally involves working
on administrative and personnel issues within
an agency. For example, an outpatient clinic
board of directors may wish to consult with a
psychologist about problems in the leadership
performance of their executive director.

Organizational Consultation: Clinical psy-
chologists also frequently provide consulta-
tion to an enormous range of nonmental
health agencies and organizations. Businesses,
nonprofit agencies, and government organiza-
tions all employ people who must work coop-
eratively to achieve a common purpose and
keep the organization running effectively and
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smoothly (Hanna, 1988). As experts in human
behavior, psychologists can offer useful advice
on dealing with the interpersonal and organi-
zational problems and conflicts that inevitably
arise in organizational life.

Organizational consultation generally uses
systems theory to understand and intervene in
organizations (Hanna, 1988; Kurpius, 1985).
As discussed earlier in this book, systems
theory proposes that all aspects of a system
(whether a family or a professional organiza-
tion) interact and react to changes and be-
havior in each element of the system. Each
element or subsystem within the large organi-
zational structure is dependent on other ele-
ments or subsystems, therefore changes that
occur at one level will usually influence
changes at other levels (Fuqua & Kurpius,
1993). For example, suppose that one division
of a company is losing a great deal of money,
has experienced several major failures, and
has a leader perceived by most employees as
incompetent. The division is unable to main-
tain employee loyalty and morale, and most of
the employees are looking for work elsewhere.
Systems theory would predict that the prob-
lems within this division are likely to impact
the entire company. Losses by the division
may need to be compensated for by other
more productive and successful divisions
within the company. The successful divisions
are likely to feel resentful for having to bail
out a failing division. As a result, morale will
probably decline in the successful divisions.
Consultants to organizations must use systems
theory to diagnose organizational problems
and provide interventions. They know that
tinkering with one aspect of an organization
will probably have ripple effects on other parts
of the organization, and must be mindful of
the entire system when intervening.

Executive Coaching: In recent years, execu-
tive coaching has become extremely popular
as a way to bring principles of psychology to

business and industry executives (Auerbach,
2001; Hays & Brown, 2004; P. Williams &
David, 2002). In fact, executive coaching is
now a $630 million per year industry with
10,000 coaches located worldwide (Auerbach,
2001). Clinical psychologists, as well as other
professionals from a variety of disciplines such
as social work, marriage and family therapy,
human resources, and so forth, have devel-
oped services for leading executives as an ex-
ecutive coach. They generally focus on ways
to help executives become better leaders and
managers as well as develop strategies to im-
prove interpersonal relationships, productiv-
ity, and efficiency in companies. Executive
coaches may consult with business leaders
about stress management, goal setting, and a
host of other topics and services related to
human behavior and business.

Executive coaching has become a poten-
tially new and lucrative area of work for
many clinical psychologists looking to expand
their range of professional activities and ser-
vices (Hays & Brown, 2004).

Stages of Consultation

Many of the stages that have been used to de-
scribe the psychotherapy process apply to
consultation as well. These include (1) under-
standing the question, (2) assessment, (3) in-
tervention, (4) termination, and (5) follow up.

Understanding the Question: First the consul-
tant must evaluate the situation in order to
understand the nature of the referral ques-
tion and the goals of the consultation. The
consultant must determine whether he or she
has the training, experience, and expertise
to provide a competent and professional con-
sultation. Frequently, the initial question
posed by the person(s) seeking consultation
changes during the course of the consulta-
tion. For example, a personnel director of a
company may ask a psychologist to consult
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on stress management techniques for em-
ployees of her company. She tells the psychol-
ogist that downsizing and layoffs have
resulted in a high degree of stress. She wants
the psychologist to offer stress management
workshops for small groups of employees
as well as individual sessions for those
interested in specialized one-on-one help.
However, during the initial consultation it
becomes clear to the psychologist (and the
personnel director) that the management of
the company has been ineffective and must
be altered to reduce employee stress. Organi-
zational management issues are much more
salient than initially thought. The personnel
director then decides that dealing with man-
agement issues should occur prior to offering
the stress management workshops initially
requested. Thus, psychologists who act as
consultants must fully investigate the nature
of the referral questions, knowing that the
initial request may not be what is really
needed. The consultant must also determine
the fit between the needs of the consultee
and his or her own expertise.

Sometimes before agreeing to be hired, a
consultant must determine whether the orga-
nization requesting the consultation is actu-
ally ready for the experience. Paradoxically,
an organization that initiates contact with a
consultant and requests needed help may be
resistant to change, to feedback, or to the re-
sults of the consultation. An organization’s
readiness for and openness to consultation
are sometimes more important to the success
of the consultation project than are the con-
sultant’s assessment and intervention (Beer
& Spector, 1993).

Assessment: Once the appropriate questions
are understood psychologists hired as consul-
tants need to assess the situation fully before
offering intervention or advice. The assess-
ment phase usually includes interviews and
may also include formal psychological testing

and/or review of records or other data. Ideally,
the consultant should enter the organizational
system “gaining acceptance and approval from
consultees and other constituents” (Wallace &
Hall, 1996, p. 29). However, the consultees
may not trust the consultant if he or she ap-
pears to have personality traits, attitudes, or
strategies that they view as negative. Even
those who are in favor of obtaining help may
be resistant and have an agenda concerning
the consultant’s findings. The consultant must
assess the customs, beliefs, rules, and general
climate of the organization as well as attempt
to develop a trusting relationship with the
consultees prior to offering advice (Conoley &
Conoley, 1992).

Interviewing is the most common method
of conducting a consultation assessment
(Molyneaux & Lane, 1982). The consultant
may choose to use either structured and stan-
dardized interviews or unstructured, conver-
sational, and nonstandardized interviews. The
consultant asks questions of relevant people
involved with the organization. For example,
a researcher may wish to consult with a psy-
chologist on measures to assess depression for
a particular study. The consultant interviews
the researcher about the goals and design of
the study. Once the consultant has a solid un-
derstanding of the needs of the researcher, he
or she will be able to suggest relevant mea-
sures of depression. Or, as another example,
suppose the recent reorganization of a small
company has proved challenging and stressful
for most employees. A psychologist consul-
tant is asked to evaluate the reorganization
process and to suggest how best to deal with
the associated stress. The psychologist inter-
views first the company’s management team
and then each of the key employees. The se-
ries of comprehensive interviews enables the
psychologist to assess the problem(s) before
offering intervention strategies and advice.

Surveys and questionnaires are a second
common method of assessment in consultation.
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Surveys allow large amounts of information
to be collected efficiently and confidentially
(Wallace & Hall, 1996). Direct observation is
another approach to assessment in consulta-
tion (Dougherty, 1990). A consultant may in-
formally observe an organization, sit in on
meetings, and/or watch key people work and
interact.

Once a comprehensive assessment is com-
plete, the consultant develops a diagnostic im-
pression of the problem(s) and outlines goals
for intervention. The goals should be specific,
realistic, measurable, and based on collabora-
tion between consultant and consultees
(Wallace & Hall, 1996).

Intervention: After the assessment phase, in
which the consultant diagnoses a particular
problem and sets consultation goals, the con-
sultant can develop an intervention strategy
or a response to the consultee’s questions and
problems. Intervention is the stage when the
consultant provides the actual advice or sug-
gestions for change. It is also the stage when
implementation occurs. Intervention is what
the person(s) seeking consultation hopes to
get from the consultant. For instance, a physi-
cian may ask a psychologist to consult on a
case that he or she is treating: patient with
sleep apnea and obesity is not being compliant
with the doctor’s treatment suggestions. The
physician is frustrated and concerned because,
without cooperation in her medical treat-
ment, the patient is in jeopardy of dying. The
consulting psychologist interviews the physi-
cian, the patient, and the patient’s spouse and
determines that she is highly depressed and
wishes to die. The consultant suggests ways
for the physician to treat the patient’s depres-
sion, encourage psychotherapy, and manage
the emotional factors affecting her illness.

Consultation intervention may include
either individual intervention as in the previ-
ous example or group interventions such as
training, conflict resolution, or team building

(Wallace & Hall, 1996). Implementing the in-
tervention (e.g., team building and training) is
usually the responsibility of the consultee,
with guidance from the consultant (Caplan,
1970; Dougherty, 1990).

Once an intervention is implemented, an
evaluation is typically conducted to determine
whether the intervention has been beneficial.
Scriven (1967) classifies consultation evalua-
tions as either formative or summative. For-
mative evaluations examine the process of
consultation from start to finish. Each stage of
the process is evaluated carefully. Summative
evaluations highlight the consultation out-
come. They assess whether the goals and ob-
jectives of the consultation were adequately
reached.

Termination: After the goals of the consulta-
tion agreements have been met, or if the
consultant determines that the goals cannot
be achieved, then the termination phase of
the consultation occurs (Kurpius, Fuqua, &
Rozecki, 1993). Unfortunately, the consulta-
tion relationship may be terminated with-
out thoughtful or appropriate consideration.
Many authors suggest that careful attention
be given to the termination phase to correct
this problem (Dustin & Ehly, 1984; Hansen,
Himes, & Meier, 1990; Kurpius et al., 1993).
For example, Dustin and Ehly (1984) recom-
mend conducting an exit interview at termi-
nation. The purpose of the exit interview is
to enable the consultant and consultee(s) to
discuss the consultation process, share feed-
back about the experience and intervention,
resolve any residual issues, plan for follow-
up if appropriate, and obtain closure for all
participants.

Follow-Up: Interventions and advice provided
by the consultant may or may not be used.
The advice may not be what the consultee
wanted to hear, the intervention plans may
not be realistic, or they may be too difficult to
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implement. The consultee may have lost in-
terest in the problems because of new crises
that emerged after the initiation or termina-
tion of the consultation. Follow-up frequently
maximizes the consultee’s benefit from the
consultation efforts. For example, the previ-
ously mentioned patient with sleep apnea
may be treated for depression in addition to
her sleep apnea, and obesity in accordance
with the recommendations of the consultant.
However, family conflicts emerge that threaten
the progress she has made. Follow-up consul-
tation may prove useful in dealing with these
new family concerns so that the therapeutic
process can move forward. As another exam-
ple, a consultant may offer stress manage-
ment workshops for employees at a company
that is undergoing layoffs and organizational
restructuring. Although the workshops may
be well received, old patterns of behavior
may reemerge and good intentions may fade,
causing the intervention to fail several weeks
after completion of the workshops. Because
behavior and habits are often difficult to
change, periodic follow-up sessions or ongo-
ing programs may be needed to maintain
new patterns. The sessions may be scheduled
during the intervention or termination phase
or on an as-needed basis. Many consultants
routinely provide follow-up in person, over
the telephone, or by letter (Wallace & Hall,
1996).

To Whom Do Clinical Psychologists
Offer Consultation?

Clinical psychologists frequently provide advice
and consultation to their peers (Clayton & Bon-
gar, 1994). They may develop a high degree of
expertise in a certain area less familiar to other
professionals. For instance, a psychologist may
be especially skilled in working with children
who experience attention deficit hyperactivity
disorder (ADHD). Because many different life
events and situations may contribute to the

impulsive and behavioral overactivity usually
associated with ADHD (e.g., physical or sexual
abuse, parental neglect, marital discord or di-
vorce, learning disabilities), the diagnosis and
treatment of ADHD is complex and should be
conducted by specialists. A social worker, psy-
chiatrist, marriage counselor, or fellow psy-
chologist without a high level of expertise in
this area may choose to ask another profes-
sional with these skills to consult on a given
case. The consultant would determine what
specific questions or issues need to be ad-
dressed (e.g., diagnosis, treatment recommen-
dations) and perhaps meet with the family and
child for an assessment. The consultant may
offer advice about tests to use or may review
testing and interview data to assist in making
an appropriate diagnosis.

Psychologists may also consult with a col-
league about a patient they treat in psy-
chotherapy when they are unsure how best to
handle a particular therapeutic situation. Dis-
cussing a case with an objective and unbiased
colleague is often very useful. For example, a
psychologist may feel frustrated in conducting
psychotherapy with a patient who is angry
and hostile. The patient experiences a border-
line personality disorder, major depression,
and chronic low back pain. She frequently ex-
presses anger, resentment, and even rage.
During one of her therapy sessions the patient
states that she has an urge to strangle the ther-
apist. Furthermore, the patient has access to
weapons, and the therapist is concerned that
she may show up at a session with a gun. The
psychologist tries to be understanding and
helpful but feels angry, resentful, and fearful.
The psychologist consults with a colleague to
discuss the case and obtain advice on how to
proceed in the best interest of the patient. The
consultant listens carefully to the situation,
asking questions of the therapist. They talk
about strategies and options for treatment that
the therapist can try to incorporate into the
treatment sessions as well as discussing the
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therapist’s feelings and reactions. They decide
to meet several times to see how the therapy
progresses, and the consultant offers follow-
up advice.

Psychologists may also seek consultation
when conducting psychological evaluations
or testing. Some of the data obtained
through an evaluation may be difficult to
interpret or may conflict with data from
other sources (e.g., interview, physician’s re-
port, teacher’s report). The psychologist con-
ducting the evaluation may seek a second
opinion by asking a colleague to consult on
the case and review the testing materials.
For instance, a psychologist may be asked
to conduct an evaluation of a child who does
very poorly on school examinations. The
child’s teachers and parents all feel that the
child is very bright and maintains good
study skills. They wonder whether the child
is overanxious about tests or perhaps has a
learning disability that impairs testing per-
formance. The psychologist interviews the
parents, several teachers, and the child, and
then administered intellectual, educational,
and psychological tests to the child. How-
ever, the testing data seem somewhat con-
tradictory, and it is unclear what the results
actually mean. The psychologist decides to
consult with an expert colleague who can
review the data, offer an opinion about di-
agnosis, and suggest treatment plans. The
consulting psychologist reviews the testing
data and interviews the clinician. The con-
sultant may also decide to interview the
family and/or child as well.

Psychologists conducting research also fre-
quently consult with colleagues. A psycholo-
gist may seek the consultation of another to
assist in interpreting research data, designing
appropriate experiments, and determining
which specialized equipment to use, or for
help in other research questions. For exam-
ple, a psychologist may be conducting experi-
ments on the psychological benefits of exercise

among anxious and depressed patients. She
would like to have the patients exercise in a
laboratory to determine how much exercise is
needed to elevate mood. Unsure of what
equipment to use and how intense the exer-
cise sessions should be, she consults with sev-
eral colleagues who are experts in this field
for advice and guidance. The consultants also
might provide useful journal articles or other
reading materials or invite the psychologist to
tour their laboratory to observe their testing
and research protocols.

Consultation with Nonmental Health Profes-
sionals: In addition to consultation with col-
leagues, many psychologists consult with
professionals from other disciplines as well as
with individual patients. Clinical psycholo-
gists frequently consult with school teachers
and administrators, physicians and nurses,
attorneys and judges, clergy, the military,
and people working in business and industry.
The number of potential areas and issues
requiring consultation on human behavior
is countless. Consultation is so popular that
several companies specialize in providing
psychological consultation to people in busi-
ness and industry.

Psychologists also consult with medical per-
sonnel (e.g., physicians, nurses, physical ther-
apists, nutritionists) concerning patient care
(McDaniel, 1995; T. Miller & Swartz, 1990; Pil-
lay, 1990). Medical personnel often seek con-
sultation from psychologists and other mental
health professionals in order to assist patients
experiencing a wide variety of medical prob-
lems. Many medical patients need assistance
in coping with anxiety or depression associ-
ated with their own illness or illness in the
family. Others may need assistance in chang-
ing their lifestyles to better accommodate their
illness or cope more effectively with their
medical problems. Still others need help com-
plying with medical instructions to care more
appropriately for their needs. In fact, many
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hospitals offer a consultation-liaison (C&L) ser-
vice so that psychological consultation can be
made available to every medical department at
all times. For instance, patients recovering from
a heart attack, obtaining dialysis for kidney
failure, or receiving radiation/chemotherapy
for cancer are often fearful and depressed.
Consultation with a psychologist may assist
these patients in coping more effectively with
their treatment, diagnosis, feelings, and post-
hospital adjustment. Many medical patients en-
gage in health-damaging behavior such as
eating too many high fat foods, drinking too

much alcohol, smoking cigarettes, and refus-
ing to practice safe sex or wear seat belts.
Changing these and other destructive behav-
iors to improve health and cope more effec-
tively with illness is remarkably difficult. In
fact, about 50% of all deaths are considered to
be caused by lifestyle factors (Center for
Disease Control, 2001; Taylor, 1995).

Psychologists frequently consult with
teachers and school personnel in day care cen-
ters, preschools, elementary schools, second-
ary schools, and/or special education schools.
For instance, a psychologist may consult with

Case Studies: Consultation with Mental Health Colleagues
Dr. A is treating a young Caucasian woman
with bulimia. During the course of several
months of treatment, the woman inquires
about the use of hypnosis as a possible ad-
junct to treatment. Since Dr. A is unfamiliar
with the technique, he suggests that the pa-
tient consult with a colleague, Dr. B, who
specializes in hypnotic techniques. After dis-
cussing the issue with Dr. A, the patient de-
cides to consult with Dr. B. The patient signs
a release to allow Dr. A and Dr. B to discuss
her case and coordinate treatment. Dr. A
continues to provide weekly individual psy-
chotherapy sessions, while Dr. B schedules
several hypnotherapy sessions.

Dr. C works in the consultation-liaison
service of a large university teaching hos-
pital. The attending psychiatrist on the
geropsychiatric unit asks Dr. C for a con-
sultation regarding a 72-year-old African
American female patient who reports feel-
ing severely depressed. The patient has had
several trials of antidepressant medication
and yet appears disoriented and reports
no symptom relief. The psychiatrist on the
unit is considering electroconvulsive ther-

apy (ECT) as a last resort. Prior to adminis-
tering the ECT treatment, the psychiatrist
would like Dr. C to conduct an evaluation
and consultation to determine what other
personality or neuropsychological factors
play a role in her reported symptoms. Dr.
C meets with the patient and psychiatrist,
conducts an interview, and administers a
battery of psychological tests. Dr. C con-
cludes that the patient experiences a senile
dementia in addition to depression. Based
on Dr. C’s findings, the psychiatrist chooses
not to administer ECT and further compro-
mise her cognitive functioning.

Dr. D is interested in conducting a re-
search project on the coping responses and
strategies of Salvadoran immigrants to
the United States. Dr. D decides to consult
with his colleague, Dr. E who is a native
Salvadoran and psychologist. Dr. E helps
Dr. D in securing access to the population
of immigrants, translates questionnaires
into Spanish, and helps Dr. D better under-
stand the Salvadoran culture to improve
his research study.
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a teacher about ways to manage the disrup-
tive classroom behavior of a child. The psy-
chologist might evaluate the child and family,
observe the child in the classroom setting, and
meet periodically with the teacher to help
him or her interact more effectively with the
child and class. A school principal may consult
with a psychologist about how best to handle
requests by parents and students for untimed
tests for students with learning disabilities. Or
a psychologist may be requested to consult
with a day care center to assist the staff in
coping with children who have been victims
of sexual abuse.

Many psychologists work regularly with
the legal system and consult with attorneys
and judges on various cases. For example,
psychologists often act as expert witnesses and
consultants in child custody cases. Parents
who are going through divorce may each seek
sole custody of a child or several children.
When divorces are bitter and the couple expe-
riences a high degree of conflict, their children
may become the battleground for their con-
flict. The parents may be unable to agree on
child placement, child rearing strategies, or
anything else pertaining to their children. The
psychologist may be asked to evaluate each
parent and the child and offer their expert
opinion concerning child custody placement.
Psychologists are often consultants in criminal
cases as well. When a criminal defendant is
attempting to use an insanity defense, the psy-
chologist might be asked to conduct an evalu-
ation and consultation, then provide expert
opinion to the court about the diagnosis and
mental status of the accused.

Psychologists often consult with the clergy
as well (Pargament et al., 1991; Plante, 1999,
2004a). For example, a clergy member may
wish to learn more about how to handle dif-
ficult parishioners or best help those suffer-
ing from mental illness when they ask for
pastoral counseling and advice. Clergy may
seek guidance and consultation on the selec-

tion process for clergy applicants or for better
ways to conduct group sessions during re-
treats and other group activities.

Psychologists are frequently asked to con-
sult with business personnel from many
different industries regarding employee rela-
tions, selection, stress management, morale
boosting, and so on (Tobias, 1990). For exam-
ple, many police and fire departments are con-
cerned about helping their employees deal
more effectively with the stress associated
with their jobs. Psychologists may be asked to
consult on individual cases and on developing
programs and procedures to help these indi-
viduals cope better. They may also be asked to
consult on the selection and training of new
police and fire recruits.

Effective Consultation

A number of skills are needed to be an
effective consultant. Most researchers and
practitioners of consultation highlight the
primary importance of competent interper-
sonal and communication skills (Conoley &
Conoley, 1992; Dougherty, 1995; Lippitt &
Lippitt, 1986). However, excellent group and
problem-solving skills (Dougherty, 1995;
Schindler-Rainman, 1985), the ability to
work with organizations (Schein, 1988), and
highly developed professional and ethical
behavior (Corey, Corey, & Callanan, 1993)
are also imperative. Dougherty (1995) of-
fered consultants a detailed list of skills nec-
essary for effective consultation. Briefly,
these include empathy, genuineness, social
skills, and ease in working with others. Con-
sultants must be able to create a com-
fortable, trusting, collaborative environment
with consultees. They must be effective lis-
teners. They must be able to ask useful ques-
tions, provide feedback and criticism in a
diplomatic manner, and both give and re-
ceive information as necessary. They must
be able to define problems and be skilled at
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Case Studies: Consultation with Nonmental
Health Professionals
Dr. F is called by an oncology (cancer spe-
cialist) physician treating a 36-year-old
Caucasian woman for advanced breast can-
cer. The physician has been working with
the woman for many years regarding her
medical problems. Recently, she has refused
chemotherapy and has failed to undergo
scheduled diagnostic tests. Concerned that
she might die prematurely, the physician
asks Dr. F to consult on the case. Dr. F meets
with the patient, her family, and the physi-
cian, and determines that the patient is
highly depressed and suicidal. Apparently
she hopes that she can hasten her death by
terminating necessary medical treatment.
Dr. F suggests both individual and family
psychotherapy, a psychiatric consultation
for antidepressant medication, as well as ex-
ploration between the patient and her
physician of medical alternatives to aversive
chemotherapy.

Dr. G is called by a private school head-
master to consult on a difficult situation.
The parents of a Caucasian 13-year-old stu-
dent attending the school insist on special
treatment for their child, personalized atten-
tion from the teachers, and generally behave
in a highly entitled manner. Furthermore,
they are often late in paying for tuition and
other bills and always have some excuse for
the delay. Several teachers have expressed
extreme frustration with the parents and
have threatened not to include the student
in their classes. The headmaster also feels at
a loss as to how to deal with the parents’ be-
havior. After interviewing the principal and
several teachers, Dr. G helps them develop
clear expectations, limits, and consequences

for behavior and coaches them in dealing
more firmly and effectively with the parents.
A plan is developed prior to each interaction
with the parents, and the psychologist re-
views the plan and outcome following each
interaction. The review helps to fine-tune
future interactions and significantly de-
creases the tension between the parents and
school personnel.

Dr. H is called by an executive director of
a nonprofit organization specializing in the
diagnosis and treatment of a racially diverse
group of learning-disabled children. The ex-
ecutive director is trained in special educa-
tion and business. She contacted Dr. H to
obtain assistance in developing a treatment-
outcome and client-satisfaction program for
her agency. Various sources of financial sup-
port (e.g., health insurance companies; state
and county education contracts; federal,
state, and private granting agencies) have re-
quested information regarding treatment
outcome and client satisfaction prior to con-
sidering funding the agency. Dr. H consults
with the executive director and reviews the
goals of the program, cultural sensitivity of
staff, research design strategies, statistical
methods, and specific assessment procedures
to evaluate treatment outcome and client
satisfaction. Dr. H also meets with several
other agency administrators and clinical staff
members. Together they develop a compre-
hensive evaluation program. The program is
implemented and reviewed periodically by
Dr. H to troubleshoot problems and suggest
improvements.
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gathering, understanding, and interpreting
information relevant to the consultation.
Consultants must also be able to assess the
working atmosphere or climate and culture
of an organization. They must understand
group dynamics and group process and be
able to manage conflict in group settings. Fi-
nally, they must be professional and ethical,
maintaining the highest level of competence
and integrity.

Challenges in Consultation

Although consultants and consultees may
readily agree on the need for and goals of a
consultation relationship, several challenges
often typically emerge. Resistance to the con-
sultant and to his or her suggestions is very
common. Many consultees have mixed feel-
ings about having an outside expert enter
their agency, organization, or work environ-
ment to tell them what they are doing wrong
and how they should solve their problems.
Airing dirty laundry before an outsider and
admitting that problems cannot be solved
without consultative help is often difficult
and threatening. An internal consultant
(someone who already works for the organi-
zation) may experience resistance as well.
Other employees may resent that one of their
own peers has been asked to investigate, di-
agnose, and offer suggestions regarding their
problems. Although internal consultants are
likely to know the organization and its social
climate, culture, politics, power issues, and
players much better than outside consul-
tants, they may not be taken seriously by
their peers.

Another common problem in consultation
is the concern that all the parties involved
may not cooperate. Management executives
of a company or agency may make the deci-
sion to hire a consultant while several em-
ployees may feel that consultation is not
needed. Therefore, not everyone may agree or

cooperate. While some may enthusiastically
support the consultant’s efforts, others may
be resentful and even attempt to sabotage the
work. Consultees may have hidden agendas as
well. For example, a school principal may
seek consultation from a psychologist about
how to handle a very difficult student who
does poorly in class and is a discipline prob-
lem. The consultant may suggest removing
the student from the school. The principal
may have wanted to remove the student all
along, but sought validation from a profes-
sional consultant in order to convince the stu-
dent’s parents and teachers that the decision
was justified. Consultants, being human, may
also have their hidden agendas. Some may be
more interested in promoting their services,
seminars, books, training programs, and ca-
reers than in helping consultees with a partic-
ular problem.

Additionally, the consultee’s expectations
may be unreasonably high. By the time many
consultees decide to hire a professional
consultant, they may want the person to step
into the organization and instantly fix
the problems(s) (Conyne & O’Neil, 1992).
Developing expectations that are reasonable,
realistic, and appropriate as well as interven-
tion plans that are feasible represent chal-
lenging but essential tasks in all consultation
relationships.

Finally, consultants themselves may con-
tribute to problems. They may lack adequate
knowledge, skill, experience, self-confidence,
or professional objectivity and integrity to be
effective (Dougherty, 1995).

Clinical psychology consultants are asked
to deal with an endless variety of problems,
populations, cultures, and questions. As more
and more research and practical experience
help to develop our understanding of human
nature, consultants on human behavior come
to be more in demand. A better understand-
ing of behavior and ways to manage or change
behavior in various settings is useful in almost
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all areas of work. Therefore, consultation ac-
tivities provided by clinical psychologists are
likely to increase in the future.

Teaching

As discussed in Chapter 3, psychology has its
roots in academics, including both research
and teaching activities. Teaching activities are
a part of the professional duties of many psy-
chologists. Although only 30% of clinical 
psychologists work primarily in academic en-
vironments such as colleges, universities,
and medical schools (Phelps, 1996), most
psychologists participate in some teaching
activity. However, teaching and supervision
skills are often not a significant part of grad-
uate school training in clinical psychology
(Hoffman, 1990; R. Russell & Petrie, 1994;
Watkins, 1992).

Clinical psychologists frequently teach in a
wide variety of settings and to a wide variety
of audiences. Teaching may involve 
formal college classroom instruction, individ-
ual supervision of a psychologist-in-training,
or lecturing on stress-management tech-
niques to business firms or schools. Teaching
may also be incorporated into psychotherapy
and psychological testing activities. For in-
stance, a psychologist may teach a patient
how to use relaxation techniques to counter
stress or teach a couple how to communicate
better without blaming a partner in an angry
and destructive manner. Psychoeducational
approaches involve teaching patients to cope
with a wide range of medical and psychiatric
problems. For example, support and psy-
choeducational groups helping patients with
diabetes, cancer, irritable bowel syndrome,
AIDS, and other illnesses use both teaching
and psychotherapy methods. Part of the teach-
ing function may be to review specific coping
strategies, inform the participants about new
treatment medications or procedures, and

provide guest speakers on selected topics of
interest.

Teaching in Academic Settings

Psychology Departments: Many clinical psy-
chologists teach in psychology departments in
colleges and universities across the country.
They teach courses such as Abnormal Psy-
chology, Clinical Psychology, Psychological
Testing, Introduction to Psychology, Statistics,
and Research Methods, among others. In ad-
dition to the ordinary duties of teaching such
as classroom lectures and discussions; creat-
ing, administering, and scoring exams; and
counseling students on academic and educa-
tional issues, academic psychologists conduct
research and offer service to their department
and university. They may teach undergradu-
ates, graduates, and postgraduates.

In addition to offering courses in psychol-
ogy, many clinical psychology professors pro-
vide individual and/or group supervision of
clinical cases treated by advanced graduate or
postgraduate students (Norcross et al., 2004;
R. Russell & Petrie, 1994). They review the
assessment, treatment, and consultation ac-
tivities of students working with clinical pa-
tients and offer guidance, support, advice, and
ensure quality care regarding clinical methods
and interventions. Further details regarding
clinical supervision are presented in the sec-
tion on medical schools and hospitals.

Full-time professors in college settings
are usually classified as assistant, associate,
or full professors. Although their teaching
load and research activities may not differ
based on academic rank or title, their status
within the university as well as salary are
determined, at least in part, by their aca-
demic rank. Newly hired faculty are gener-
ally given the assistant professor title.
Assistant professors have a probationary sta-
tus and are often given a yearly contract
until the probationary period is completed.
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After approximately six years, they apply for
promotion to associate professor and for
tenure. Tenure provides job security by
awarding a permanent job to the professor.
After generally another six years in the rank

of associate professor, the person may apply
to become full professor. Full professor is 
a rank usually reserved for those who 
have made a significant impact on the pro-
fession through both research and teaching

SPOTLIGHT

Women Psychologists in Academe
Women now make up the majority of people earning doctorates in psy-
chology and most especially in the applied areas of psychology such as
clinical, counseling, and school psychology (American Psychological Asso-
ciation, 2000a, 2003a; Snyder et al., 2000). Although women are now the
majority of new psychologists, their salaries and status within the profes-
sion are not on par with those of men. For example, of the full-time em-
ployees in academic psychology, men are much more likely to hold the
rank of full professor (45% of all male professors) relative to women (27%
of all female professors) according to the American Psychological Associa-
tion Task Force on Women in Academe (Kite et al., 2001). Furthermore, of
these full time academics, men are much more likely to have the status and
job security of tenure (68% of male faculty) than women (44% of female
faculty). These gender differences also surface in salary as well. Women
academic psychologists earn 84% of what men earn (National Center for
Education Statistics, 1993).

Given the fact that more and more women are entering the field of psy-
chology, it is likely that these gaps will narrow in the future. However, Kite
et al. (2001) warns that this alone will unlikely result in more equitable
salary, status, and professional advancement for women. The American
Psychological Association Task Force on Women in Academe offer a vari-
ety of recommendations for improving women’s success in academia at all
levels of academic decision making (e.g., university presidents, provosts,
deans, department chairs) and can be found in the American Psychologist
task force summary article by Kite et al. (2001). These include strategies to
enhance women’s service and leadership roles, enhancing the environ-
ment for women as both teachers and researchers, developing and dis-
seminating important training materials, and special concerns for ethnic
minority, lesbian, and women with disabilities. The authors warn about
complacency and that aggressive efforts by university decision makers
must be made in order to close the gender gap in these areas. Hopefully, in
the future, gender will be unrelated to salary, benefits, career satisfaction,
promotion, and so forth for not only women psychologists in academic life
but for women in all fields.
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activities. Associate professors do not need to
apply for full professor to maintain their job.
Universities also hire part-time instructors
who are not eligible for tenure or a more per-
manent full-time position. These part-time
teachers are often called lecturers, instruc-
tors, or adjunct professors. These positions
are nontenure track positions. Although
tenure has been a part of academic life 
for many years, it is controversial in that
many people feel that the guarantee of a
permanent position might result in some
professors spending less time and energy on
their academic duties following the awarding
of tenure.

Other Academic Departments: In colleges and
universities, clinical psychologists teach in

departments other than psychology such as
education, counseling, women’s studies, busi-
ness, law, and medicine. They may teach a
wide variety of courses full time or part time
in these departments.

Medical Schools and Hospitals: Clinical psy-
chologists teach in medical schools and
hospitals as well. They may teach seminars
to various trainees and staff members in-
cluding medical students, residents, nurses,
psychology interns, and postdoctoral psychol-
ogy fellows, or they may be guest lecturers
at courses, seminars, or department grand
rounds. Each medical department generally
offers weekly or monthly grand rounds pre-
sentations where guest speakers provide a
lecture on a topic of interest to members of

Case Studies: Teaching in Academic Settings
Dr. I maintains a full-time private practice in
psychotherapy. She also conducts workshops
and provides guest lectures on emotional
factors associated with chronic physical ill-
nesses. She specializes in the treatment of
both children and adults who experience
emotional concerns associated with medical
illnesses such as cancer, multiple sclerosis,
diabetes, lupus, and heart disease. As a clini-
cal faculty member of a local medical school
in the department of psychiatry, she super-
vises two clinical psychology trainees (an in-
tern and a postdoctoral fellow), providing
one hour per week of individual supervision
of their psychotherapy treatment cases. Her
clinical and supervisory skills are useful
in training these professionals. She often lis-
tens to audiotapes or watches videotapes
of the trainees’ work and offers suggestions
and guidance about treating patients.

Like Dr. I, Dr. J also is a clinical faculty
member of a university medical school in the

department of psychiatry. He is a psycholo-
gist who teaches an ethics course to psychol-
ogy trainees and psychiatry residents on a
weekly basis. He meets with a group of 10
students for one hour each week to discuss
professional ethics. Students describe the
ethical dilemmas they experience, and the
group discusses ethical principles of behav-
ior with Dr. J’s guidance.

Dr. K is a psychologist working full time
in a tenure track position at a large univer-
sity. She teaches two classes each semester
(one undergraduate course in Abnormal
Psychology and a graduate seminar in Psy-
chological Testing). She also supervises the
dissertation projects of several doctoral stu-
dents in clinical psychology at the university.
She conducts research as well and is working
on a textbook in abnormal psychology. Dr. K
also presents guest lectures to local hospitals
and other groups on her area of specializa-
tion, depression among elderly persons.
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a particular medical specialty such as psychi-
atry, pediatrics, oncology, cardiology, or neu-
rology. Ongoing seminars (meeting weekly
for several months or longer) may focus on
numerous topics in psychology. For example,
a seminar may be provided for trainees
and/or staff on (1) psychosocial factors in the
development, maintenance, and treatment of
specific or general illnesses; (2) child devel-
opment; (3) dealing with medical noncompli-
ance; (4) lifestyle management change; and
(5) ethics. Clinical psychologists may teach
medical school classes on a host of topics such
as health psychology, pediatric psychology,
and health behavior change.

Clinical psychologists are often asked to
provide individual supervision and instruc-
tion to staff and trainees at hospital and
medical schools. A nurse, a psychiatry or pe-
diatric resident, or a medical student may
regularly meet with a psychologist to discuss
cases. Psychology interns, postdoctoral psy-
chology fellows, and graduate students also
receive individual supervision on their cases
by a consulting psychologist. In this way,
psychotherapy, psychological testing, and
other psychological intervention skills are
taught and supervised using a tutorial model
(Hoffman, 1990; Romans, Boswell, Carlozzi,
& Ferguson, 1995; R. Russell & Petrie, 1994).

SPOTLIGHT

Tension between Research and Practice for Teachers
Himelein and Putnam (2001) conducted a survey of 214 clinical psychol-
ogists teaching in universities and training programs across the United
States to determine if these psychologists “practice what they teach”
(p. 537). The authors were interested in whether clinical psychologists
who train undergraduate and graduate students in psychology actually do
much clinical practice in addition to their teaching and research responsi-
bilities. The comprehensive survey found that these professors and in-
structors spent on average twice as much time on their research activities
than in any clinical practice with almost half (44%) reporting no clinical
practice at all. Comparing these survey findings to previous research indi-
cates that, over time, clinical psychologists who teach undergraduate and
graduate students tend to spend less and less time in actual clinical work.
Stricker (2000) calls this trend the “SCIENTIST-practitioner model”
(p. 254). A recent special issue of the Clinical Psychologist (2003, Volume
56, Issue 1) focused on this issue by publishing a series of articles on the
notion that academic clinical psychologists may tend to influence their
students to “mirror” them by pursuing careers similar to ones chosen by
their faculty mentors and instructors. This becomes problematic from a
number of different perspectives. For example, while so many clinical
psychology professors do not engage in clinical work, most of their stu-
dents do anticipate pursuing clinical (rather than research careers).
Therefore, it is challenging for instructors who do little if any clinical
work to teach students who want to learn to do clinical work.
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Students meet regularly with a supervisor
to closely examine their clinical work. They
may audio or videotape sessions in order
to review them in detail with the supervis-
ing psychologist. Videotaping is the most
popular method of conducting supervision
sessions (Romans et al., 1995). Frequently
supervision is provided in small groups of
3 to 5 trainees (Riva & Cornish, 1995). Su-
pervision training can be general (i.e., em-
phasis on basic and global skills) or focused
(i.e., emphasis on specific skill development)
or a combination of both (Schindler & Talen,
1994). Effective clinical supervisors tend to
be supportive, interested, and invested in the
supervision process, and have solid clinical
experience (R. Russell & Petrie, 1994). Clini-
cal psychologists may be employed as staff
members, as full-time or part-time faculty,

or as guest lecturers at these medical schools
and hospitals.

Teaching in Nonacademic Settings

Clinics: Clinical psychologists may teach
seminars, provide guest lectures, or give pre-
sentations in outpatient community mental
health clinics, group private practice clinics,
nonprofit institutes, day care centers, and
other nonacademic settings. Topics may in-
clude how to assess and treat patients expe-
riencing certain disorders (e.g., anxiety,
depression, panic, obesity) or how to work
more effectively with certain patient popu-
lations (e.g., Asian Americans, young chil-
dren, AIDS patients). Many clinics offer
regularly scheduled guest lecture presenta-
tions for their staff and trainees so that these

Case Studies: Teaching in Nonacademic Locations
Dr. L conducts half-day workshops on stress
management for various businesses. He pro-
vides information about strategies to maxi-
mize effective coping and uses his research
on resiliency to help participants examine
their lives and determine how they may
change aspects that impair their ability to
cope with stress. Dr. L also teaches several
relaxation techniques, which are practiced
during the workshop. He offers a follow-up
seminar for those who participate in the
workshop to review progress and discuss
obstacles.

Dr. M conducts a day-long workshop for
mental health professionals on group psy-
chotherapy. She discusses relevant research
and offers strategies for both inpatient and
outpatient groups on how to deal with prob-
lems such as marital discord, eating disor-
ders, panic attacks, and breast cancer. Dr. M

uses educational videos to demonstrate ef-
fective group therapy techniques and ends
her workshop with participants role playing
in hypothetical groups. She travels to several
cities across the country to present her
workshops.

Dr. O is a psychologist who specializes in
problems of young children and parents. She
offers parenting classes that meet weekly for
two hours and are designed for new parents
with children ages 0 to 3 months. She hires
several students to help with babysitting
while the classes meet. Dr. O discusses prac-
tical matters such as diapering and feeding
babies as well as bonding and psychological
development. She invites nurses and pedia-
tricians as occasional guest speakers. Dr. O
also offers parenting classes for parents of
twins.
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professionals can continue to stay up to date
on new developments in their field.

Workshops: Many clinical psychologists con-
duct workshops for other psychologists or
professionals (e.g., nurses, social workers,
physicians). Workshops may last for a single
day or for several days, and may offer contin-
uing education credit. Psychologists may pro-
vide detailed information and training on
specialized services or on how best to work
with certain patient populations. Workshops
may also incorporate individual case confer-
ences, individual case supervision, and lec-
tures. Almost all the national and regional
psychology professional organizations offer
yearly conventions that feature professional
workshops.

Business and Industry: Clinical psycholo-
gists may teach in business and industry en-
vironments, focusing on stress management

techniques, ways to improve employee
morale, and strategies to improve interview-
ing and communication skills. Their presen-
tations may involve ongoing classroom
instruction or a one-time guest lecture.

General Public: Clinical psychologists are
frequently asked to provide lectures and
presentations to the general public at
schools, businesses, churches and syna-
gogues, volunteer organizations, bookstores,
coffee houses, and other settings. For exam-
ple, an elementary school may wish to have
a psychologist present a lecture on the ef-
fects of television violence on children or on
how to help children deal with divorce.
Many organizations ask psychologists to give
lectures on stress management, intimate re-
lationships, or how to deal more effectively
with specific organizational problems (e.g.,
layoffs, downsizing, financial restraints; Fig-
ure 12.2).

Figure 12.2
Business managers may wish to consult with a psychologist after layoffs.
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Administration

According to Kilburg (1991), management
involves “planning, organizing, leading or di-
recting, decision making, and controlling” such
that the manager is ultimately responsible for
the “success or failure of (an) enterprise”
(p. 38). Effective administration involves ex-
cellent leadership, decision-making, negotiat-
ing, and organizational skills. Although these
skills may come naturally to some psycholo-
gists, they are generally not a specific part of
the clinical psychology training process.

Many psychologists provide administrative
services. In fact, 7% of all clinical psycholo-
gists report that their primary job is adminis-
tration (Norcross et al., 1997a, 1997b).
Psychologists may work as unit chiefs of hos-
pital psychiatric units, direct mental health
services at community mental health clinics,
chair psychology departments in colleges or
universities, work as deans or provosts in uni-
versities, or manage support staff and other
clinicians in large group private practices. Psy-
chologists in these roles often have the respon-
sibility of hiring and firing employees,
designing and implementing programs and
services, managing budgets, and supervising
the activities of many other professionals.

Curiously, although many psychologists
become administrators, very few have formal
training in administration (Barton, 1991;
Blouke, 1997; Grusky, Thompson, & Tillip-
man, 1991; T. Kelly, 1997). For example, it has
been estimated that less than 25% of mental
health administrators representing all mental
health disciplines (e.g., psychiatry, psychol-
ogy, and social work) have had formal train-
ing in administration (Barton, 1991). Unlike
graduate programs in business administra-
tion, graduate programs in psychology rarely
offer courses or even guest lectures on ad-
ministration. Almost no books or profes-
sional articles have been published that
specifically deal with the issues of clinical

psychology administrators. The qualities that
make a psychologist a successful clinician,
consultant, or researcher are not likely to be
the same qualities that make a successful 
administrator. The ability to conduct high-
quality research or to provide effective 
psychotherapy may involve skills that are
very different from managing a budget, ne-
gotiating contracts, and dealing with em-
ployee conflicts and office politics. Many
psychologists do not plan to become admin-
istrators but take on the role as their career
progresses. Those who have good people
skills, pay attention to detail, and manage
systems and money well may be encouraged
by colleagues and others to assume adminis-
trative responsibilities. Effective psychology
administrators are organized, effective lead-
ers, and good managers of both people and
money (Barton, 1991; Kilburg, 1991; Shore,
1993). Katz (1980) reports that “human
skill, the ability to work with others, is es-
sential to effective administration at every
level” (p. 82).

Barton (1991) proposed a model curricu-
lum for mental health administration that
would include both formal course work and
practicum experience. He suggests that a mas-
ter’s degree in Mental Health Administration
or in Public Health be awarded to those who
seek to become administrators in the mental
health field. Since a large number of psycholo-
gists ultimately provide administrative ser-
vices, it seems reasonable and prudent for
graduate and postgraduate training programs
to provide formal training in administration
for those who elect this career path.

The following scenario illustrates how
psychologists often become administrators. A
psychologist may work as a clinician in a com-
munity mental health clinic. Over time, the
psychologist develops a reputation as being a
competent and professional colleague who is
organized and effective in his responsibilities.
The chief psychologist of the clinic takes 
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another position out of state, and the clinician
is invited to act as interim chief until someone
else is found for the job. The job search does
not result in finding a superior candidate. The
psychologist who is acting as chief psycholo-
gist takes to the job extremely well, and col-
leagues working in the agency generally feel
that the acting chief of psychology should ac-
cept the permanent position. The psychologist
agrees to continue in the role, begins to de-
velop management skills, and enjoys the new

career direction. Several years later, the exec-
utive director of the agency retires. The chief
psychologist is asked to become the executive
director by the agency’s board of directors
since he knows the agency so well and has
done an excellent job in his administrative
duties. This scenario occurs frequently among
psychologists involved with administration.
Well-organized and well-liked professionals
often move toward administrative and leader-
ship responsibilities.

Case Studies: Administrators in Clinical Psychology
Dr. P is a training director of a clinical intern-
ship and postdoctoral fellowship program in
clinical psychology. She is responsible for
the selection, training, and supervision of 10
trainees in the program and also the manage-
ment of the budget. She is also responsible
for supplying the various service components
of the hospital and affiliated agencies with
capable trainees. She negotiates problems
and conflicts that arise with trainees and se-
cures consulting psychologists who can pro-
vide individual and group supervision as
well as seminars on topics such as psy-
chotherapy, assessment, and ethics. She or-
ganizes site visits from accreditation agencies
(e.g., the American Psychological Associa-
tion), develops advertising strategies, and
conducts program evaluations in an effort to
improve the training programs.

Dr. Q is chairman of a psychology depart-
ment at a small liberal arts college. She is
responsible for the psychology department
budget; hiring new faculty; and managing
10 full-time faculty, 5 part-time adjunct
faculty, and a department secretary. She
represents the psychology department at
university meetings and functions. She also

is currently working with university admin-
istrators, fund-development personnel, and
an architect concerning plans to build a new
sciences building that will house the psy-
chology department. Dr. Q teaches several
undergraduates courses per year and con-
ducts research. She conducts department
meetings and organizes program/curricu-
lum evaluation projects.

Dr. R is the director of an inpatient psy-
chiatric unit that specializes in the treatment
of alcohol abuse and addiction. He manages
a staff of 12 clinicians (i.e., several psycholo-
gists, social workers, nurses, occupational
therapists, and a consulting physician), and a
$500,000 budget; negotiates contracts with
managed care and other insurance com-
panies; and leads daily rounds to review pa-
tient admissions, discharges, and progress.
He hires new staff and terminates those who
are ineffective, and collaborates with the
hospital public relations department to ad-
vertise services. Dr. R conducts program and
treatment evaluation of the services pro-
vided by his unit. He also leads a family sup-
port group and follows several patients in
treatment.



Consultative, Teaching, and Administrative Roles 385

The Big Picture

Many psychologists thrive in the roles and ac-
tivities associated with consultation, teaching,
and administration. These activities allow the
psychologist to positively impact the lives
of many more people than generally possible
through psychotherapy and psychological
testing activities alone. As the mental health
and health care fields change, some profes-
sionals argue that consultation and teaching
activities will be especially important and
useful for psychologists to pursue in the fu-
ture (Kovacs, 1996). Future contemporary
clinical psychologists will likely be asked to
consult on problems and issues in human be-
havior in many different areas both within
and outside of the mental health field. Efforts
to use our understanding of human behavior
will be applied to perhaps all areas of personal
and professional life with clinical psycholo-
gists at the forefront of these consultative, ad-
ministrative, and teaching experiences.

Key Points

1. In addition to research, assessment, and
psychotherapy, clinical psychologists often
spend a significant amount of time in-
volved in other professional activities
such as consultation, administration, and
teaching.

2. Consultation in clinical psychology gen-
erally involves applying knowledge and
theories regarding human behavior to
specific questions and problems in vari-
ous community settings such as hospi-
tals, clinics, schools, businesses, and
government agencies. Consultation in-
volves offering professional advice to
others concerning problems that exist in
their setting.

3. Consultants may assume many different
roles during the course of a consultation

or between consultation assignments.
Lippitt and Lippitt (1986) have suggested
that the role of consultant is based on a
continuum between being directive and
indirective.

4. Dougherty (1995) defines the following
six common consultation roles for clini-
cal psychologists: expert, trainer/educa-
tor, advocate, collaborator, fact finder,
and process specialist.

5. Several types of consultation are typi-
cally conducted by clinical psycholo-
gists in mental health settings. These
include (1) client-centered case consulta-
tion, (2) program-centered administra-
tive consultation, (3) consultee-centered
case consultation, and (4) consultee-
centered administrative consultation.

6. Clinical psychologists also frequently pro-
vide consultation to an enormous range
of nonmental health agencies and organi-
zations. Businesses, nonprofit agencies,
and government organizations all employ
people who must work cooperatively
to achieve a common purpose and keep
the organization running effectively and
smoothly.

7. Many of the stages used to describe the
psychotherapy process apply to consul-
tation as well. These include (1) under-
standing the question, (2) assessment,
(3) intervention, (4) termination, and
(5) follow up.

8. Clinical psychologists frequently pro-
vide advice and consultation to their
peers. In addition to consultation with
colleagues, many psychologists consult
with professionals from other disciplines.
Clinical psychologists frequently consult
with school teachers and administrators,
physicians and nurses, attorneys and
judges, clergy, the military, and people
working in business and industry.

9. A number of skills are needed to be an
effective consultant. Most researchers
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and practitioners of consultation high-
light the primary importance of compe-
tent interpersonal and communication
skills. However, excellent group and
problem-solving skills, talents working
with organizations, and highly devel-
oped professional and ethical behavior
are also a must.

10. Although consultants and consultees
may readily agree on the need for and
goals of a consultation relationship, sev-
eral problems often typically emerge. Re-
sistance to the consultant and to his or
her suggestions are very common. An-
other common problem in consultation
concerns whether or not the involved
parties accept the consultation methods
and recommendations. Additionally, the
consultee’s expectations may be unrea-
sonably high. Consultants themselves
may contribute to problems. They may
lack adequate knowledge, skill, experi-
ence, self-confidence, or professional ob-
jectivity and integrity to be effective.

11. Teaching activities are at least a part
of the professional duties of most psy-
chologists. Although only about 30% of
clinical psychologists work primarily in
academic environments such as colleges,
universities, and medical schools, most
psychologists participate in some teach-
ing activity even if they primarily work
in clinical, administration, consulting or
other professional settings.

12. Clinical psychologists frequently teach
in a wide variety of settings and to a
wide variety of audiences. Teaching may
involve formal college classroom in-
struction, individual supervision of a
psychologist-in-training, or lecturing on
stress management techniques in busi-
ness firms or schools. Teaching may also
be incorporated into psychotherapy and
psychological testing activities.

13. Many psychologists provide administra-
tion services. Psychologists may work
as unit chiefs of hospital psychiatric
units, direct mental health services at
community mental health clinics, chair
psychology departments in colleges or
universities, be on staff at elementary
or secondary schools, work as deans or
provosts in universities, or manage sup-
port staff and other clinicians in large
group private practices. Although many
psychologists become administrators, al-
most none of them have any formal
training in administration.

Key Terms

Administration
Advocate
Client-Centered Case Consultation
Collaborator
Consultation
Consultee-Centered Administrative

Consultation
Consultee-Centered Case Consultation
Educator
Fact Finder
Program-Centered Administrative

Consultation
Teacher
Trainer

For Reflection

1. Who do psychologists consult with in
both mental health and nonmental health
fields?

2. What are the stages in consultation?
3. What roles are psychologists likely to use

in consultation?
4. What are the typical problems associated

with consultation?
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5. What are the necessary skills needed to
be an effective consultant?

6. What type of administrative positions
are psychologists likely to hold?

7. In what environments do psychologists
teach?

8. What types of lectures might psycholo-
gists present to the general public?

9. What is the training like for psychologist
administrators?

Real Students, Real Questions

1. If administration is not what psycholo-
gists are trained in, how do they get ad-
ministrative positions?

2. If a large portion of clinical psycholo-
gists participate in teaching activities,
why don’t the American Psychological
Association and graduate programs in-
corporate more teaching training in their
curriculums?

3. How does a psychologist become a con-
sultant? Is this usually a career focus?

Web Resources

www.apa.org/journals/ccp.html
Learn more about the Journal of Consulting and
Clinical Psychology published by the American
Psychological Association.

psych.hanover.edu/APS/teaching.html
Learn more about teaching resources from
the American Psychological Society.

teachpsych.lemoyne.edu
Learn more about the teaching division of the
American Psychological Association.

www.rider.edu/∼suler/tcp.html
Learn more about additional teaching 
resources.

www.psych-central.com/teaching.htm
Learn more about additional teaching 
resources.
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Ethical Standards

Chapter Objective
1. To highlight the ethical principles and ethical conflicts often

experienced by clinical psychologists.

Chapter Outline
Highlight of a Contemporary Clinical Psychologist: Thomas G.

Plante, PhD, ABPP
How Do Professional Ethics Differ from the Law?
The Ethical Principles of Psychologists and Code of Conduct
Why Would a Psychologist Behave in an Unethical Manner?
How Are Ethics Enforced?
What Is the Process for Solving Ethical Dilemmas?
Is Behaving in Accordance with the Ethical Principles

Always Clear Cut?

Highlight of a Contemporary Clinical Psychologist

Thomas G. Plante, PhD, ABPP

Dr. Plante combines a full-time academic career with a private practice
and consultation with religious and other organizations.

Birth Date: January 23, 1960

College: Brown University (ScB, Psychology), 1982

Graduate Program: University of Kansas (MA, PhD, Clinical Psychol-
ogy), 1987

Clinical Internship: Yale University School of Medicine (1986–1987)

Postdoctoral Fellowship: Yale University (1987–1988)

Current Job: Professor of Psychology, Santa Clara University; Adjunct
Clinical Associate Professor of Psychiatry and Behavioral Sciences, Stan-
ford University School of Medicine; Private Practice

Pros and Cons of Being a Clinical Psychologist:

Pros: “There is nothing more interesting and compelling than human be-
havior. Why do people do the things they do or feel the way they feel? Help-
ing people understand their emotional life and finding ways to improve the
quality of their lives is very rewarding. I can think of numerous times when
an assessment, consultation, or treatment resulted in an important change
for the better for someone. Furthermore, there are numerous options and

13
C h a p t e r
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opportunities for teaching, research, practice,
and consultation in clinical psychology and all
of these activities can be very useful to others.
Finally, clinical psychology offers a great deal
of autonomy and freedom as well.”

Cons: “Many economic and political factors
threaten the profession. Managed health care,
turf battles with other disciplines such as psy-
chiatry, and intraprofession conflicts between
science- and practice-oriented psychologists
cause distress. Clinical psychologists often
have a great deal of responsibility which can
feel overwhelming at times. Salaries also gen-
erally tend to be low in comparison to many
other professions that also require many years
of advanced training and advanced degrees.”

Future of Clinical Psychology: “Clinical
psychology will likely continue to specialize
and subspecialize. Internal and external forces
will also require the use of empirically sup-
ported treatments for most clinical problems.
Clinical psychology will also become more
and more involved in general health behavior
change such as treating lifestyle related health
problems. Most of the problems in society
(e.g., terrorism, divorce, poverty, conflicts
among others, violence) can be altered with
the help of clinical psychology.”

Typical Schedule:
8:30 Teach seminar on professional issues and

ethics to psychology interns and postdoc-
toral fellows at Stanford.

11:00 Teach clinical psychology class at Santa
Clara University.

1:00 Meet with research lab group to discuss
research projects involving the psycho-
logical benefits of exercise or work on
sex-offending clergy research.

2:00 Meet individually with students for 
advising.

3:00 Teach ethics class at Santa Clara Univer-
sity for undergraduates.

4:00 Class continues.
5:00 Psychological evaluation of 24-year-

old Korean man interested in entering

religious life as a Catholic priest. Con-
duct interview and administer several
personality tests.

6:00 Psychotherapy session with 60-year-old
woman experiencing panic attacks and
conflicts with her husband and children.

How should clinical psychologists be-
have? What are the rules and guide-

lines for professional behavior among clinical
psychologists? Should a psychologist have
lunch with his or her patient? Should a psy-
chologist date a current or former patient?
Should a psychologist tell his or her friends
about a fascinating new patient he or she is
treating in psychotherapy?

Whether a psychologist is a researcher,
teacher, therapist, or administrator, he or she is
expected to maintain the highest professional
ethics in all professional activities at all times.
In fact, psychology is one of the few fields that
has adopted ethical guidelines that hold mem-
bers to a much higher standard than the law.
The most current version of the Ethics Code
published by the American Psychological As-
sociation (APA) is provided in the Appendix.
Professional ethics form the cornerstone of
professionalism in psychology. The APA
formed an ethics committee in the 1930s, and
developed its first set of ethical principles in
1953. It is especially important for the field of
psychology to focus on professional ethics
since psychologists generally have a high de-
gree of responsibility that often significantly
impacts the lives of others. For example, clin-
ical psychologists who conduct psychother-
apy are entrusted with the emotional and
often physical vulnerabilities, confidences,
and well-being of the people who seek their
guidance. Clinical psychologists who are
teachers or professors are called upon to 
provide objective, state-of-the-art, and unbi-
ased information to their students. Clinical
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psychologists conducting research must design
and conduct high-quality research, protect the
rights of subjects, and carefully interpret and
report their results in order to contribute
meaningful information and knowledge about
human behavior to the professional commu-
nity. Thus, clinical psychologists must closely
and carefully follow ethical principles to en-
sure that they behave in an appropriate, re-
sponsible, and professional manner, protecting
the public as well as the profession.

Curiously, the preponderance of media por-
trayals of clinical psychologists and other
mental health professionals in films and on tel-
evision depict these professionals as engaging
in highly unethical, unprofessional, self-
serving, and often, illegal behavior. Numerous
feature length films such as The Prince of Tides,
Final Analysis, Mumford, Anger Management, and
Analyze This, as well as television shows such
as Frazer, depict psychologists and other mental
health professionals behaving inappropriately
and unethically. Typically, the psychologists or
psychiatrists portrayed in the media are in-
volved in unethical dual relationships—rather
than maintaining their professional relation-
ships and boundaries, the psychologists fall in
love with or befriend their patients. Using pa-
tients for personal gain or gratification, prac-
ticing outside of one’s area of competence, and
breaking confidentiality are also typical depic-
tions. In a review of 207 films that included
psychiatrists, 35% suggested that the mental
health professional was more troubled than his
or her patients, and 22% were involved in ma-
nipulative behavior with their patients for the
benefit of the themselves (I. Schneider, 1987).
However, some films, such as Ordinary People
and Good Will Hunting, provide fairly realistic
portrayals of psychologists behaving in an eth-
ical and professional manner. In real life, many
of the mental health professionals depicted in
the media would lose their license to practice
and perhaps be prosecuted for engaging in the
behaviors portrayed.

Psychologists in real life do commit ethical
violations. Psychologists are human and suffer
from the same vulnerabilities as the general
public. They experience family conflicts, fi-
nancial hardships, and stress and may behave
in unbecoming and even illegal ways. It has
been estimated that between 20% and 82% of
psychologists experience relationship prob-
lems such as marital conflict, between 13%
and 57% experience depression, and about
11% experience substance abuse problems
(Deutsch, 1985; Norcross, Strausser-Kirtland,
& Missar, 1988). It also has been suggested
that between 5% and 15% of psychologists
are impaired (Laliotis & Grayson, 1985). They
might, for example, inappropriately break
confidentiality, become sexually involved
with their patient(s), falsify research data, en-
gage in sexual harassment, encourage their
patients to do favors for them such as babysit
their child or paint their house, provide inef-
fective or questionable treatment, or engage in
financial mismanagement and fraud. They also
make honest mistakes due to ignorance, inat-
tention, or vulnerability. For example, a psy-
chologist who is lonely might be tempted to
initiate a friendship or romantic relationship
with a highly appealing client. A psychologist
with significant financial problems might be
tempted to invest in a business deal with a
wealthy and successful client.

Between 1985 and 2002 an average of 337
ethical complaints were received per year
(APA, 2003b) with about 275 received each
year during the past several years (APA,
2002b). Many other ethical violations may
not have been reported to the APA or to state
ethics and licensing boards. Many of the ethi-
cal complaints filed are found to have little or
no merit. Most of the complaints that result
in action against the psychologist by the APA
or local authorities involve breaking confi-
dentiality, sexual misconduct (e.g., sexual re-
lationship with a patient), nonsexual dual
relationships (e.g., friendships or business
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partnerships with patients), and insurance/fee
misbehavior (e.g., overbilling insurance, billing
for services not rendered). Several authors
have reported that the most common ethical
violation involves patient confidentiality (Pope
& Bajt, 1988; Pope & Vetter, 1992). While
many of these violations involve breaking
confidentiality without patient permission, a
sizable number of cases involve psychologists
refusing to break confidentiality when they are
ethically and legally required, as in the case of
reporting child abuse to the police or state
child protective services. Sexual misconduct
with adult patients was the most common eth-
ical complaint against psychologists in most
recent years (APA, 2003b). Fortunately, how-
ever, the vast majority of clinical psychologists
do behave in an ethical and professional man-
ner (Bersoff, 2003; Koocher & Keith-Spiegal,
1998; Layman & McNamara, 1997). The un-
ethical psychologist is the exception rather
than the rule.

What are the ethical guidelines for psychol-
ogists? How exactly should a psychologist be-
have? How can a psychologist be sure that he
or she is behaving appropriately? While cer-
tain behaviors seem easy to recognize as un-
ethical, such as sexual contact with current
patients, falsifying research data or records,
breaking patient confidentiality, and over-
billing, many other behaviors may not be so
clear. The Ethics Code has been updated nine
times by the APA since the original 1953 docu-
ment was published; the current version was
published in December 2002. The most recent
version of the Canadian Code of Ethics for
Psychologists was published in 2000 and is
more similar than different to the American
code (Canadian Psychological Association,
2000). Many of the principles outlined in
these various versions were originally high-
lighted many centuries ago in the 2,500 year
old Hippocratic Oath. These include compe-
tence, respect, confidentiality, informed con-
sent, social justice, and avoiding both harm

and exploitation. The fundamental principles
outlined several thousand years ago are still in
use today. In addition to the Ethics Code, more
specific specialty guidelines have also been de-
veloped to provide further instructions and
expectations for professional conduct. For ex-
ample, the APA has published the following
specialty guidelines: Specialty Guidelines for the
Delivery of Services by Clinical Psychologists
(1981), Guidelines for Computer Based Tests and
Interpretations (1987a), Standards for Educa-
tional and Psychological Testing (1985), and
Guidelines for Providers of Psychological Services to
Ethnic, Linguistic, and Culturally Diverse Popula-
tions (1990, 2003b). Additional guidelines are
provided for school psychologists, counseling
psychologists, and others.

Koocher and Keith-Speigal (1998) outlined
eight general principles for psychologists dis-
tilled from the Ethics Code, specialty guide-
lines, and additional sources. These include
doing no harm, benefiting others, being just
and faithful, according dignity, treating others
with caring and compassion, pursuing excel-
lence, respecting autonomy, and accepting ac-
countability. These principles are found in the
Hippocratic Oath as well.

In this chapter, ethical principles for psy-
chologists will be examined and case examples
used to illustrate actual ethical violations. The
case studies are based on actual cases but have
been carefully edited and altered to protect
the confidentiality of the parties involved. Be-
fore the ethical principles are outlined, it is
important to understand how ethics differ
from the law.

How Do Professional Ethics
Differ from the Law?

Ethical principles are developed at the na-
tional level by the APA to protect the public
and profession by providing guidelines for pro-
fessional conduct among psychologists. These
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principles generally focus on how psycholo-
gists should behave. It is important to note
that membership in the APA is voluntary but
that adherence to the Ethics Code developed
by the APA is required of APA members. Most
laws involving the delivery of psychological
services and conduct of psychologists are writ-
ten and enforced at the state level. Because
laws differ from state to state, certain unethi-
cal behaviors by a psychologist such as having
sexual relationships with his or her patients
may or may not be illegal, depending upon the
jurisdiction. Furthermore, laws and the Ethics
Code may not be in agreement regarding a va-
riety of situations. A judge may subpoena a
psychologist to release all records concerning a
patient, while the Ethics Code prohibits the
release of records without patient consent and
prohibits releasing material such as psycholog-
ical testing protocols to be examined and in-
terpreted by unqualified persons such as
lawyers and judges. In the case of conflicts be-
tween ethics and the law, psychologists are ad-
vised to follow the ethical principles and work
toward solving the dilemma by making these
issues known to relevant parties such as the
police, attorneys, and judges. Ultimately, the
psychologist must decide for him- or herself to
follow ethical guidelines or the law if they are
in an unworkable conflict. Generally, ethical
standards represent a much higher standard of
behavior than the law.

The Ethical Principles of Psychologists
and Code of Conduct

The current version of the ethical principles
for psychologists is divided into five general
principles and ten ethical standards. The
principles serve as aspirational goals while
the ethical standards describe a variety of be-
haviors that define unethical acts. The com-
plete version of the Ethics Code can be found
in the Appendix.

Other ethical codes generally use similar
ethical principles. For example, the Canadian
code uses four principles including (1) respect
for the dignity of persons, (2) responsible car-
ing, (3) integrity in relationships, and (4) re-
sponsibility to society (Canadian Psychological
Association, 1995).

In the newest version of the APA Ethics
Code, five general aspirational ethical princi-
ples are highlighted. These include (1) benefi-
cence and nonmaleficence, (2) fidelity and
responsibility, (3) integrity, (4) justice, and (5)
respect for people’s rights and dignity.

Beneficence and nonmaleficence means that
“psychologists strive to benefit those with
whom they work and take care to do no
harm.” Fidelity and responsibility means that
“psychologists establish relationships of trust
with those with whom they work . . . (and)
are aware of their professional and scientific
responsibilities to society and to the specific
communities in which they work.” Integrity
means that “psychologists seek to promote ac-
curacy, honesty, and truthfulness in the sci-
ence, teaching, and practice of psychology.”
Justice means that “psychologists recognize
that fairness and justice entitles all persons to
access and benefit from the contributions of
psychology.” Finally, respect for people’s rights
and dignity means that “psychologists respect
the dignity and worth of all people, and the
rights of individuals to privacy, confidential-
ity, and self determination” (APA, 2002,
pp. 1062–1063).

The 10 ethical standards outlined in the
more recent version of the Ethics Code
include (1) strategies to resolve ethical is-
sues, (2) competence, (3) human relations
(e.g., discrimination, harassment, multiple
relationships, conflict of interest), (4) pri-
vacy and confidentiality, (5) advertising and
other public statements, (6) recordkeeping
and fees, (7) education and training, (8) re-
search and publication, (9) assessment, and
(10) therapy.
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It is beyond the scope of this chapter to
discuss in detail all of the ethical principles
and standards outlined in this Ethics Code.
However, some of the most salient principles
and standards highlight some of the critical
issues clinical psychologists must confront.
This Ethics Code for psychologists has been
updated nine times in the past 50 years and
will continue to be updated regularly in the
future. However, regardless of the particulars
of the Ethics Code, certain key issues are
likely to be important for clinical psycholo-
gists to understand both now and in the fu-
ture. These involve issues related to
competence, integrity, respect, responsibility,
and concern for others (Plante, 2004b). These
principles will be discussed next.

Fundamental Ethical Principles

Competence: Psychologists must maintain
competence in their area(s) of specialization.
They must only provide services for which
they have the appropriate training and ex-
perience and remain up-to-date regarding
advances in the field to ensure that they
maintain state-of-the-art skills.

It is important for psychologists to be well
aware of their strengths and weaknesses,
their skills and deficits, and most importantly,
their limitations. For example, it has been es-
timated that about 50% of the material that is
learned in graduate school becomes obsolete
10 to 12 years following graduation (Dubin,
1972). Advances and new discoveries occur
so frequently that regular continuing educa-
tion is necessary and even mandated by law
in most states. Psychologists must keep their
skills sharp and current and be careful not to
offer any service that is less than state-of-the-
art. They also must ensure that their personal
lives do not interfere with the provision of
competent service. However, occasionally a
psychologist may work while he or she is ill,
tired, or preoccupied. A national survey of

psychologists revealed that 59.6% acknowl-
edged that they had worked when they were
too distressed to be effective (Pope et al.,
1987). It is troubling that the majority of psy-
chologists in the survey felt that they were
unable to be effective due to their personal
needs at least at one point during their career.

It is not always obvious what constitutes
competence and incompetence. Differences in
opinion exist regarding the best ways to teach
a class, conduct an assessment, provide psy-
chotherapy for a particular problem, or design
a research project to investigate a certain
psychological phenomenon. For example, dif-
ferent theoretical orientations or integrative
approaches may be employed to treat a partic-
ular psychiatric disorder. Some argue that
interpersonal psychotherapy should be uti-
lized in treating bulimia. Others believe that
cognitive-behavioral psychotherapy is the ap-
proach of choice. Still others suggest a combi-
nation of the two approaches. Furthermore,
because each person who seeks the services of
a professional psychologist has unique needs,
an individual personality, and a specific con-
stellation of symptoms and biopsychosocial
influences, many argue that treatment ap-
proaches must be highly individualized and
tailored to each person. Competence, there-
fore, cannot usually be assessed in an ab-
solute manner. While some interventions can
be universally regarded as grossly incompe-
tent (e.g., using leeches to treat depression or
ECT to treat anorexia nervosa), most ques-
tionable professional behaviors are not so ob-
vious. Often the community standard acts as
the criteria for the assessment of professional
competence. The community standard is de-
fined as what several reasonable members of
the professional psychological community
would agree upon as being an appropriate
standard of care.

Why would a psychologist provide incom-
petent service? Why would someone skilled
and intelligent enough to earn a doctorate in
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psychology and a license to practice engage in
incompetent professional behavior? A variety
of factors may lead a psychologist to provide
incompetent service. First, a psychologist, like
any human being, may develop a psychiatric
disorder or psychological problem that impairs
his or her judgment and behavior. For exam-
ple, a psychologist might develop an alcohol or
substance abuse problem that significantly
impairs judgment. A psychologist could also
develop severe depression and be unable to
fully engage in his or her work. A psychologist
might have a personality disorder which
makes him or her very difficult to train and
ultimately precludes competent service. The
psychologist might miss patient appointments,
fall asleep during sessions, inappropriately
become irritable with patients or students,
forget to arrive to teach a class, improperly re-
cruit research subjects, or engage in a variety
of other problematic behaviors that severely
compromise their competence. Psychologists
are human and experience the full range of
problems humans experience: divorce, illness,
financial problems, anxiety, stress, and a host
of ills such as greed, dishonesty, and the like.
Thus, personal problems and weaknesses in
integrity may lead a psychologist to falter.

A psychologist might become so burdened
or “burned out” that he or she stops being
effective. For example, a psychologist might
work in a mental health clinic deluged with a
high volume of patients over the course of
many years on the job. He or she may begin to
feel less and less invested in his or her job and
his or her patients. The psychologist might
tune out during sessions and try to just get
through the therapy hour with a minimum
of investment. A psychologist who teaches the
same courses year after year at a college or
university may become bored and uninspired.
The professor may fail to update his or her
courses and show no interest in student learn-
ing. Burnout may result in incompetent pro-
fessional activity.

A psychologist could be arrogant and nar-
cissistic, feeling that he or she does not need
to stay up-to-date or learn anything else fol-
lowing graduate school. The arrogant psychol-
ogist may feel that he or she can handle any
problem, teach any class without preparation,
publish any data collected, and provide clini-
cal services to whomever seeks treatment.
The arrogant psychologist may feel above the
professional literature and not alter his or her
professional behavior to incorporate the latest
research and clinical findings. The arrogant
psychologist might enjoy providing a certain
type of service and apply it to all of his or her
patients whether it is optimal or not. Thus, the
arrogant psychologist is not open to new in-
formation and consultation from others to en-
sure professional competence.

A psychologist might behave in a selfish
manner that contributes to incompetent pro-
fessional behavior. For example, a psychologist
might wish to fill his or her psychotherapy
practice and agree to take any case that comes
to his or her attention. The selfish psychologist
might agree to treat someone experiencing a
certain disorder despite a critical absence of
training or experience with the particular dis-
order. The selfish psychologist might be more
interested in earning money or promoting his
career than providing quality clinical, teach-
ing, research, or other professional services.
The selfish psychologist may put his or her
own needs and wishes above those of patients,
students, colleagues, and the public. Finally,
the uninformed psychologist may provide in-
competent services out of ignorance and mis-
information. While he or she may be motivated
to be competent, inexperience, lack of consul-
tation, and ignorance may prevent competent
performance.

Integrity: Psychologists must maintain profes-
sional and personal integrity and be respect-
ful, fair, and honest in their dealings with
others. They must be truthful in describing
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their services, their areas of expertise, and
what can be expected from their services.
They must be well aware of their biases, needs,
and values and how these may impact their
work. Psychologists must make all efforts to
avoid inappropriate dual relationships.

Unlike many sales and marketing tactics
used in business and other areas, psycholo-
gists must be careful never to mislead, distort,
misrepresent, or deceive. They must be honest
and professional in their manner of advertise-
ment and conscientious in their description of
their professional services. For example, fees
and what can be reasonably expected from a
psychotherapy experience must be clearly de-
lineated before services are provided. Impor-
tantly, psychologists must be willing to make
a referral to another professional if it is in the
best interest of the patient.

Psychologists must avoid conflicts of inter-
est and dual relationships with their patients,

clients, students, and others. Because psy-
chologists often maintain a position of power
in their professional relationships with pa-
tients and students, they must never exploit
this power differential and never place their
own interests and needs above those they
serve. For instance, psychologists should not
engage in sexual relationships with patients
or students they supervise, no matter how
consensual such a relationship may seem.
While the issue of sexual relationships be-
tween psychologists and their patients and
students will be discussed later in this chap-
ter, other nonsexual dual relationships will be
briefly discussed here.

Dual relationships are one of the most
common ethical violations brought to the at-
tention of ethic boards (APA, 1995, 1996,
2003). Dual relationships are commonly and
casually portrayed in television and films in-
volving psychologists, yet these relationships

Case Study: Dr. A Treats a Patient Although He
Has Inadequate Competence to Do So
Dr. A recently became licensed and opened a
private practice. He was very excited about
becoming independent and looked forward
to developing a satisfying and profitable ca-
reer. He became disappointed after several
months when his practice did not fill up
quickly. Furthermore, he was anxious about
his financial status, feeling that he would be
unable to pay his overhead expenses as well
as his home mortgage. His wife was preg-
nant with their first child, and Dr. A was
concerned about a significant increase in
family expenses. An uninformed but well-
meaning colleague referred to Dr. A a pa-
tient who suffered from panic attacks. The
man was wealthy enough to be able to af-
ford treatment and wanted to be seen in psy-
chotherapy several times each week. Dr. A

happily agreed to treat the patient even
though he had never treated a patient with
panic disorder before and despite his own
doubt that three sessions per week were
necessary. He thought that he would go to a
local bookstore and read a popular press
book on panic disorder to learn about it.

Without appropriate training, experi-
ence, and consultation in treating panic dis-
order, Dr. A unethically treated the patient.
Dr. A should have referred the patient to a
professional with adequate training or expe-
rience. He should have obtained appropriate
training and supervision prior to treating a
panic disorder patient. He also should have
declined to see the patient more often than
was clinically indicated.
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compromise the effectiveness of the psycholo-
gist’s work and are often exploitive to the pa-
tient, client, or student. While it is common
and often expected that business associates
and clients have lunch, play golf, or attend so-
cial gatherings together, these situations must
be avoided by psychologists in order to mini-
mize compromising relationships. Unfortu-
nately, dual relationships are somewhat
common among psychologists. For example, a
national survey conducted by Pope et al.
(1987) revealed that 39.9% of psychologists
had accepted a patient’s invitation to a party,
16% had invited patients to a social event, and
28.3% had provided psychotherapy services to
a friend. Furthermore, Pope et al. (1987) re-
ported that 25% of psychology educators (e.g.,
college professors) had sold products such as

cars to their students. No matter how challeng-
ing, the maintenance of clear and professional
boundaries in all professional relationships is
incumbent upon all psychologists.

Some psychologists effectively argue that
occasional contact with patients outside of
the office can be both ethical and helpful. For
example, some psychologists will attend im-
portant special events in the life of a patient
such as a Bar Mitzvah, confirmation, funeral,
graduation, wedding, or other once in a life-
time events (Borys & Pope, 1989). Other pro-
fessionals argue that effective professional
service must sometimes occur in the patient’s
natural environment. For example, a psy-
chologist might meet a patient at an airport
to help treat the patient’s plane phobia, or at
someone’s home to conduct clinical services

Case Study: Dr. B Conducts Psychological
Testing Less Than Rigorously
Dr. B conducts psychological testing for a
mental health clinic. She has been employed
by the clinic for about five years and has
routinely conducted several evaluations
each week. At first, she enjoyed her work
and found psychological testing exciting and
rewarding. She felt like a detective trying to
piece together a puzzle in order to determine
exactly which diagnosis was warranted
for each of her complex patients. After ad-
ministering hundreds of evaluations, Dr. B
became burned out and resented each addi-
tional evaluation she was assigned. She be-
came less and less interested in her job and
her patients. She joked with friends and col-
leagues that she could administer an IQ test
in her sleep. Soon she started to take short
cuts in her testing administrations. She
would give tests too quickly and would skip
sections of her evaluation. Finally, her be-
havior resulted in a significant error that se-

verely impacted her patient. She had been
asked to conduct psychological testing to de-
termine if a child was learning disabled. Her
testing was done in a sloppy manner and she
made several significant calculation errors.
She reported that the child was mentally
retarded to the parents and the school. The
child was placed in a special education class
based on Dr. B’s evaluation. Six months
later, the child was retested and found to
function at a much higher level than indi-
cated on Dr. B’s evaluation. Her records
were requested by the school district and the
school psychologist found the errors. Dr. B
allowed her boredom and burnout to impact
her performance, resulting in significant
harm to her patient and the patient’s family.

What should Dr. B have done in this sit-
uation? What would you do if you were on
the ethics board evaluating Dr. B?
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for someone who is physically disabled.
These situations can be effectively and ethi-
cally conducted if the psychologist is careful
to maintain a professional relationship and
not develop a potentially exploitive dual 
relationship.

Teachers and professors also occasionally
socialize with their students. In fact, many
campuses strongly encourage faculty and stu-
dents to socialize together at various campus-
sponsored events. These social contacts
between faculty and students can certainly
be ethical encounters as long as professional
boundaries are maintained and the faculty
member does not use their power or status to
take advantage of their relationship with
their students (e.g., ask students for personal
favors, burden students with their personal
problems). Sexual intimacies between fac-
ulty and their students represent a serious
ethical violation.

Some dual relationships are unavoidable
(Bersoff, 2003; Stockman, 1990). For exam-
ple, in very small communities a psychologist
may be the only mental health professional in
town and may need the services of his or her
patient because the patient may be the only

dentist, car dealer, or grocery store owner in
town. A former patient may take a class with
a professor who was also his or her therapist
because he teaches the only section of a re-
quired course. These situations must be han-
dled carefully by the psychologist to minimize
any potential harm to others. Psychologists
cannot always avoid a dual relationship but
they can always be sensitive and thoughtful
regarding this issue and proceed with caution
in order to minimize any potential harm to
those they serve.

Professional and Scientific Responsibility: Psy-
chologists must be willing to consult with
other professionals in order to best serve their
patients or clients. For example, a psychologist
may be treating a person from a different eth-
nic, cultural, or religious group and he or she
may consult with a colleague who is more fa-
miliar and experienced with members of the
particular group in order to offer the most ef-
fective and sensitive service possible. Psychol-
ogists may also feel stuck during the course of
conducting psychotherapy or while complet-
ing an evaluation. They may feel that they are
unclear about how to best help one of their

Case Study: Dr. C Misleads His Clients Regarding
His Credentials
Dr. C received a doctorate in physics and
was employed by a software company in a
middle management position for 15 years.
Dr. C became dissatisfied with his career
choice and felt that he wanted to make a
significant career change. He had been in
psychotherapy for several years during and
following his divorce and felt that becom-
ing a therapist might be a satisfying career
move. He enrolled in a local graduate pro-
gram in psychology. Dr. C worked in sev-

eral clinics during his graduate training. He
introduced himself as “Dr. C” and had “Dr.
C” printed on his business cards. Referring
to himself as “Dr.” is misleading. His doc-
torate in physics is not relevant to his new
career path, and potential clients are likely
to believe that his doctorate is in psychol-
ogy or a closely related field. Patients have
a right to know exactly what service and
provider they are paying for.
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patients. Consulting with a colleague often
helps to develop a productive direction. Since
there are often biological, psychological, and
social factors that may influence a particular
clinical problem, psychologists also must con-
sult with nonpsychologist professionals, such
as physicians, in order to ensure that their
patients obtain quality service. For example, a
psychologist may wish to work closely with
a physician while treating a patient that expe-
riences anorexia nervosa to ensure that both
medical and psychological services are coordi-
nated. Of course, confidentiality must be
maintained or permission of the patient ob-
tained in order to discuss cases with others.

Psychologists conducting research, teach-
ing, or other activities must also consult with
others to maintain professional responsibility.
For example, a psychologist conducting re-
search may be confused about his or her re-
search findings and the best means of data
analysis. The psychologist may feel that con-
sultation with a colleague who is more skilled
in research design and statistical analysis
would be helpful in order to best investigate

the research question. A psychologist who
teaches a college course may be unable to an-
swer some questions asked by students, so he
or she may wish to consult a colleague in
order to better answer the students’ questions.
In all of these examples, consultation with a
colleague can assist the psychologist in provid-
ing the most effective and responsible possible
service.

In addition to maintaining responsibility
for professional behavior, psychologists must
also assist in ensuring that colleagues main-
tain professional ethics. Psychologists must
help stop and/or report unethical behavior
engaged in by colleagues. Thus, if a psycholo-
gist witnesses irresponsible and unethical be-
havior on the part of a colleague, he or she
has an ethical duty to intervene by speaking
with the colleague or by reporting the viola-
tion to the appropriate authorities. Most cases
of irresponsible and unethical behavior com-
mitted by colleagues can be rectified through
informal and educative consultation. How-
ever, serious violations or conflicts that can-
not be resolved through informal means must

Case Study: Dr. D Participates in a Dual Relationship
with Her Client
Dr. D is treating a patient who experiences
obesity. Dr. D is providing a behavioral
treatment program to help her patient de-
crease food consumption, increase exercise,
and alter her lifestyle in order to minimize
weight problems. Dr. D’s patient happens to
work in the printing business. Dr. D needs to
order more stationary and business cards
because she recently moved her office to a
new location, so she asks her patient if she
would produce the stationary and business
cards for her at a discounted price. The pa-
tient agrees to produce the materials at a
20% discount. Dr. D felt that her patient did

only a mediocre printing job and feels angry
and resentful. Dr. D should have avoided the
dual relationship of having her client also
print her stationary and business cards. Dr.
D tried to have both a therapeutic profes-
sional relationship and a separate business
relationship with her patient. This dual re-
lationship may have made it too difficult for
the patient to say no to Dr. D, and Dr. D’s
dissatisfaction with the printing job may in-
terfere with her ability to relate positively
to the patient.

What should Dr. D do now?
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be reported to the appropriate ethics commit-
tee or board.

Respect for People’s Rights and Dignity: Psy-
chologists must be respectful of the rights and
dignity of others. They must be sensitive
to individual and cultural differences, and
be aware of gaps in knowledge and areas of
bias and prejudice. They must respect the
right to freedom, privacy, and confidentiality.
Psychologists must not discriminate against
others based on sex, religion, ethnicity, sexual
orientation, or other factors. Psychologists
must be careful to not allow their personal bi-
ases and prejudices interfere with their work.
Ageism, racism, and sexism have no place in
the work of psychologists.

Confidentiality is the cornerstone of psycho-
logical services. Everything that is mentioned
in the consultation room must be kept confi-
dential. Without the assurance of confiden-
tiality, many patients could not comfortably
speak about what is on their minds and
would be unable to obtain needed assistance.
In fact, many psychologists feel that effective
psychotherapy cannot be conducted without
the assurance of confidentiality (e.g., Bersoff,
2003; Epstein, Steingarten, Weinstein, &

Nashel, 1977). However, there are several
legal and ethical limits to confidentiality. These
generally include serious and immediate dan-
ger to self or others, such as suicide and homi-
cide, as well as information concerning the
physical, sexual, and emotional abuse or neg-
lect of a child, elderly person, or dependent
adult (e.g., disabled adult). Persons seeking
services of a psychologist have a right to know
about these limits to confidentiality in order to
make informed choices about the types of in-
formation they choose to disclose.

Patients may choose to waive their right
to confidentiality in certain specific circum-
stances. For example, they may wish to have
their psychologist speak with their physician,
school teacher, previous therapist, attorney,
or other professional in order to obtain
helpful background information or consulta-
tion. Patients may wish to bring others (e.g.,
spouse, child, parent, friend) to their sessions,
which may potentially compromise their con-
fidentiality. Psychologists must always obtain
permission from their patients or clients prior
to breaking confidentiality in these cir-
cumstances. Normally, written permission is
necessary before a psychologist can discuss a
patient with someone else.

Case Study: Dr. E Treats a Client Very Different from
Those with Whom He Has Expertise
Dr. E is treating a Roman Catholic priest for
depression. Dr. E is Jewish and knows very
little about the Roman Catholic Church.
Some aspects of the Church seem odd to Dr.
E and very difficult to understand (e.g.,
vows of chastity, poverty, and obedience).
Dr. E is unfamiliar with Church hierarchy
and does not understand some of the issues
the patient is interested in discussing. Dr. E
made it clear to the patient that she was

Jewish and that she was unfamiliar with
many of the issues involved with being a
Roman Catholic priest. The patient decided
that he did not want to be treated by a
Catholic because he wanted an “unbiased
and fresh perspective.” Dr. E decided to treat
the patient but without consultation from
someone who might provide appropriate
professional guidance.
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Psychologists also must respect the rights of
others to make their own decisions. They must
not impose their wishes and opinions on the
student, client, patient, or anyone else they
serve even if the psychologist feels that a pa-
tient or student is making a poor decision (e.g.,
to quit school, marry someone who is abusive,
use drugs). However, they can certainly 

provide guidance and discuss the pros and cons
of these decisions.

Concern for Other’s Welfare: Psychologists
seek to improve the quality of life of those
they serve and avoid harming their clients in
any manner. Such concern for other’s welfare
includes the intention to never exploit their

Case Study: Dr. F Is Concerned about Unethical
Behavior in a Colleague
Dr. F is concerned about one of his col-
leagues. Dr. F works with Dr. G in a mental
health clinic. Dr. G tends to be late for
his appointments with his patients, speaks
about his patients in derogatory terms, and
never has his reports completed in a timely
manner. Furthermore, Dr. G supervises sev-
eral psychology interns and postdoctoral fel-
lows. Several of these students report that
Dr. G intimidates them and has them do per-
sonal favors for him. Dr. F is very concerned

about Dr. G’s behavior. Dr. F privately dis-
cussed his concerns with Dr. G. Dr. G be-
came enraged and threatened Dr. F. Dr. F felt
that although he should report his concerns
to Dr. G’s supervisor as well as to the ethics
board, he didn’t want to “make waves.” Dr. F
had a responsibility to report Dr. G’s behav-
ior since the situation could not be resolved
informally and both patients and students
were at risk due to Dr. G’s unethical and un-
professional behavior.

Case Study: Dr. H Breaks Confidentiality with a Client
Dr. H is working with the children of a fa-
mous sports celebrity. She is conducting
educational and intellectual testing to de-
termine if one or both of his children have
learning disabilities. Dr. H is a big sports fan
and is extremely excited about meeting and
having the opportunity to work with the
family of the sports star. During the course
of the evaluation, Dr. H learns a great deal
about the family including the fact that the
sports celebrity has a learning disability and

plans on retiring from sports very soon.
Dr. H has difficulty keeping this infor-
mation to herself. She decides to tell her
husband as well as several close friends that
she is working with the celebrity. She
asks them not to tell anyone about his
learning disability and upcoming retire-
ment from sports. Dr. H had a responsibility
to keep the identity of her client confiden-
tial. Breaking confidentiality was a serious
ethical violation and should be reported.
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relationships with others. In all professional
activities, psychologists work toward enhanc-
ing the welfare of clients, patients, and stu-
dents. Research is conducted to help better
understand human behavior as well as to de-
velop methods of improving the human con-
dition. Assessment and treatment are used to
improve quality of life and teaching is con-
ducted to enhance knowledge of students. As
mentioned earlier in the chapter, psycholo-
gists must be highly sensitive to the power

differential that exists between them and
their clients, patients, and students and avoid
misusing or exploiting these relationships
(Bersoff, 2003; Borys & Pope, 1989; Koocher
& Keith-Spiegal, 1998; Stockman, 1990).

Social Responsibility: Psychologists work to
help others and to advance the science and
knowledge of human behavior. They have a
social responsibility to speak against causes
and policies that contradict or exploit what is

Case Study: Dr. I Does Not Report Child
Abuse Due to Patient Pressure
Dr. I is conducting an interview with a
woman and her two children. The woman
is divorced and is concerned that both of
her children seem anxious and upset after
each visit with their father. The children,
aged 7 and 9, report that their father makes
them anxious because he drives too fast and
erratically after drinking several beers. Fur-
thermore, one of the children reports that
their father touches her genitals after drink-
ing. Dr. I informs the mother that he must
report the sexual abuse and child endanger-
ment to the county child protection ser-

vices. The mother angrily states that she
does not want Dr. I to break confidentiality
and that she is afraid of what her former
husband might do when he finds out that
the children told someone about the sexual
behavior and dangerous driving. They are
fearful that it will “just make matters
worse, not better.” Dr. I capitulates, agree-
ing not to report the abuse if the father will
agree to receive treatment. Dr. I had an ob-
ligation to report the abuse and should have
informed the family of the limits of confi-
dentiality prior to conducting the interview.

Case Study: Dr. J Has Strong Personal Values
That Impact His Work with Clients
Dr. J is working with a patient who is hav-
ing an affair. Dr. J feels very strongly that
marital affairs are wrong, sinful, and always
a bad decision. Dr. J tells his patient that he
strongly feels that marital affairs are im-
moral and destructive and that she would be
well advised to stop the affair immediately.
The patient, who feels that Dr. J is an excel-
lent psychologist and highly values his

opinion, feels upset with Dr. J’s strong opin-
ion. She doesn’t want to disappoint Dr. J or
do something that he feels is so terrible but
she is also not willing to terminate the af-
fair. Reluctantly, she decides to see another
psychologist and never return to Dr. J for
psychotherapy. Dr. J inappropriately im-
posed his strong views about marital affairs
onto his client.
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known about human behavior and psycho-
logical functioning (e.g., policies and causes
that support discrimination). Psychologists
are expected to contribute some professional
time to causes that do not result in financial
or other personal gains.

Psychologists are expected to contribute
back to society in some professional way. For
example, many psychologists agree to treat at

least some patients who are unable to pay for
services or can pay only a very small amount
of money. Some psychologists agree to pro-
vide lectures to schools or civic organizations
without financial compensation or the expec-
tation that patient referrals will result from
their talk. Some psychologists agree to treat
graduate students in psychology for a reduced
fee. Research psychologists may review

Case Study: Dr. K Experiences Personal Prejudice
That Impacts Her Work with Diverse Clients
Dr. K is Asian American and is treating a pa-
tient who is an  African American male ex-
periencing job dissatisfaction. Dr. K has little
experience treating African American pa-
tients. Dr. K feels very uncomfortable with
her patient and is hesitant to ask him to
elaborate certain cultural issues that emerge
(e.g., experience of discrimination at work,
strong Christian faith and church ties). She
also mistakenly attributes his unfamiliar ur-

bane dialect and speech and jargon to his
“not being very bright.” Dr. K’s racism, igno-
rance, and discomfort prevent her from pro-
viding effective service and in fact have
detrimental potential for the patient. Fur-
thermore, it is inappropriate for her to fail to
obtain consultation regarding a patient from
a cultural group with whom she has no ex-
perience treating.

Study: Dr. L Takes Advantage of His Students for
Personal Favors
Dr. L is a popular psychology professor on
campus. He is an excellent teacher and in-
volves many of his students in his research
activities. He is generous with his students,
ensuring them co-authorship on research
papers and taking a great deal of time to
train and mentor them. Dr. L and his wife
just had a baby and needs a nanny as well as
general babysitting help. He invites his stu-
dents to help him care for the baby. Many of
the students feel honored that they were
asked to care for Dr. L’s baby and don’t mind
that they will not be paid for babysitting.

They feel that it is the least they can do for
Dr. L because he has been so generous with
his time, attention, and effort. Dr. L is not
only developing a dual relationship with his
students but is also exploiting the power dif-
ferential between himself and his students
by asking them to babysit for him without
pay. Dr. L should know that his young stu-
dents would feel honored to be asked to
babysit and he wrongly uses his allure to ob-
tain free babysitting services.
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manuscripts for publication without payment
or other rewards. They also may serve on
human subject or granting agency committees
in order to contribute to the profession and
society.

Ethical Standards

The ethical standards section of the Ethics
Code uses the ethical principles already dis-
cussed and applies them to specific and typi-
cal professional activities associated with
the psychology profession (e.g., teaching, re-
search, psychotherapy, psychological testing).
Other psychology ethics codes also generally
use a list of ethical standards under the um-
brella of ethical principles. The Canadian and
British codes, for example, list a variety of
similar ethical standards as they apply to in-
formed consent, therapy, privacy, and care
of animals among others (British Psychologi-
cal Society, 1993; Canadian Psychological As-
sociation, 2000). The general standards
section of the Ethics Code briefly reviews the
ethical principles that must be applied to all
professional activities. A review of some of

these standards will be presented here fol-
lowed by the specific application to a number
of professional psychology activities.

General Standards: Psychologists must be
well aware of the limits and boundaries of
their professional competence and never
practice outside of their areas of expertise.
They must be highly respectful of others and
never engage in discrimination, sexual or
other forms of harassment, or let their per-
sonal problems interfere with their profes-
sional work and obligations. They must avoid
all dual relationships such as business,
friendship, or romantic relationships with
patients, students, or other types of clients
with whom they work in a professional ca-
pacity. They must base their judgments on
scientific information and avoid any possible
harm to others. Psychologists must ade-
quately document their professional work
and be careful with the storage and disposal
of professional records. They should ensure
that financial arrangements such as fees for
service are understood and agreed upon be-
fore providing services, and that the fees are

Case Study: Dr. M Is Greedy and Unwilling to
Give Back to Society
Dr. M has three children and lives in an ex-
pensive area of town. She wants to send
her children to private school and build an
addition to her house. Dr. M is interested in
making as much money as possible in her
private practice. She charges very high fees
and bills by the minute for any telephone
contact with her patients even if it is just to
change an appointment time. She also bills
colleagues whenever they contact her to
obtain consultation. Because she is an ex-
pert in multiple personality, biofeedback,

and several other areas, she is often sought
for consultations, lectures, and other pro-
fessional activities. She refuses to partici-
pate in any professional activity without
being paid and never donates time, money,
or consultation at free or reduced prices.
Dr. M feels that she owes nothing to society
nor to others and feels that her practice is
solely a way for her to have the kind of
lifestyle she desires. Dr. M is not exercising
social responsibility.
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not exploitative or misleading. Psychologists
must ensure that their employees are prop-
erly supervised and that consultations and
referrals are made in the best interest of their
clients.

Evaluation, Assessment, or Intervention: Psy-
chologists must use assessment instruments
only for the purposes for which they were
developed and validated. They must also only
use tests they are qualified to administer and
interpret and not encourage unqualified
persons to use these tests. It is necessary to
provide assessment feedback to clients in an
understandable manner and to protect the
confidentiality of test results.

Psychologists are entrusted to use psycho-
logical testing instruments in an ethical
manner at all times. Psychologists must know
the strengths and weaknesses of each test

they use as well as information regarding the
reliability, validity, and standardization. They
must ensure that they have adequate training
and supervision in each test and are prepared
to interpret results thoughtfully and carefully.
Since new tests are developed frequently and
new versions of tests become available on a
regular basis, psychologists must stay up-to-
date on the changes that impact their profes-
sional work in psychological testing.

Frequently, unqualified persons are inter-
ested in administering and/or interpreting
psychological tests. For example, school
teachers and parents may wish to interpret
the results of IQ tests given to children with-
out the assistance of a psychologist. Some-
times psychiatrists, social workers, or other
mental health professionals wish to adminis-
ter or interpret psychological tests such as
the Rorschach, the Thematic Apperception

SPOTLIGHT

Staying Out of Legal and Ethical Trouble
It is not easy for psychologists or other health care professionals to keep
abreast of every new law and ethical nuance. However, there are a num-
ber of principles that can help psychologists and other professionals avoid
legal and ethical problems (Plante, 1999c). Ten principles that are useful
in avoiding ethical and legal problems are:

1. Always get written informed consent.
2. Secure regular professional consultation.
3. Work on maintaining professional competence.
4. Be familiar with the laws and Ethics Code.
5. Avoid high risk patients and situations.
6. Avoid the use of collection agencies that anger customers.
7. Maintain good professional records.
8. Maintain confidentiality unless compelled to do otherwise by legal

statutes.
9. Be hypervigilent with managed care and insurance companies where

patient information can easily be misused.
10. Get help when needed.
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Test, Projective Drawings, or the Minnesota
Multiphasic Personality Inventory-2 (MMPI-2)
without appropriate training and supervision.
Sometimes these professionals request that
psychologists order testing materials for them
to use. Most states do not prohibit nonpsychol-
ogists such as psychiatrists from using psycho-
logical tests. However, psychologists have the
ethical obligation to ensure that tests are used
appropriately and only by those who have a
proper level of training and experience.

Psychologists must protect the security of
tests so that there is controlled access to sen-
sitive testing materials. For example, IQ test-
ing will be invalid if the person being tested
has access to the test items prior to being
formally administered the test. Just as tests
such as the SAT, LSAT, MCAT, GMAT, and
other standardized tests must be protected
and used carefully so, too, must psychological
tests. Therefore, keeping testing supplies in
an unlocked or easily accessible location or
allowing clients, patients, or students to

freely review testing materials would gener-
ally constitute an ethical violation. Many
psychologists allow clients or patients to take
the MMPI-2 home with them to complete
since it generally takes about 1.5 hours to fin-
ish and it is a pencil-and-paper, self-report
test. However, allowing the test to be taken
home does not protect the security of the test
nor does home-testing constitute standard
testing procedure. Furthermore, a patient
could have someone else help them with an-
swers or even complete the test for them. If
the test is taken home by the client, reliability
and validity as well as the security of the test
are threatened.

Advertising and Other Public Statements:
Psychologists should avoid any false or de-
ceptive public statements misrepresenting
themselves, their training, experience, de-
grees, and activities. Psychologists must
make all efforts to correct misleading or de-
ceptive statements made by others on their

Case Study: Dr. N Allows Unqualified Trainees to
Give Psychological Tests
Dr. N conducts a large number of neuropsy-
chological evaluations at a local rehabilita-
tion hospital. She has been conducting
several evaluations each week for the past
10 years. Most of the patients at the hospital
experience traumatic brain and/or spinal
cord injuries. Dr. N is contacted by an under-
graduate student majoring in psychology
who is looking for summer work in the field.
Following an interview, Dr. N decided to
hire the student to conduct neuropsycholog-
ical evaluations. Dr. N feels that she could
use some help and that it would be an excel-
lent training opportunity for the student to
learn to administer neuropsychological tests.

Dr. N spends several weeks training the stu-
dent in testing administration, watches her
perform several tests with actual patients,
and then has her conduct the testing at the
hospital. They meet at the end of each work
day to review the testing given on that day,
provide supervision, and address any ques-
tions that arise. Dr. N has committed an eth-
ical violation by allowing an unqualified
person to administer professional tests. With
several weeks of training, an undergraduate
psychology student is not adequately trained
to competently administer neuropsychologi-
cal tests.
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behalf. Psychologists must not solicit testi-
monials from current patients or others who
are potentially vulnerable.

Psychologists must be very careful in how
they represent themselves to the public. They

must not mislead or deceive others by over-
stating or exaggerating their qualifications
and abilities. Furthermore, they must ensure
that those who represent them not mislead
or misrepresent their skills and qualifications.

Case Study: Dr. O Uses Testing Materials for
Purposes for Which They Were Not Developed
Dr. O is approached by the board of a com-
puter software company that is interested
in hiring a company president. They are
hoping that Dr. O will be able to conduct a
psychological evaluation to determine
which of the three top candidates would
make the best company president. The
board feels that all three candidates are ex-
cellent and that a better understanding of
the psychological functioning, personality,
and “character” of each person is needed to
make the best decision. Dr. O decides to

conduct a two-hour interview with each of
the three candidates and then ask each to
participate in psychological testing. Dr. O
decides to use the Rorschach, the MMPI-2,
and projective drawings. Based on the test-
ing results, Dr. O recommends one of the
candidates as being the most promising
company president. Dr. O unethically used
testing materials for purposes for which
they were not intended. These instruments
were neither designed nor validated for
personnel selection.

Case Study: Dr. P Does Not Protect Psychological
Tests from Misuse
Dr. P administered an IQ test to a 7-year-old
girl who is applying to attend a school for
gifted and talented children. An IQ score of
130 is needed to be admitted into the
school. The child obtained a score of 126 on
the WISC-III. The child’s mother feels that
the test was an underestimate of her child’s
potential and suspects that the psychologist
might have made an error in scoring the
test. She demands that the psychologist give
her a copy of the complete record form of
the test so that she can have a school psy-
chologist friend review the scoring. Dr. P
feels intimidated by the child’s mother and
gives her the test. The mother has her child

study the test form provided by the psy-
chologist and then take the test a second
time with another psychologist who was
unaware of the initial testing. She obtained
a score of 139 on the second administration
and was admitted to the school. Dr. P had
an obligation to protect the security of the
test materials and should not have given the
mother a copy of the record form. While pa-
tients (or parents, if the patient is a minor)
do have the legal right to review and copy
their medical and other records in most
states, they do not have the right to photo-
copy confidential and copyrighted psycho-
logical testing material.
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Psychologists who conduct interviews for
radio or television programming must be
especially careful to prevent distortion of
their statements and qualifications. Because
the goal of such programming is often to en-
tertain and sensationalize a topic rather than
simply to inform, psychologists must be vigi-
lant in avoiding potential ethical dilemmas
(McCall, 1988; McGrath, 1995). Further-
more, interviews may be edited so that care-
ful and thoughtful comments made by a
psychologist are removed while brief but po-
tentially misleading sound bites are retained.
Psychologists must be careful to avoid having
their comments taken out of context or ma-
nipulated to make an inappropriate or mis-
leading point.

Therapy: Psychologists must structure the
therapeutic relationship in a professional
manner. This includes clarifying from the
outset what can be expected from psy-
chotherapy, fees and confidentiality arrange-
ments, and professional or training status.
Psychologists must obtain informed consent
prior to providing professional services. As
mentioned previously, psychologists must
never have sexual relationships with current
clients and never begin therapy with some-
one with whom they have had a sexual rela-
tionship in the past. Psychologists must take

precautions regarding any potential disrup-
tion in the service they provide due to per-
sonal problems, illness, relocation, or death.
Psychologists should not abandon clients or
work toward termination of a professional
relationship unless it is in the best interests
of the client. Psychologists need to maintain
client confidentiality unless a legal or ethical
exception emerges such as serious and imme-
diate danger to self and others, or suspected
child abuse information that they are man-
dated to report. Psychologists should main-
tain professional records in a confidential
manner and provide a method in which
records remain confidential in the case of the
psychologist’s death, relocation, or termina-
tion at an employment position.

Although it may seem obvious that psychol-
ogists should not engage in sexual relation-
ships with their patients, sexual indiscretion is
one of the major ethical violations brought to
the attention of ethic boards in psychology
(APA, 1995b, 2003a). In fact, Pope (1998) re-
port that 6.8% of male therapists and 1.6% of
female therapists have had sexual relationships
with their patients. Other surveys suggest that
between 3% and 12% of psychologists have
had sexual contact with their patients (Pope,
1994; Rodolfa et al., 1994; Stake & Oliver,
1991). Surveys have also supported the finding
that male psychologists are much more likely

Case Study: Dr. Q Uses His Work with a Client for
His Own Advantage
Dr. Q successfully treated a wealthy
celebrity for depression. Dr. Q feels that if
the celebrity would publicly tell others
about the treatment, he would become
well-known and highly sought out by both
new patients and the media. Dr. Q suggests
that the celebrity patient and he both ap-

pear on a television talk show to discuss
her treatment success. The patient reluc-
tantly agrees feeling that she owes Dr. Q a
favor for providing such valuable and suc-
cessful treatment. Dr. Q unethically used
his influence to have his famous patient
provide a testimonial for his work.
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to engage in sexual relationships with their pa-
tients than female psychologists (Baur, 1997;
Holroyd & Brodsky, 1977; Pope, 1994, 1998;
Rodolfa et al., 1994). Furthermore, about 80%
of psychologists sexually involved with one
patient have been sexually involved with other
patients (Holroyd & Brofsky, 1977; Pope,
1998), including sexual involvement with chil-
dren or adolescents (Bajt & Pope, 1989). One
national survey found that the vast majority of
psychologists have been sexually attracted to
some of their clients (87%) with most experi-
encing guilt about these feelings (63%; Pope,

1998; Pope, Keith-Spiegel, & Tabachnick,
1986).

Psychologists are even more likely to en-
gage in sexual intimacies with their students
or supervisees. One survey revealed that 17%
of female psychologists had sexual relation-
ships with a graduate school professor (Glaser
& Thorpe, 1986), while about 12% of psy-
chology teachers reported having sexual rela-
tionships with students (Pope et al., 1987).
The Ethics Code states that sexual intimacy
between psychologist and patient is unethical
during ongoing professional services such as

Case Study: Ms. R Allows Others to Misrepresent
Her Credentials
Ms. R is a graduate student in clinical psy-
chology completing her clinical internship at
a local hospital. She has completed all of
her course work and even her dissertation
toward her doctorate. As soon as she com-
pletes her internship program, she will be
finished with her graduate program and will
be awarded her degree. Ms. R’s supervisor is
a psychiatrist who works at the hospital on a
full-time basis. He introduces Ms. R to pa-
tients at the hospital as “Dr. R” Ms. R in-
forms her supervisor that she is not a “Dr.”

yet. The supervisor says that all students
working at the hospital (including medical
students) are referred to as “Dr.” because it
helps the patients have more confidence in
their treatment. Because Ms. R feels that
her supervisor, a licensed psychiatrist, must
know what he is doing she drops the subject
and introduces herself to patients as “Dr. R”
Ms. R has committed an ethical violation by
allowing her status to be misinterpreted by
others, misleading patients and staff alike.

Case Study: Dr. S Misleads Others about His Training
Dr. S attended a six-week seminar at Har-
vard University during the summer months.
Dr. S, who obtained his degrees at lesser
known universities, loved being at such a
prestigious university for the six-week semi-
nar. Following the seminar, Dr. S adds “Har-
vard University trained” to his resume,
private practice stationary, and private prac-

tice brochures. He also mentions having
been trained at Harvard University when-
ever he gives a public lecture. In fact, Dr. S
appears to have developed a slight Boston
accent! Dr. S behaves unethically in misrep-
resenting and exaggerating his training and
experience at Harvard.
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psychotherapy as well as for at least two years
following the termination of services (APA,
2002). Furthermore, sexual relationships that
begin following the two-year post-termination
rule must demonstrate that they are not ex-
ploitive. A number of authors report being
uncomfortable with any sexual relationships
emerging between psychologist and patient
even after two years following the termina-
tion of professional services (Gabbard, 1994).
Although agreeing with the prohibition on
sexual behavior between patients and thera-
pists, some professionals feel that mutual at-
traction and love can be expected in many
psychotherapy relationships and may even as-
sist treatment (Baur, 1997).

Although confidentiality is critical to
maintain in any psychotherapeutic relation-
ship and every state has legal limitations on
confidentiality (e.g., child abuse reporting
laws), a sizeable number of psychologists do
not warn their patients that there are limits
to confidentiality. One survey revealed that
39% of psychologists reported that they did
not discuss confidentiality arrangements
with their patients and that 19% falsely in-
form their patients that everything that is
mentioned in psychotherapy is confidential
(Baird & Rupert, 1987).

Professional records must be maintained
even following the termination of professional
services. Many states have laws that deter-
mine how long professional records must be
maintained. The APA (1981) suggests keeping
full patient records for at least three years fol-
lowing the termination of professional ser-
vices for adults and for three years past the age
of maturity for minors. A summary of the pa-
tient record (or the complete record) is sug-
gested to be maintained for an additional 12
years (see example on pp. 411–416).

In the case of severe illness, a psychologist
should make appropriate arrangements to en-
sure that client records are kept confidential
yet are accessible to clients and their potential

future psychologists or other mental health
professionals with whom they choose to work.
Psychologists should make arrangements for
a colleague to handle the transition of
records and services if such a crisis or situa-
tion unfolds.

Teaching, Training, Supervision, Research, and
Publishing: Psychologists must be accurate
and objective in their teaching activities and
teach only in areas that they are qualified.
Training or educational programs that they
conduct must include accurate descriptions of
course information, goals, and evaluation
methods. Psychologists must provide timely
and appropriate feedback to students they su-
pervise or evaluate. They must obtain in-
formed consent from research subjects and
handle animals used in research in a humane
manner. They must design and plan their re-
search studies in a responsible manner protect-
ing the rights of others and reporting results in
an honest and nonmisleading manner. Psychol-
ogists must avoid deception in research and
when unavoidable, take necessary precautions
to debrief and minimize harm to subjects. Psy-
chologists must never engage in plagiarism and
must distribute publication credit based on the
legitimate contributions made by each author.
Accordingly, psychologists do not duplicate the
publication of their own or others’ research
data. They share data with colleagues when
they wish to verify findings.

Forensic Activities: Psychologists who provide
forensic or legal/court related services must
be careful to use assessment instruments for
the purposes for which they were developed.
They are careful to clarify their roles in foren-
sic work and avoid misleading statements.

Psychologists who work in forensic situa-
tions often provide expert testimony, con-
sultation, and evaluation for legal cases
involving, for example, child custody arrange-
ments, workman’s compensation, or criminal
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Example of a Typical Psychological Services Consent Form

Thomas G. Plante, PhD, ABPP
Clinical Psychology

Psychologist License Number PSY11002

885 Oak Grove Avenue, Suite 203
Menol Park, CA 94025-4421

PSYCHOLOGIST-PATIENT SERVICES AGREEMENT [CALIFORNIA]

This document (the Agreement) contains important information about my professional services and
business policies. It also contains summary information about the Health Insurance Portability and Ac-
countability Act (HIPAA), a new federal law that provides new privacy protections and new patient
rights with regard to the use and disclosure of your Protected Health Information (PHI) used for the
purpose of treatment, payment, and health care operations. HIPAA requires that I provide you with a
Notice of Privacy Practices (the Notice) for use and disclosure of PHI for treatment, payment and health
care operations. The Notice, which is attached to this Agreement, explains HIPAA and its application to
your personal health information in greater detail. The law requires that I obtain your signature ac-
knowledging that I have provided you with this information at the end of this session. Although these
documents are long and sometimes complex, it is very important that you read them carefully before
our next session. We can discuss any questions you have about the procedures at that time. When you
sign this document, it will also represent an agreement between us. You may revoke this Agreement in
writing at any time. That revocation will be binding on me unless I have taken action in reliance on it; if
there are obligations imposed on me by your health insurer in order to process or substantiate claims
made under your policy; or if you have not satisfied any financial obligations you have incurred.

PSYCHOLOGICAL SERVICES
Psychotherapy is not easily described in general statements. It varies depending on the personalities of
the psychologist and patient, and the particular problems you are experiencing. There are many differ-
ent methods I may use to deal with the problems that you hope to address. Psychotherapy is not like a
medical doctor visit. Instead, it calls for a very active effort on your part. In order for the therapy to be
most successful, you will have to work on things we talk about both during our sessions and at home.

Psychotherapy and psychological evaluations can have benefits and risks. Since therapy and evaluation
may often involve discussing unpleasant aspects of your life, you may experience uncomfortable feel-
ings like sadness, guilt, anger, frustration, loneliness, and helplessness. On the other hand, psychother-
apy and evaluation has also been shown to have many benefits. For example, therapy often leads to
better relationships, solutions to specific problems, and significant reductions in feelings of distress. But
there are no guarantees of what you will experience.

Our first session(s) will involve an evaluation of your needs. By the end of the evaluation, I will be able
to offer you some first impressions of what our work will include and a treatment or evaluation plan to
follow, if you decide to continue with therapy or evaluation. You should evaluate this information along
with your own opinions of whether you feel comfortable working with me. Psychological services can
involve a large commitment of time, money, and energy, so you should be very careful about the psy-
chologist you select. If you have questions about my procedures, we should discuss them whenever they
arise. If your doubts persist, I will be happy to help you set up a meeting with another mental health
professional for a second opinion.

(continued)
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MEETINGS
I normally conduct an evaluation that will last from 1 to 2 sessions. During this time, we can both de-
cide if I am the best person to provide the services that you need in order to meet your treatment or
evaluation goals. If services are begun, I will usually schedule one 50-minute session (one appointment
hour of 50 minutes duration) per meeting at a time we agree on, although some sessions could be longer
or more frequent if we both agree on these arrangements in advance. Once an appointment hour is
scheduled, you will be expected to pay for it unless you provide 24 hours advance notice of
cancellation. It is important to note that insurance companies do not provide reimbursement
for cancelled or missed sessions.

PROFESSIONAL FEES
My hourly fee is $150. In addition to face-to-face appointments ($300 per hour for psychological test-
ing), I charge this amount for other professional services you may need, though I will break down the
hourly cost if I work for periods of less than one hour. Other services include report writing, telephone
conversations lasting longer than 15 minutes, consulting with other professionals with your permission,
preparation of records or treatment summaries, and the time spent performing any other service you
may request of me. If you become involved in legal proceedings that require my participation, you will
be expected to pay for all of my professional time, including preparation and transportation costs, even
if I am called to testify by another party. [Because of the difficulty of legal involvement, I charge $300
per hour for preparation and attendance at any legal proceeding.]

CONTACTING ME
Due to my work schedule, I am often not immediately available by telephone. When I am unavailable,
my telephone is answered by voice mail that I monitor frequently. I will make every effort to return
your call on the same day you make it or within 24 hours, with the exception of weekends, holidays, and
vacations. If you are difficult to reach, please inform me of some times when you will be available. If
you are unable to reach me and feel that you can’t wait for me to return your call, contact your family
physician or the nearest emergency room and ask for the psychologist [psychiatrist] on call. If I will be
unavailable for an extended time, I will provide you with the name of a colleague to contact, if neces-
sary and desired. You may also try to reach me via email at tplante@scu.edu.

LIMITS ON CONFIDENTIALITY
The law protects the privacy of all communications between a patient and a psychologist. In most sit-
uations, I can only release information about your treatment to others if you sign a written Authori-
zation form that meets certain legal requirements imposed by state law and/or HIPAA. But, there are
some situations where I am permitted or required to disclose information without either your consent
or Authorization:

• I may occasionally find it helpful to consult other health and mental health professionals about a case.
During a consultation, I make every effort to avoid revealing the identity of my patient. The other pro-
fessionals are also legally bound to keep the information confidential. If you don’t object, I will not
tell you about these consultations unless I feel that it is important to our work together. I will note all
consultations in your Clinical Record (which is called “PHI” in my Notice of Psychologist’s Policies and
Practices to Protect the Privacy of Your Health Information).

• Since I teach and publish both books and professional articles, aspects of treatment might appear in
medical or scientific journals or presented at professional conferences, lectures, or other presenta-
tions. All possible precautions will be taken to protect your anonymity.
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• I also have contracts with several appropriate businesses. As required by HIPAA, I have a formal busi-
ness associate contract with this/these business(es), in which it/they promise to maintain the confiden-
tiality of this data except as specifically allowed in the contract or otherwise required by law. If you
wish, I can provide you with the names of these organizations and/or a blank copy of this contract.

• Disclosures required by health insurers or to collect overdue fees are discussed elsewhere in this
Agreement.

• If a patient threatens to harm himself/herself, I may be obligated to seek hospitalization for him/her,
or to contact family members or others who can help provide protection.

• If you are involved in a court proceeding and a request is made for information about the professional
services that I have provided you and/or the records thereof, such information is protected by psycholo-
gist-patient privilege law. I cannot provide any information without your (or your legally appointed
representative’s) written authorization, a court order, or compulsory process (a subpoena) or discovery
request from another party to the court proceeding where that party has given you proper notice (when
required) has stated valid legal grounds for obtaining PHI, and I do not have grounds for objecting under
state law (or you have instructed me not to object). If you are involved in or contemplating litigation,
you should consult with your attorney to determine whether a court would be likely to order me to dis-
close information.

• If a government agency is requesting the information for health oversight activities pursuant to their
legal authority, I may be required to provide it for them.

• If a patient files a complaint or lawsuit against me, I may disclose relevant information regarding that
patient in order to defend myself.

• If a patient files a worker’s compensation claim, I must, upon appropriate request, disclose informa-
tion relevant to the claimant’s condition, to the worker’s compensation insurer.

There are some situations in which I am legally obligated to take actions, which I believe are necessary
to attempt to protect others from harm and I may have to reveal some information about a patient’s
treatment. These situations are unusual in my practice.

• If I have knowledge of a child under 18 or I reasonably suspect that a child under 18 that I have ob-
served has been the victim of child abuse or neglect, the law requires that I file a report with the ap-
propriate governmental agency, usually the county welfare department. I also may make a report if I
know or reasonably suspect that mental suffering has been inflicted upon a child or that his or her
emotional well-being is endangered in any other way (other than physical or sexual abuse, or neg-
lect). Once such a report is filed, I may be required to provide additional information.

• If I observe or have knowledge of an incident that reasonably appears to be physical abuse, abandon-
ment, abduction, isolation, financial abuse or neglect of an elder or dependent adult, or if an elder or
dependent adult credibly reports that he or she has experienced behavior including an act or omission
constituting physical abuse, abandonment, abduction, isolation, financial abuse, or neglect, or reason-
ably suspects that abuse, the law requires that I report to the appropriate government agency. Once
such a report is filed, I may be required to provide additional information.

• If a patient communicates a serious threat of physical violence against an identifiable victim, I must
take protective actions, including notifying the potential victim and contacting the police. I may also
seek hospitalization of the patient, or contact others who can assist in protecting the victim.

• If I have reasonable cause to believe that the patient is in such mental or emotional condition as to be
dangerous to him or herself, I may be obligated to take protective action, including seeking hospital-
ization or contacting family members or others who can help provide protection.

If such a situation arises, I will make every effort to fully discuss it with you before taking any action
and I will limit my disclosure to what is necessary.

(continued)
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While this written summary of exceptions to confidentiality should prove helpful in informing you
about potential problems, it is important that we discuss any questions or concerns that you may have
now or in the future. The laws governing confidentiality can be quite complex, and I am not an attorney.
In situations where specific advice is required, formal legal advice may be needed.

PROFESSIONAL RECORDS
The laws and standards of my profession require that I keep Protected Health Information about you in
your Clinical Record. Except in unusual circumstances that disclosure would physically endanger you
and/or others or makes reference to another person (unless such other person is a health care provider)
and I believe that access is reasonably likely to cause substantial harm to such other person or where in-
formation has been supplied to me confidentially by others, you may examine and/or receive a copy of
your Clinical Record, if you request it in writing. Because these are professional records, they can be
misinterpreted and/or upsetting to untrained readers. For this reason, I recommend that you initially re-
view them in my presence, or have them forwarded to another mental health professional so you can
discuss the contents. There will be a copying fee of 25 cents per page. If I refuse your request for access
to your records, you have a right of review (except for information supplied to me confidentially by oth-
ers) which I will discuss with you upon request.

In addition, I may also keep a set of Psychotherapy Notes. These Notes are for my own use and are de-
signed to assist me in providing you with the best treatment. While the contents of Psychotherapy Notes
vary from client to client, they can include the contents of our conversations, my analysis of those con-
versations, and how they impact on your therapy. They also contain particularly sensitive information
that you may reveal to me that is not required to be included in your Clinical Record. [They also include
information from others provided to me confidentially.] These Psychotherapy Notes are kept separate
from your Clinical Record. Your Psychotherapy Notes are not available to you and cannot be sent to any-
one else, including insurance companies without your written, signed Authorization. Insurance com-
panies cannot require your authorization as a condition of coverage nor penalize you in any way for
your refusal to provide it.

PATIENT RIGHTS
HIPAA provides you with several new or expanded rights with regard to your Clinical Records and dis-
closures of protected health information. These rights include requesting that I amend your record; re-
questing restrictions on what information from your Clinical Records is disclosed to others; requesting
an accounting of most disclosures of protected health information that you have neither consented to
nor authorized; determining the location to which protected information disclosures are sent; having
any complaints you make about my policies and procedures recorded in your records; and the right to a
paper copy of this Agreement, the attached Notice form, and my privacy policies and procedures. I am
happy to discuss any of these rights with you.

MINORS AND PARENTS
Patients under 18 years of age who are not emancipated can consent to psychological services subject to
the involvement of their parents or guardian unless the psychologist determines that their involvement
would be inappropriate. A patient over age 12 may consent to psychological services if he or she is ma-
ture enough to participate intelligently in such services, and the minor patient either would present a
danger of serious physical or mental harm to him or herself or others, or is the alleged victim of incest or
child abuse. In addition, patients over age 12 may consent to alcohol and drug treatment in some cir-
cumstances. However, unemancipated patients under 18 years of age and their parents should be aware 
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that the law may allow parents to examine their child’s treatment records unless I determine that access
would have a detrimental effect on my professional relationship with the patient, or to his/her physical
safety or psychological well-being. Because privacy in psychotherapy is often crucial to successful prog-
ress, particularly with teenagers, and parental involvement, is also essential, it is usually my policy to
request an agreement with minors [over age 12] and their parents about access to information. This
agreement provides that during treatment, I will provide parents with only general information about
the progress of the treatment, and the patient’s attendance at scheduled sessions. I will also provide par-
ents with a summary of their child’s treatment when it is complete. Any other communication will re-
quire the child’s Authorization, unless I feel that the child is in danger or is a danger to someone else, in
which case, I will notify the parents of my concern. Before giving parents any information, I will discuss
the matter with the child, if possible, and do my best to handle any objections he/she may have.

BILLING AND PAYMENTS
You will be expected to pay for each session at the time it is held, unless we agree otherwise or unless
you have insurance coverage that requires another arrangement. Payment schedules for other profes-
sional services will be agreed to when they are requested. [In circumstances of unusual financial hard-
ship, I may be willing to negotiate a payment installment plan.]

If your account has not been paid for more than 60 days and arrangements for payment have not been
agreed upon, I have the option of using legal means to secure the payment. This may involve hiring a
collection agency or going through small claims court which will require me to disclose otherwise con-
fidential information. In most collection situations, the only information I release regarding a patient’s
treatment is his/her name, the nature of services provided, and the amount due. [If such legal action is
necessary, its costs will be included in the claim.]

INSURANCE REIMBURSEMENT
In order for us to set realistic treatment goals and priorities, it is important to evaluate what resources
you have available to pay for your treatment. If you have a health insurance policy, it will usually pro-
vide some coverage for mental health treatment. I will fill out forms and provide you with whatever as-
sistance I can in helping you receive the benefits to which you are entitled; however, you (not your
insurance company) are responsible for full payment of my fees. It is very important that you find out
exactly what mental health services your insurance policy covers.

You should carefully read the section in your insurance coverage booklet that describes mental health
services. If you have questions about the coverage, call your plan administrator. Of course, I will provide
you with whatever information I can based on my experience and will be happy to help you in under-
standing the information you receive from your insurance company. If it is necessary to clear confusion,
I will be willing to call the company on your behalf.

Due to the rising costs of health care, insurance benefits have increasingly become more complex. It is
sometimes difficult to determine exactly how much mental health coverage is available. “Managed Health
Care” plans such as HMOs and PPOs often require authorization before they provide reimbursement for
mental health services. These plans are often limited to short-term treatment approaches designed to work
out specific problems that interfere with a person’s usual level of functioning. It may be necessary to seek
approval for more therapy after a certain number of sessions. While much can be accomplished in short-
term therapy, some patients feel that they need more services after insurance benefits end. [Some managed-
care plans will not allow me to provide services to you once your benefits end. If this is the case, I will do
my best to find another provider who will help you continue your psychotherapy.]

(continued)
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proceedings to determine sanity. Often there
are a number of different and opposing parties
involved and invested in the work of the psy-
chologist. These may include the judge, attor-
neys, defendants, and plaintiffs, among others.

Psychologists working in forensic activities
must make their role and limits clear to all
parties involved to avoid misunderstandings
and potential unethical or biased behavior.
Furthermore, they must always be vigilant to

You should also be aware that your contract with your health insurance company requires that I provide
it with information relevant to the services that I provide to you. I am required to provide a clinical di-
agnosis. Sometimes I am required to provide additional clinical information such as treatment plans or
summaries, or copies of your entire Clinical Record. Before I can disclose this information, both you and
I must receive a written notification from the insurer stating what they are requesting, why they are re-
questing it, how long it will be kept and what will be done with the information when they are finished
with it. In such situations, I will make every effort to release only the minimum information about you
that is necessary for the purpose requested. This information will become part of the insurance company
files and will probably be stored in a computer. Though all insurance companies claim to keep such in-
formation confidential, I have no control over what they do with it once it is in their hands. In some
cases, they may share the information with a national medical information databank. I will provide you
with a copy of any report I submit, if you request it. By signing this Agreement, you agree that I can
provide requested information to your carrier.

Once we have all of the information about your insurance coverage, we will discuss what we can expect
to accomplish with the benefits that are available and what will happen if they run out before you feel
ready to end your sessions. It is important to remember that you always have the right to pay for my ser-
vices yourself to avoid the problems described above [unless prohibited by contract].
Your signature below indicates that you have read the information in this document and agree to abide
by its terms during our professional relationship.

YOUR SIGNATURE BELOW INDICATES THAT YOU HAVE READ THIS AGREEMENT AND
AGREE TO ITS TERMS AND ALSO SERVES AS AN ACKNOWLEDGMENT THAT YOU HAVE
RECEIVED THE HIPAA NOTICE FORM DESCRIBED ABOVE.

Signature Date 

Rev. 3/03

Case Study: Dr. T Dates a Relative of His Patient
Dr. T is a single psychologist looking for a
mate. Dr. T conducts group psychotherapy
and one of the group members mentions
after a session that Dr. T should meet her
niece. The patient feels that they would
make a great couple. Dr. T agrees to go on a
blind date with his patient’s niece. They hit
it off immediately and soon agree to marry.

Dr. T continues seeing the patient in group
psychotherapy but now also sees the patient
at family events with his new wife. Dr. T de-
veloped a dual relationship with his patient
by involving himself in the patient’s family
as well as dating and eventually marrying
the patient’s niece.
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Case Study: Dr. U Abandons His Clients
Dr. U decides to close his practice and move
to Hawaii. He provides his patients with
one week of notice and closes his practice.
Dr. U, in a hurry to begin his new life,
makes no arrangements for his patients
to continue receiving therapy with col-
leagues. He feels that they are smart and
resourceful enough to find someone else if

they need therapy and gives them a list of
all the psychologists who are members of
the county psychological association. Dr. U
has clearly abandoned his patients and has
neither ethically nor thoughtfully made ap-
propriate arrangements for their therapy
needs.

Case Study: Dr. V Publishes Research in a Way to Help
Her Career Rather Than Doing So More Responsibly
Dr. V is anxious about tenure. She feels that
she is not a great researcher but really enjoys
teaching and the academic lifestyle. She col-
lected a great deal of data for her doctoral
dissertation and decides to see how many
professional articles she can publish based
on this one study. She decides to write five
different papers, each focusing on some
small detail of her project. She later decides

to publish a review article of her subject
area primarily focusing on her five now-
published articles. Dr. V exploits her data set
to give the appearance that she has con-
ducted five separate studies rather than one.
Dr. V uses her research in an irresponsible
and misleading manner to increase her
chances of obtaining tenure.

Case Study: Dr. W Surprises His Students with
Rejection without Any Warning
Dr. W is a professor who supervises several
doctoral dissertation projects conducted by
graduate students in his department. After
working with students for many months
and even years in some cases, Dr. W decides
without warning to fail several of the stu-
dents during their final dissertation oral de-
fense. He informs them that their projects

are unsatisfactory and not worthy of a dis-
sertation. Dr. W ’s actions were irresponsi-
ble and unethical because he never provided
timely and appropriate feedback to his stu-
dents during the course of conducting the
projects and failed the students without
warning or feedback.
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testify within their areas of expertise and uti-
lize data clearly supported by their evaluation
results. The American Psychology-Law Society
(Division 41 of the APA) has developed spe-
cific practice guidelines for psychologists work-
ing in legal settings (Committee on Ethical
Guidelines for Forensic Psychologists, 1991).

Resolving Ethical Issues: Psychologists must be
familiar with the Ethics Code and apply it to
their professional work setting. They cooper-
ate with ethics committees and try to resolve
ethical dilemmas in an educative rather than
punitive manner. If ethical conflicts cannot be
resolved informally, psychologists must report
ethical violations to the appropriate authority.

Why Would a Psychologist Behave in an
Unethical Manner?

Psychologists are human beings, and they
make mistakes in both judgment and behav-
ior. While some psychologists are well aware
that they are committing ethical violations,

many others are not. Some allow their own
needs to supersede those of their patients,
students, colleagues, and the greater public.
Some psychologists are emotionally dis-
turbed, some are selfish, some are unaware
of their missteps, some make errors in judg-
ment, and some innocently fall into behavior
that results in an ethical violation.

Many may assume that those who commit
ethical violations are incompetent or mali-
cious. However, well meaning psychologists
striving to do what they believe is in the best
interest of their patients, students, or others
commit ethical violations as well. No one is
immune from engaging in unethical behav-
ior. Even well-trained, well-meaning, and
thoughtful psychologists may commit ethical
violations.

Being well informed of the Ethics Code
and obtaining consultation when needed can
greatly help to minimize the chances of mak-
ing ethical violations. Furthermore, being at-
tentive to ethical behavior in others can also
assist in minimizing the chances that unethi-
cal behavior will continue once it has begun.

Case Study: Dr. X Doesn’t Provide Full Informed
Consent to His Clients
Dr. X is conducting a psychological evalua-
tion in a child custody lawsuit. He conducts
an evaluation of the child and both parents
who are fighting over custody of the child.
He encourages each person to be as honest
and open as possible and asserts that he
will do whatever is in the best interest of
each person. In a vulnerable moment, the
father tells Dr. X that he really doesn’t want
to have custody but that he wants to get
back at his wife for her infidelity. The fa-
ther thinks that this information will be
held in confidence. The father is later infu-

riated that Dr. X included this statement in
the evaluation report. Dr. X did not make
clear to all of the parties involved what
would and would not be communicated in
the report and to the court. In fact, Dr. X
also tape recorded the evaluation without
the knowledge or consent of the parties in-
volved. Dr. X unethically failed to clarify
his role in the evaluation, and failed to ob-
tain informed consent and establish the
boundaries of confidentiality prior to con-
ducting the evaluations.
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Sieber (1982) suggested that ethical viola-
tions tend to fall into one of six categories.
The first category of common error includes
inexperience or ignorance on the part of the
psychologist leading to an unforeseen ethical
dilemma. For example, a psychologist may
not realize that photocopying the record form
from an intelligence test and giving it to the
parents of a child violates the ethical require-
ment of protecting the security and confiden-
tiality of testing materials.

A second common ethical category in-
volves an underestimate by the psychologist
regarding the potential for an ethical prob-
lem. For instance, a disorganized psychologist
trying to save time may not take appropriate
precautions to ensure that research subjects
give informed consent prior to participating
in a research study and are fully debriefed
when the study is completed.

A third category outlined by Sieber includes
ethical dilemmas that are unavoidable in the

Case Study: Dr. Y Fails to Help and Support Her Students
Dr. Y is a new assistant professor at a small
college. Several of her students tell her about
the classroom behavior of Dr. Z. They report
that Dr. Z seems to use the same lecture
notes from 20 years ago, runs out of things to
say in class, and routinely lets class out long
before the time period ends. They also state
that Dr. Z frequently talks about how much
money he makes on a textbook he authored
and offers strong opinions about other fac-

ulty members and their professional activi-
ties. Because Dr. Y does not have tenure, she
refuses to get involved in any way. She tells
her students that her hands are tied and that
some professors are better than others. Dr. Y
is not only insensitive to the needs and
dilemmas faced by her students, but does
nothing to assist in correcting the unethical
behavior of Dr. Z.

Case Study: Dr. AA Commits Insurance Fraud
Dr. AA is conducting an evaluation with an
8-year-old child to determine if the child has
an attention deficit hyperactivity disorder
(ADHD). The child’s parents have few finan-
cial resources and hope that their health care
insurance will pay for most or all of the costs
to complete the evaluation. Dr. AA com-
pletes the evaluation and determines that
the child does not have ADHD. In fact, Dr.
AA failed to find any diagnosable disorder
(e.g., depression, oppositional defiant, anxi-
ety). Because no diagnosis can be deter-
mined, the insurance provider will not pay

for the evaluation. The child’s parents feel
that they cannot afford the evaluation and
ask Dr. AA to list some diagnosis on the in-
surance forms so that the insurance com-
pany will pay for the evaluation. Dr. AA is
concerned about his patient’s financial prob-
lems and agrees to give the child a diagnosis
of adjustment disorder with mixed emo-
tional features. While Dr. AA is well mean-
ing in trying to help his patient, he is
committing not only an ethical violation but
a legal one as well. Committing insurance
fraud is a serious legal offense.
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eyes of the psychologist. For example, a psy-
chologist may feel it necessary to break confi-
dentiality while working with an adolescent
because of concerns about behaviors such as
stealing and drug use.

A fourth category subsumes foreseen
ethical dilemmas that arise out of a new
procedure or approach. For instance, a new
treatment may result in unforeseen harm to
patients, which the clinician could not have
predicted.

A fifth category includes ethical problems
that emerge when no clear guidelines exist or
guidelines are ambiguous in a particular situa-
tion. This can happen as new technology and
different approaches develop (e.g., Internet)
that impact psychological services and are not
addressed directly in the current Ethics Code.

Finally, ethical problems exist when the
law contradicts ethical guidelines. For exam-
ple, a judge may subpoena all of a patient’s
records from a psychologist. These records
may include therapy notes and psychological
testing data. Because the Ethics Code states
that confidentiality cannot be broken without

patient permission (or when someone is in
immediate and serious danger) and that test-
ing materials cannot be released to those not
qualified to interpret them (e.g., nonpsychol-
ogists), then the Ethics Code and legal de-
mands are in conflict.

How Are Ethics Enforced?

All members of the APA are instructed to read
and agree to follow the Ethics Code (APA,
2002). Members are not only expected to
know and follow the code but are obligated to
help correct unethical behavior by colleagues
through education or by reporting them to
local or national ethics boards. However only
about 8% of psychologists report that they
would be willing to report on a distressed
colleague making ethical violations (B. Wood,
Klein, Cross, Lammers, & Elliott, 1985). All
authors of articles published in journals pub-
lished by the APA are asked to sign a state-
ment prior to publication indicating that their
research was completed in keeping with the

Case Study: Dr. BB Enters a Dual Relationship
with His Client
Dr. BB is treating a graduate student in psy-
chology for anxiety and depressive concerns.
The patient is having a very hard time com-
pleting his dissertation project. In fact, his
graduate program has threatened to termi-
nate his enrollment if he does not complete
the project within several months. Dr. BB,
wishing to help his patient, offers to give him
a project he has been interested in complet-
ing and offers to be a member of his disserta-
tion committee. Dr. BB agrees to deceive the
graduate program so that they won’t find out

that Dr. BB is treating the student in psy-
chotherapy. Dr. BB is willing to enter into an
unethical dual relationship in an effort to try
and help his patient complete his dissertation
project.

Dr. BB is well meaning in his efforts to go
the extra mile for his patient. His unethical
behavior can actually result in advantages to
his patient. However, his behavior compro-
mises his therapeutic relationships and the
integrity of the profession.
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ethical guidelines. State licensing examina-
tions and procedures include the Ethics Code
in the examination process. Furthermore, a
number of books are published by the APA to
help psychologists more fully understand
professional ethics (e.g., Bersoff, 1995, 2003;
Canter, Bennett, Jones, & Nagy, 1994). Profes-
sional ethics are also generally taught during
graduate school and internship/postdoctoral
training (Plante, 1995). Therefore, all psychol-
ogists are expected to know and follow the
ethical standards set forth by the APA. Igno-
rance of the Ethics Code is no excuse for un-
ethical behavior.

Consumers of psychological services also
help in enforcing ethical guidelines. Patients,
students, clients, supervisors, colleagues, and
others who complain about the professional
conduct of a psychologist do so by contacting
local professional associations or state boards
of psychology. These complaints often are di-
rected to local and national ethics boards as-
sociated with psychological associations such
as the APA.

The APA maintains a committee to evaluate
and monitor ethical violations. Complaints
that the committee deem to have merit are in-
vestigated and acted upon. Depending on the
results of the investigation, the committee
may provide the psychologist with an educa-
tive advisory, warnings for minor violations or
for ethical but unprofessional conduct, a rep-
rimand or censure for more severe violations,
or demand resignation or expulsion from the
association for highly serious violations. Fur-
thermore, the APA ethics committee works
closely with state and local ethics committees
and licensing boards to ensure that psycholo-
gists who are found to be guilty of ethical
violations are appropriately dealt with at the
local level (e.g., suspension or revocation of a
state license to practice for serious violations).

Each state has independent licensing
boards that assist in monitoring the practices
of psychologists. The boards process appli-

cants for licensure and assist in monitoring
the professional conduct of psychologists
once they are licensed. The licensing board
can grant, deny, suspend, or revoke, licenses
to practice. For example, a license can be de-
nied if the applicant does not meet minimum
standards for training or has failed to pass the
licensing examinations. Licenses can be sus-
pended or revoked when a psychologist has
been found to be engaging in unethical or il-
legal activity. The most common reasons that
malpractice claims are filed result from inap-
propriate sexual behavior on the part of the
psychologist, suicide of a patient, and inap-
propriate treatment conducted with a pa-
tient. Sexual dual relationships account for
the majority of claims paid to plaintiffs by the
APA’s liability insurance carrier (Pope, 1991).

What Is the Process for Solving
Ethical Dilemmas?

When ethical dilemmas arise, it is important
to consult the Ethics Code to determine pre-
cisely what the written guidelines instruct.
Second, consultation with colleagues con-
cerning the conduct or issue in question can
be extremely useful (Figure 13.1). If it has
been determined that an ethical violation has
or may have occurred, the psychologist dis-
covering the violation has a duty to bring it to
the attention of the offending psychologist.
For minor violations committed by error or
oversight, educating the person about the eth-
ical principles involved is generally an ade-
quate means of correcting the problematic
conduct. If the collegial educative process
does not result in ethical behavior, or if the
violation is serious, the psychologist has the
ethical responsibility to inform the ethics
board at the state or national level. The ethics
board then collects information and deter-
mines whether the infraction is worthy of in-
vestigation and either action or dismissal.
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Is Behaving in Accordance with the
Ethical Principles Always Clear Cut?

While it seems obvious that psychologists
should maintain professional competence,
never have sexual relationships with cur-
rent or recent patients or students, and
maintain patient confidentiality, numerous
ethical dilemmas emerge that are more am-
biguous and highly challenging to resolve.
Pope and Vetter (1992) report several cases
that surfaced from a national survey of 1319
members of the APA. While easy answers to
many cases cannot be found, careful analysis
and professional consultation usually results
in the soundest decision and professional
judgment.

For example, Pope and Vetter (1992)
describe the following case scenarios for
consideration:

Case 1: A psychologist who has been treat-
ing a women for three years in psy-
chotherapy coincidentally begins to
date her best and closest friend.

Case 2: A psychologist in a rural commu-
nity is active in his church group.
Members of the church group wish
to consult with him on a profes-
sional basis because they know and
trust him and he is the only profes-
sional in the area that offers partic-
ular specialty services.

Case 3: A psychologist conducts psychother-
apy with a child. Soon after the be-
ginning of therapy, the child’s mother
and the therapist develop a strong
mutual attraction. The psychologist
considers referring the patient else-
where but feels that therapeutic gains
will be lost.

Figure 13.1
When an ethical dilemma arises, a psychologist may consult with
colleagues.



Ethical Standards 423

Case 4: A psychologist is providing psy-
chotherapy to another psychologist.
The patient reveals that he has com-
mitted a serious ethical violation.
The patient states that due to patient
confidentiality, the therapist cannot
report the violation.

Case 5: The rules of a university medical cen-
ter dictate that a psychologist must
give Principal Investigator (PI) status
on research grants to a physician
even if the physician is not actually
the PI on the project.

How should these actual cases be handled?
Each of the cases mentioned do not have sim-
ple and clear cut answers. Careful review and
consideration of the Ethics Code as well as ap-
propriate consultation is generally required in
order to make reasonable professional and
ethical judgments.

The Big Picture

The Ethics Code provides useful guidelines
for psychologists as well as the public concern-
ing the standards of professional conduct. The
APA has worked to ensure that a great deal of
input from members of the organization
occurs with each revision. The code is “living”
in that it is frequently discussed in professional
journals and circles and is updated often. Many
professionals have suggested that the Ethics
Code is a significant improvement over earlier
versions, including greater detail and clarifica-
tion regarding many of the principles (Koocher,
1994; Vasquez, 1994). Furthermore, the APA
spends more money on issues of professional
ethics than any other professional organization
(Chalk, Frankel, & Chafer, 1980).

However, not everyone is satisfied with the
Ethics Code (Gabbard, 1994; Keith-Spiegal,
1994; Koocher & Keith-Spiegal, 1998; Lakin,
1994; Payton, 1994; Sonne, 1994). Some have

argued that the code does not go far enough in
its emphasis on the declaration of respect for
the worth and dignity of individuals. Payton
(1994) reports that the code should go further
in addressing issues of relevance to ethnic
minority group members as well as women,
gay men and lesbians. Others are concerned
that the code does not go far enough in pro-
tecting patients and students from sexual ex-
ploitation by psychologists (Gabbard, 1994;
Koocher & Keith-Spiegal, 1998; Layman &
McNamara, 1997). In fact, unlike previous
versions of the Ethics Code, the current ver-
sion allows for sexual relationships between
psychologists and patients under special cir-
cumstances two years following the termina-
tion of services. Some argue that issues
pertaining to multipatient therapies such as
family therapy, couples therapy, and group
therapy are not adequately addressed in the
Ethics Code (Lakin, 1994). Some cynically
state that the code is designed to protect psy-
chologists more than the public (Payton,
1994). Finally, some argue that much of the
code is too vague and does not provide specific
guidelines in a number of important areas
(Koocher & Keith-Spiegal, 1998).

However imperfect, the Ethics Code pro-
vides a working standard of conduct by
which persons who receive psychological
services can judge professional behavior. All
psychologists are expected to both know and
follow the Ethics Code. Professional ethical
guidelines in psychology are not simply strict
laws to follow or violate. Infractions are not
generally met with a punitive response (un-
less the violation is very serious with poten-
tial significant harm to the public). Rather,
professional ethics in psychology are meant
to be educative and ethical dilemmas are
generally resolved informally among col-
leagues. Diligent attention to ethical behav-
ior upholds the stature, helpfulness, and
humanitarian goals of the clinical psychol-
ogy profession.
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Although many future revisions of the
Ethics Code is assured, the basic principles of
ethical behavior outlined many years ago by
Hippocrates are likely to be applicable indefi-
nitely. Future clinical psychologists will al-
ways be expected to behave in a competent,
professional, ethical manner and maintain
integrity and responsibility in their profes-
sional roles and responsibilities. It is unlikely
that these basic tenets will ever change.

Key Points

1. Whether a psychologist is a researcher,
teacher, therapist, or administrator, he or
she is expected to maintain the highest
professional ethics in all professional ac-
tivities at all times.

2. Most complaints that result in action
against psychologists by the APA involve
breaking confidentiality, sexual miscon-
duct (e.g., sexual relationship with a pa-
tient), nonsexual dual relationships (e.g.,
friendships or business partnerships with
patients), and insurance/fee misbehavior
(e.g., over billing insurance, billing for
services not rendered).

3. Since 1953, the APA has had an Ethics
Code that specifically outlined the be-
havior expected of all psychologists. The
Ethics Code has been updated nine
times since 1953 and the current version
was published in December, 2002 (APA,
2002).

4. The current version of the ethical prin-
ciples for psychologists is divided into
five general principles and ten ethical
standards. The general principles in-
clude (1) beneficence and nonmalefi-
cence, (2) fidelity and responsibility,
(3) integrity, (4) justice, and (5) respect
for people’s rights and dignity. The ethi-
cal standards include (1) resolving ethi-
cal issues, (2) competence, (3) human

relations, (4) privacy and confidential-
ity, (5) advertising and other public
statements, (6) recordkeeping and fees,
(7) education and training, (8) research
and publication, (9) assessment, and
(10) therapy.

5. Psychologists must maintain compe-
tence in their area(s) of specialization
and work. They must only provide ser-
vices that they have the appropriate
training and experience to legitimately
offer to the public. They must also stay
up-to-date on changes and advances in
the field in order to ensure that they
maintain state-of-the-art skills.

6. Psychologists must maintain professional
and personal integrity and be respectful,
fair, and honest in their dealings with
others. They must be truthful in describ-
ing their services, their areas of expertise,
and what can be expected from partici-
pation in their services. They must be
well aware of their biases, needs, and val-
ues and how each of these impact their
work.

7. Psychologists should make all efforts to
avoid inappropriate dual relationships.

8. Psychologists must be willing to consult
with others as indicated in order to best
serve their patients or clients. They must
also help to avoid unethical behavior
engaged in by colleagues. Psychologists
must be responsible for their own con-
duct and accept their obligations to the
larger profession and public welfare.

9. Psychologists must be respectful of the
rights and dignity of others. They must be
sensitive to individual and cultural dif-
ferences as well as vigilant in providing
nondiscriminatory services. They must
respect the rights to freedom, privacy,
and confidentiality of their patients and
clients.

10. Psychologists work to improve the qual-
ity of life and never incur harm through
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their work with others. Psychologists
must never exploit their relationships
with others.

11. Psychologists work to help others and ad-
vance the science and knowledge of
human behavior. Psychologists are ex-
pected to contribute some professional
time to causes that do not result in finan-
cial or other personal gains.

12. Many may assume that those who com-
mit ethical violations are usually in-
competent or malicious. However, well
meaning psychologists seeking to best
serve the interests of their patients, stu-
dents, or others commit ethical viola-
tions. No one is immune from engaging
in unethical behavior. Even well-trained,
well-meaning, and thoughtful psycholo-
gists are capable of committing an ethi-
cal violation.

13. Ethical principles are developed at the
national level by the APA to protect the
public and profession as well as to pro-
vide guidelines for conduct among psy-
chologists. All psychologists are expected
to know and follow the ethical standards
set forth by the APA. Ignorance of the
Ethics Code is no excuse for unethical
behavior.

Key Terms

Confidentiality
Dual Relationships
Ethics Code

For Reflection

1. What are the general principles and ethi-
cal standards of the APA Ethics Code?

2. Why bother having an Ethics Code?
3. What are the most common ethical 

violations?

4. Why would a psychologist make an ethi-
cal violation?

5. What is a dual relationship and why
should it be avoided?

6. Why shouldn’t psychologists have sexual
relationships with patients or students
following the termination of their pro-
fessional relationship?

7. What are some of the pros and cons to
the Ethics Code?

8. How are ethical dilemmas resolved?
9. How might the Ethics Code be changed

in the future?
10. How do ethics and the law relate?

Real Students, Real Questions

1. What kind of screening do psychologists go
through to find out if they have any psy-
chological disorders before being licensed?

2. If membership in APA is optional for psy-
chologists, then how can we really en-
sure ethical standards are upheld by all
psychologists?

3. Can a psychologist counsel a friend? Is it
ever beneficial or are there usually too
many conflicts?

Web Resources

www.apa.org/ethics
Learn more about APA’s Ethics Code and
other ethical matters related to psychology.

www.scu.edu/ethics
The Markkula Center for Applied Ethics at
Santa Clara University offers a variety of arti-
cles, web links, and other information about
applied ethics.

commfaculty.fullerton.edu/lester/ethics/gen-
eral.html
The School of Communications at California
State University, Fullerton, offers this helpful
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web site with numerous links to ethics on the
Web in many categories.

www.ethics.org.au
The St. James Ethics Center is a nonprofit or-
ganization that promotes ethics in daily life.
It is not associated with any religious or polit-
ical affiliations.

www.ethics.ubc.ca/resources
This site offers useful links to a variety of ap-
plied ethic topics.

www.globalethics.org
The Institute for Global Ethics is an indepen-
dent, nonprofit, nonsectarian, and nonpartisan
organization that promotes ethics in globally.
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Current and Future
Trends and Challenges

Chapter Objective
1. To examine the trends in clinical psychology.

Chapter Outline
Highlight of a Contemporary Clinical Psychologist: Nicholas A.

Cummings, PhD, ScD
Trends in Society
Research Issues
Practice Issues
Reaching Beyond Mental Health in Contemporary Clinical

Psychology
Training Issues

Highlight of a Contemporary Clinical Psychologist

Nicholas A. Cummings, PhD, ScD

Dr. Cummings is past president of the APA, founder of American Biodyne,
the nation’s first Managed Behavioral Healthcare Organization (MBHO),
and founder of the first professional school (the four campuses of the Cal-
ifornia school of Professional Psychology). He also founded the National
Council of Professional Schools of Psychology (NCSPP) as well as the Na-
tional Academies of Practice in Washington, DC.

Birth Date: July 25, 1924

College: University of California, Berkeley (AB, Psychology), 1948.

Graduate Programs: Claremont Graduate School (MA, Psychology),
1952; Adelphi University (PhD, Clinical Psychology), 1958.

Clinical Internships: New Hope Guild Center, Brooklyn, NY; Creed-
moor State Hospital, Queens, NY; Patton State Hospital, Patton, CA.

Postdoctoral Fellowship: William Alanson White Institute, New York.

Current Jobs: Distinguished Professor, University of Nevada, Reno;
President, Cummings Foundation for Behavioral Health; Chairman, The
Nicholas & Dorothy Cummings Foundation; Chairman, University Al-
liance for Behavioral Care (UABC).

Job Locations: Reno, NV; Scottsdale, AZ.

14
C h a p t e r
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Pros and Cons of Being a Clinical 
Psychologist:

Pros: “The American public has readily es-
poused the expansion of clinical psychology
into areas that have heretofore been the sole
province of psychiatry, such as hospital privi-
leges, forensic testimony, mental illness com-
mitment, clinical directorships, health care
management, primary care, media psychology,
and a host of other widely diverse activities.
The profession will inevitably expand in time
into prescription authority, challenging the last
remaining stronghold of psychiatry, and be-
coming an independent profession encompass-
ing the entire range of mental health practice.
The opportunities are limitless for those who
can respond to the needs of our society.”

Cons: “For clinical psychologists who are
mired conceptually in traditional practice, such
as performing routine psychotherapy, these are
difficult economic times. Such colleagues must
compete with a plethora of lesser trained prac-
titioners, mostly on the masters level, who
now perform most of the traditional services
because they can do it cheaper than doctoral-
level clinicians. The profession of clinical psy-
chology must awaken to the reality that it
justifiably competes only by performing ser-
vices on a doctoral, not masters level.”

Future of Clinical Psychology: “Clinical
psychology is rapidly bridging the gap be-
tween psychological conditions and physical
illness. There is a vast array of research that
demonstrate 60% to 70% of patients visiting a
primary care physician are somatizing stress,
or have emotional problems of such severity
that they are impeding treatment of such ill-
nesses. The future of clinical psychology is in
primary behavioral health, with behavioral
care providers co-located in the primary care
setting with primary care physicians.”

What do you think the biggest challenges
facing clinical psychology are at the pres-
ent time? “Among a host of issues, there are

three main challenges that clinical psychology
has consistently failed to address and time is
running out, including:

1. In spite of dozens of conferences since
the Boulder Conference of 1948, clinical psy-
chology still lacks a core curriculum and an
adequate measure or standard of competen-
cies. Repeated attempts have only entrenched
the contrary ‘let a thousand flowers bloom’
philosophy, allowing weeds to also flourish in
our clinical garden. Since we, ourselves, can-
not adequately define clinical psychology, no
wonder the public is confused as to who we
are and what we do. This has left us with
frightening vulnerability, for when an honest
mistake occurs and a lawsuit follows, clinical
psychologists contradict each other and attack
hapless colleagues in court as being deficient
in competence and exhibiting questionable
professional conduct.

2. The gap between psychology’s scientists
and practitioners is widening just as the need
for evidence-based psychotherapies is becom-
ing more and more imperative. On the one
side, practitioners lack scientific discretion
and are using psychotherapy techniques that
lack validation and are potentially harmful.
Society has punished us when harm results, as
occurred in the recent false memories, re-
birthing, and other debacles that have left our
profession with a black eye and a number of
our colleagues sanctioned. For their part,
scientific psychologists fixate on their labora-
tory models that too often result in serious
limitations in application. They have resisted
forming models for field testing that render
constant feedback and subsequent correction,
resulting in both efficacy and effectiveness in
practice. If we do not resolve the science-
practice gap, repeated scandals will tarnish
the status of psychology with consumers. We
already suffer from being the only profes-
sional society in history that was censured by
the U.S. House of Representatives.
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3. Clinical psychology has been slow to re-
spond to the industrialization of health care,
and specifically the industrialization of behav-
ioral health care. Managed care has become
the dominant mode of health care financing
and delivery, yet our doctoral clinical psychol-
ogy programs are not preparing graduates for
careers commensurate with their doctorate:
program planning, business and finance, man-
agement, clinical directors, and even CEOs.
Our graduates, trained mostly in traditional
services, are left to compete with a vast pool
of masters-level cheap labor. Also, when in-
dustrialized behavioral care is demanding
cost-effective therapies that yield measurable
results, clinical psychology training programs
are falling prey to postmodernist relativism,
the very antithesis of what the marketplace re-
quires of our graduates.”

What do you think the most significant
trend is in clinical psychology? “The next
phase in the evolution of behavioral health
care is the recognition and implementation of
behavioral care as a primary care profession.
Vast research consistently demonstrates that
as many as 60% to 70% of all patients seen
in primary care are suffering predominately
from psychological distress and emotional
stress. Either they are somatizing this distress,
or the stress is exacerbating physical illness
and interfering with treatment compliance
and recovery. Estimates vary, but this somati-
zation is a significant drain on health care re-
sources. The integration of behavioral care
with primary care will result in a seamless de-
livery where the patient’s primary care en-
compasses when necessary behavioral care
that is co-located with primary care within
the primary care setting. Behavioral care
providers will work side by side with primary
care physicians, with offices interspersed in
the same location. This future is proceeding
faster than would have been anticipated when
we wrote our textbook several years ago

(Cummings, N. A., Cummings, J. L., & John-
son, J. N., 1997, Behavioral health in primary
care: A guide for clinical integration. Madison, CT:
Psychosocial Press). As of 2003, health care
delivery systems that have integrated behav-
ioral and primary care include such large
organizations as the U.S. Air Force (167 hospi-
tals and medical facilities), and Kaiser Perma-
nente Health Plan’s four million enrollees on
the West Coast, with a host of smaller systems
in the public and private sector. Under man-
date to so integrate care are the Veterans’
Administration and the Community Health
Centers, and the U.S. Navy and several large
health care corporations are planning to adopt
this model within three years. The model
requires considerable retooling and also the
retraining of both psychologists and physi-
cians, but as data emerges from successful
systems reporting increased quality of patient
care, high physician and patient satisfaction,
and impressive cost-effectiveness, it becomes
apparent that the effort is warranted. One fig-
ure is most impressive. In a collaborative sys-
tem in which physicians refer regularly to
psychotherapy, less than 10% of the referrals
will go into psychotherapy. In the co-located
model where a primary care physician walks
the patient a few steps down the hall to the
behavior care provider’s office, 85% to 90%
accept and complete psychotherapy. Since
medical cost savings from somatization are
proportional to the number of patients treated
with behavioral interventions, the result is a
several fold increase in so-called medical cost
offset.”

Typical Schedule:
6:00 Consultation telephone calls to East

Coast to managed care companies, 
government agencies, and other organi-
zations, regarding strategies for inte-
grated primary/behavioral health care
delivery.

7:00 15-mile bicycle ride.
8:00 Shower, breakfast.
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9:00 Prepare lecture and proceed to medical
school.

10:00 Lecture on behavioral medicine to first-
year medical class.

12:00 Working lunch regarding UABC marketing.
1:30 Return telephone calls and e-mails.
2:00 Writing on current book project as well

as journal papers and future invited 
addresses.

3:00 Writing continues.
4:00 Clinical supervision of practicing col-

leagues as part of advanced training.
5:00 Consultation with the CEO of the UABC

or the executive director of the Cum-
mings Foundation for Behavioral Health.

6:00 Proceed to working dinner, tonight with
university president and provost on
planning for technology transfer to the
University of Nevada, Reno.

8:00 Return calls and e-mails. Prepare for next
day.

Clinical psychology has evolved and
changed rapidly during its 100-year his-

tory. The influence of leaders in the field such
as Sigmund Freud, B. F. Skinner, and Carl
Rogers, and events such as the two world
wars, the availability of National Institute of
Mental Health (NIMH) training grants, and
the advent of managed health care have ex-
pedited change and development. However, it
is difficult to imagine a more rapidly chang-
ing period in clinical psychology than the
present. Today, clinical psychology looks very
different than it did, not only 20 or 30 years
ago, but even 5 years ago. Changes in society
as well as in many other professions have
paralleled this evolution. Recent advances in
science, technology, and information systems,
as well as the innovation of managed health
care and a growing sensitivity to multicul-
tural and diversity issues, have all con-
tributed to the evolution and advancement of

contemporary clinical psychology. Where is
clinical psychology going? What is its future?
What are some of the current hot topics in
clinical psychology? What are its current and
future challenges? These are some of the
questions addressed in this chapter.

One of the best examples of a current hot
topic in clinical psychology is managed health
care. Some have suggested that managed
health care may alter clinical psychology in a
permanent and profound way (Anders, 1996;
Benedict & Phelps, 1998; C. Chambliss, 2000;
N. Cummings, 1984, 1995; R. Fox, 1994; A.
Kovacs, 1996). Although managed health care
will be addressed in more detail later, a brief
introduction to this important issue demon-
strates how quickly fundamental aspects of
clinical psychology can change. Since the
1970s (and much earlier for physicians), some-
one who wanted to see a clinical psychologist
for psychotherapy or other psychological ser-
vice could choose to be treated by any licensed
psychologist in his or her geographical area.
The psychologist would conduct as many ses-
sions as necessary to best treat the patient,
using whatever theoretical orientation(s) and
techniques he or she deemed appropriate to
provide competent and professional service.
Insurance carriers such as Blue Cross/Blue
Shield would rarely question the treatment
plan, and would typically reimburse between
50% and 80% of the fees regardless of whether
the treatment lasted for 3 sessions or 300. A
similar scenario existed for physicians of all
specialties.

However, in more recent years (primarily
during the late 1980s and 1990s), this scenario
has changed radically. Today, the patient typi-
cally contacts his or her insurance carrier to de-
termine which therapists in the patient’s area
are part of the insurance company’s preferred
provider list. The patient then contacts the pro-
fessional and is allowed a specific number of
sessions authorized by the insurance carrier.
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The authorized number of sessions is usually
just a few (e.g., 3 to 6). The patient pays noth-
ing or a nominal fee (i.e., co-payment) for the
sessions. However, the provider accepts a dis-
count or a reduction (usually about 30%) in
his or her usual fee in order to be on the
provider panel. Additional sessions or other
treatment modalities (e.g., inpatient care,
group psychotherapy, family psychotherapy)
must be authorized by the insurance company
before these services can be provided. The in-
surance company representatives carefully ex-
amine the treatment plan offered by the
provider and encourage very brief, problem-
focused services. In many ways, the changes in
managed health care are permanently changing
the science and practice of clinical psychology
(e.g., emphasis on low-cost, brief crisis inter-
vention) as well as the entire health care sys-
tem. These changes significantly impact all
major areas of clinical psychology including re-
search, training, and practice, as well as the
larger cultural climate for public demand for
psychological services. For example, since most
managed care companies will not authorize
treatment conducted by trainees, many hospi-
tals and clinics cannot continue to train psy-
chology trainees and expect to get insurance
reimbursement for their services.

Trends in Society

Clinical psychology must change and adapt to
a changing world just like any other field of
study or practice. It would be foolish for clini-
cal psychology to keep its “head in the sand”
and try to resist societal changes (Benedict &
Phelps, 1998; N. Cummings, 1995; R. Klein,
1996; Plante, 1996b). Rather, clinical psychol-
ogy must grow and develop based on the issues
and concerns of the world at large as well as to
changes within the field as new research dis-
coveries and clinical practice strategies emerge.

In the words of Rachel Klein (1966), “psychol-
ogy has to move with the times and should
welcome the opportunity” (p. 216). Issues
such as family changes, multicultural sensitiv-
ity, scientific advances, financial challenges,
and gender shifts in professions will be high-
lighted here.

Contemporary Changes in the
American Family

The American family has changed a great
deal in recent years. The traditional image
of a married couple living with two or more
of their own children is no longer the norm.
Today, about 50% of marriages end in
divorce, only about half of all American
households include a married couple, about
20% of adults over the age of 18 live alone,
and approximately 55% of people report co-
habitating together prior to marriage. Many
households include single or remarried par-
ents with blended families. Families today
may include adopted or “test tube” children,
children and parents of mixed ethnicity,
race, and religious backgrounds, gay and les-
bian parents, single parents, and unmarried
parents. In fact, 10 million households are
headed by single mothers (U.S. Bureau of the
Census, 2000).

The changing face of the American family
has implications for clinical psychology and
related fields. Families who experience stress
associated with, for example, being a single
parent, integrating children in blended fami-
lies under one roof, or dealing with discrimi-
nation associated with sexual orientation or
interracial issues, have unique needs and con-
cerns. Clinical psychologists must be sensitive
to the issues associated with the changing
American family and must be able to provide
competent assessment, treatment, and consul-
tation to these families (American Psychologi-
cal Association [APA], 2003).
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Multicultural and Diversity Issues

The United States has quickly become an eth-
nically and culturally diverse nation. It has
been estimated that approximately 35% of

the American population consists of ethnic
minorities, with 50% in California (S. Sue,
Zane, & Young, 1994; U.S. Bureau of the
Census, 2000). Of the approximately 281
million Americans in the United States, about

SPOTLIGHT

Diversity: Working with Lesbian, Gay, and
Bisexual Clients
In 1973, the American Psychiatric Association removed homosexuality
from its list of mental disorders and in 1975 the American Psychological
Association adopted a resolution stating that “homosexuality per se im-
plies no impairment in judgment, stability, reliability, or general social or
vocational capabilities” (Conger, 1975, p. 633). Since then, other profes-
sional organizations such as the American Association for Marriage and
Family Therapy, the National Association of Social Workers, the Canadian
Psychological Association, the British Psychological Society, among others
have made similar policy statements.

Over the years, the APA has offered a variety of guidelines for working
with lesbian, gay, and bisexuals that attempts to be respectful and helpful
to their unique needs.

Most recent guidelines (e.g., APA, 1998) have provided suggestions and
recommendations for psychologist regarding their attitudes toward homo-
sexuality and bisexuality, issues regarding relationships and families of
lesbian, gay, and bisexual individuals, diversity sensitivity issues, and edu-
cation in research, practice, and resources relating to lesbian, gay, and bi-
sexual issues.

These guidelines underscore that although homosexuality is not indica-
tive of mental illness, lesbian, gay, and bisexual persons may be vulnerable
to unique stresses and biases due to social stigmatization such as discrimi-
nation, violence, and prejudice as well as challenges with rejection from
family of origin, work associates, or other significant others in their lives.
They encourage psychologists to be familiar with both the research and
clinical practice guidelines regarding homosexuality in order to best treat
and work with those who experience lesbian, gay, or bisexual orientations.

One program that seeks to help psychologists as well as others to work
more effectively and comfortably with homosexual clients and colleagues is
entitled, Safe Zone (Finkel, Ragnar, Bandele, & Schaefer, 2003). It was de-
veloped to “increase awareness and knowledge of, and sensitivity to, impor-
tant issues affecting” (p. 555) this population. It has been used in numerous
university, community, and business settings.
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36 million are African Americans; 36 million
Latino Americans; and 13 million Asian Amer-
icans (U.S. Bureau of the Census, 2000). The
increase in numbers of ethnic minorities and
immigrants has been dramatic. Some states
have seen an increase of 34% within only the
past 10 years (APA, 2003). During the 1980s,
the number of Asian Americans rose by over
100%, and by 2000 the majority of people liv-
ing in California are ethnic minority group
members. About 33% of the American popu-
lation are comprised of ethnic minorities in
2000 with 50% by the year 2050 (U.S. Bureau
of the Census, 2000). Increasing attention and
interest have been focused in recent years on
the role of multicultural and diversity is-
sues in all aspects of society (APA, 2003; C.
Hall, 1997; Trickett, Watts, & Birman, 1994).
Psychologists, as well as professionals from
other fields, have acquired greater insight into
the role of culture and diversity in the devel-
opment of behavior and behavioral problems
(Bernal & Castro, 1994; Cardemil & Battle,
2003; Fowers & Richardson, 1996; C. Hall,
1997; Roysircar & Singh, 2003).

The role of social context and culture
are powerful influences on behavior. The un-
derstanding of culture is critical to the under-
standing of psychological and physical
symptoms as well as in developing treatment
interventions. For example, conversion dis-
orders, which were rather common during
Freud’s time, are less common today in West-
ern culture. The cultural context of the emo-
tional and sexually repressive Victorian era
along with the oppression of women have
been associated with the frequency of con-
version disorders 100 years ago (Shorter,
1994). Certain hypochondriacal and conver-
sion disorders are found in some cultures but
not others. For example, koro involves the
belief that genitals are retracting into the
stomach region and primarily occurs among
Asian men (R. Rubin, 1982). Other culture
specific illnesses include dhat, anxiety about

semen loss among men in India, hot sensa-
tions in the head among African individuals,
and burning sensations in the hands and feet
among Pakistanis (Ebigno, 1986). These
symptoms tend to be culture related and all
involve anxiety and depressive affect associ-
ated with bodily complaints that have no
known physiological cause.

Even disorders that appear to be universally
found among all cultures manifest differently
depending on the specific culture. For exam-
ple, schizophrenia seems to be found in all
cultures. However, whereas schizophrenics
from American and other industrialized West-
ern countries generally experience auditory
hallucinations, those from Latin American and
African countries typically experience visual
hallucinations (Ndetei & Singh, 1983). Al-
though it is unclear what might contribute to
these cultural differences in the manifestation
of symptoms, psychologists and other mental
health professionals must be sensitive to cul-
tural issues in their patients (APA, 2003; Garb,
1997).

The APA (1990) has urged psychologists to
“become familiar with indigenous beliefs and
practices and respect them” (p. 3). Guidelines
developed by the APA assert that both re-
searchers and clinicians must develop and
maintain a “sociocultural framework” (p. 45)
and “consider diversity of values, interac-
tional styles, and cultural expectations in a
systematic fashion” (p. 45) in their efforts to
provide professional psychological service
(APA, 1993a). The APA guidelines for 2003
(APA, 2003b) suggest that “psychologists use
organizational change processes to support
culturally informed organizational (policy)
development and practices” (p. 392) and
“apply culturally appropriate skills in clinical
and other applied psychological practices”
(p. 390). Graduate training programs now re-
quire coursework on multicultural issues
(APA, 2003; Bernal & Castro, 1994). More-
over, psychologists must “recognize ethnicity
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and culture as significant parameters in un-
derstanding psychological processes” (APA,
1990, p. 46). Thus, social factors such as eth-
nicity and culture are now highlighted as
critical factors to consider and integrate in
clinical psychology. Symptoms occur in the
context of culture and thus culture must be
understood to understand and treat problems.

Increasing attention and sensitivity to-
ward various ethnic and cultural groups
(e.g., African Americans, Mexican Americans,
Asian Americans) have also generalized to
other nonethnic minority groups (e.g., gays
and lesbians, women, persons with physical
disabilities, various religious groups). This de-
velopment has led to new strategies and meth-
ods for helping those with emotional and
behavioral concerns among these groups. The
traditional 50-minute hour of individual in-
sight oriented psychotherapy in the psycholo-
gist’s office may be of limited value for many.
Customary methods of conducting research as
well as practice must be carefully examined
and potentially altered to accommodate peo-
ple from diverse backgrounds (APA, 1993a,
2003b; L. Brown, 1990; Cardemil & Battle,
2003; Garb, 1997; Greene, 1993; C. Hall, 1997;
Lopez et al., 1989; Tharp, 1991). The vast ma-
jority of studies on psychotherapy outcome
have used American, Canadian, or British sub-
jects who tend to be fairly homogeneous in
terms of race, income, and background. Since
most therapies were developed from research
and practice with middle or upper economic
level Caucasians, their generalizability to mi-
nority groups has been seriously and legiti-
mately questioned (Cardemil & Battle, 2003;
C. Hall, 1997; Landrine, 1992; Lopez et al.,
1989; Trickett et al., 1994). For example, psy-
chological treatment integrating traditional
ethnic healing methods (e.g., the use of sweat
lodges, talking circles) is now advised for
many Native Americans (LaFromboise, 1988),
and sensitivity to the role of family hierarchy
and the “loss of face” (i.e., shamed among oth-
ers) dynamic is important for many Asian

American clients (Murase, 1977; S. Sue et al.,
1994). Furthermore, researchers and clini-
cians are more sensitive to the notion that
tremendous diversity in perspectives, needs,
and issues exists within each ethnic or minor-
ity group (Bernal & Castro, 1994; Fowers &
Richardson, 1996; Landrine, 1992; S. Sue
et al., 1994). Therefore, generalizing assess-
ment, treatment, or research strategies to all
ethnic or minority groups is inappropriate.
Acculturation and assimilation factors as well
as unique individual differences must be
taken into consideration when working with
members of diverse groups (APA, 2003b;
Lopez et al., 1989; Roysircar & Singh, 2003).

More minority representation is needed
within the field of psychology to provide better
service to minority group members (APA,
2003b; Bernal & Castro, 1994; C. Hall, 1997;
Landrine, 1992; Lopez et al., 1989). Although
the United States has become a highly diverse
nation, the vast majority of clinical psycholo-
gists are Caucasian. For example, fewer than
5% of the clinical psychology division of the
APA (Division 12) is Asian, Hispanic, or
African American. Of all the psychology doc-
torates awarded in 2001, fewer than 10% were
awarded to ethnic minority group members
(APA, 2003b). The APA has thus encouraged
graduate training programs to increase minor-
ity group representation in graduate and post-
graduate (e.g., internship and postdoctoral
fellowship) admissions. As a result of these ef-
forts, about 20% of incoming doctoral students
in psychology are now ethnic minority group
members (APA, 2000b; Norcross, Sayette,
et al., 2002).

Advances in Science, Technology,
and Medicine

Recent advances and significant discoveries in
science, technology, and medicine have greatly
impacted clinical psychology as well as many
other fields. Newspapers across the country
report the latest developments in these areas.
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The enthusiasm generated by these reports
typically reinforces the old medical model
notion that the mind and body are separate
and that biology is at the root of most human
behavior. Thus, the biopsychosocial model is
challenged by the seventeenth-century med-
ical model even as current scientific advances
unfold. The development of Prozac to treat de-
pression, efforts to find the “fat gene” and
other behavior related genes, and medication
treatments (e.g., Ritalin) to treat attention
deficit disorders are excellent examples
demonstrating how scientific advances influ-
ence attitudes about mind-body relationships.

Research conducted by pharmaceutical
companies as well as by other investigators
have resulted in the development of Prozac
to treat depression. Prozac was introduced
by Eli Lilly in 1986 and quickly became
enormously popular. Within ten years of its
availability, over 20 million people took
Prozac worldwide (Horgan, 1996) and it
became the topic of several best-sellers
(Kramer, 1993; Wurtzel, 1995). Further-
more, other similar selective serotonin reup-
take inhibitors (SSRIs) such as Zoloft and
Paxil have also become enormously popular.
Pfizer’s sales of Zoloft alone are about $1.5
billion (Valenstein, 1998). Improved med-
ications to treat depression (such as Prozac)
and other psychiatric symptoms (e.g., anxi-
ety, bulimia) have fueled support for the bi-
ological foundation of many psychological
problems. Advocates argue that if medica-
tion greatly reduces symptoms of depression
or other psychiatric concerns, then biologi-
cal factors such as chemical imbalances in
the brain may be at the root of symptoms. This
is faulty thinking. As discussed earlier, medica-
tions impacting behavior do not provide a
causal link between biological causes of be-
havior. Contrary to research findings, many
maintain the attitude that psychosocial inter-
ventions (such as psychotherapy) are of 
marginal value in comparison with these pow-
erful new medications. The remedicalization

of psychiatry with increasing emphasis on
biological interventions (e.g., medication)
and less emphasis on psychosocial treat-
ments (e.g., psychotherapy) further dimin-
ishes adherence to a more comprehensive
biopsychosocial framework (Fleck, 1995;
Glasser, 2003).

The same trend is illustrated by the treat-
ment of obesity. Scientific efforts to discover
the fat gene as well as the development of
fat substitutes reinforce a strictly biological
view of obesity and overeating, ignoring the
role of psychosocial factors (Bouchard, 1995;
Brownell, 2002; Fairburn & Brownell, 2002;
Gibbs, 1996; Zhang, Proenca, Barone,
Leopold, & Friedman, 1994). However, re-
search continues to support the biopsychoso-
cial perspective in obesity treatment (e.g.,
Brownell, 1991, 2002; Fairburn & Brownell,
2002). The excitement and press attention
associated with the Human Genome Project
(Collins, 1999) further illustrates the interest
in seeing how scientific discoveries impact
our understanding of behavioral disease, and
mental health problems. These advances
have many implications for clinical psychol-
ogy (Plomin & Crabbe, 2000).

Medication treatment for attention deficit
hyperactivity disorder (ADHD) provides yet
another example of the impact of scientific
advances on clinical psychology. Many par-
ents and teachers show more interest in
using medication to control the symptoms
of ADHD (e.g., impulsivity, distractibility)
than in using psychosocial interventions
(e.g., parenting skill development, stimulus
control procedures). As in the previous ex-
amples, medication treatment for ADHD per-
petuates the notion that these symptoms are
due solely to biological issues and thus need
biological solutions, whereas research sup-
ports the biopsychosocial perspective (e.g.,
Barkley, 1989, 1996; Glasser, 2003).

Technological advances (e.g., computer
technology, fax machines, cellular phones,
video, electronic mail, and virtual reality) also
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have an impact on clinical psychology. For
instance, maintaining confidentiality when
using computers to keep track of patient infor-
mation is an important and controversial
issue. Potential access to computer files and
discs containing sensitive and confidential pa-
tient information and the breaking of security
codes are of great concern to many. In fact,
technology related confidentiality concerns
led to remarkable change in federal laws in
2003 called the Health Insurance Portability
and Accountability Act (HIPAA). This sweep-
ing federal legislation forced all health care
professionals and institutions to revamp they
way they secure patient information and ob-
tain patient consent. The use of the Internet
(e.g., e-mail) as well as the telephone to con-
duct psychotherapy or psychological consulta-
tion is also controversial (Bloom, 1992; Haas,
Benedict, & Kobos, 1996; Jerome & Zaylor,
2000; Maheu & Gordon, 2000; Roan, 1992;
Sleek, 1997). Some argue that the telephone
and the Internet may be acceptable avenues
for conducting psychological services, while
others feel it would be unethical to use these

unsecured methods. Some say that telephone
or Internet access to psychotherapy might
have important advantages such as immediate
access to services, privacy, and availability of
services for more people (Haas et al., 1996;
Mermelstein & Holland, 1991; Jerome & Zay-
lor, 2000; Tausig & Freeman, 1988; Tolmach,
1985). However, others have cautioned that
these services may be counterproductive in
crisis situations and therefore may be abused
(Haas et al., 1996; Maheu & Gordon, 2000;
Nagy, 1987).

Virtual reality has also been used to treat
anxiety and other psychological disorders
(Binik, Cantor, Ochs, & Meana, 1997; Glantz,
Durlach, Barnett, & Aviles, 1996). Patients
and therapists can use virtual reality technol-
ogy in exposure-style treatments. For exam-
ple, a person with a phobic reaction can
visualize the feared object in a realistic yet
safe manner using this approach (see Figure
14.1).

One recent technological advance that has
had important implications for clinical psy-
chology is virtual reality. It has been used to

Figure 14.1
Virtual reality and exercise.
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help patients experiencing a variety of prob-
lems (most especially fears and phobias) to
learn to cope more effectively with their con-
cerns (Annesi, 2001; Maltby, Kirsch, Mayers,
& Allen, 2002; Weiderhold & Wiederhold,
2000). Today, virtual reality environments
have been incorporated into a variety of clin-
ical and everyday settings to improve mental
health and enhance well-being. For example,
by simulating specific environments and im-
ages, therapists can use virtual exposure as
an adjunct to cognitive-behavioral therapy
with their patients to cope better with pho-
bias such as airplane, driving, or spider pho-
bias (Maltby et al., 2002; Weiderhold &
Wiederhold, 2000). Virtual realty has also
been used to help enhance exercise experi-
ences so that people experiencing a virtual
walk or bike ride experience positive mood
effects with or without actual exercise
(Plante, Aldridge, Bogden, & Hanelin, 2003;
Plante et al., 2003).

Many technological advances have also in-
creased the ability of clinical psychologists to
obtain important information about issues of
interest. For example, countless Web loca-
tions provide information on topics such as
mental health resources, self-help news-
letters, mental health legal issues, and family
issues. The ease of accessing so much infor-
mation can help psychologists maintain state-
of-the-art services and use these sites to help
their patients.

Money

During the economic boom of the 1960s and
1970s, federal money from the NIMH and
other government agencies was available to
fund clinical psychology research, supplement
the expense of training psychologists in gradu-
ate and postgraduate programs, and provide
services for those in need (e.g., the commu-
nity mental health movement). During the
“lean and mean 90s” efforts to reduce costs, to

become more efficient, and to decrease ser-
vices affected many different segments of so-
ciety and many different industries. Topics
such as downsizing, layoffs, restructuring, and
reduction in services have been highlighted
on a daily basis in newspapers across the
country. This is especially true after the stock
market losses starting in March 2000 and after
the September 11, 2001 terrorist attacks on
the United States that led to the Afghanistan
and Iraq wars. Attempts to balance the federal
deficit have also resulted in cuts in many pro-
grams affecting clinical psychology.

Money (or more specifically, the lack of
money) is currently an important issue con-
cerning research, practice, and training in clin-
ical psychology. For over 30 years after World
War II, the NIMH awarded generous research
and training grants to clinical psychology
graduate students, interns, and postdoctoral
fellows in order to increase the number of
qualified psychologists as well as to advance
the science of psychology. In fact, most psy-
chology graduate students in accredited train-
ing programs between the end of World War II
and 1980 received a NIMH training grant to
help pay for their education. Furthermore,
generous research grants were awarded to
psychologists in university and hospital set-
tings to support research efforts. During the
early years of the Reagan administration,
when the government tried to cut federal
spending, these grants were quickly decreased
and ultimately eliminated. Federal grants to
support behavioral science research have also
dwindled significantly in recent years. Today,
only about 15% of federal grant applications
are funded (National Institutes of Health,
2004). The number of NIMH-supported post-
doctoral training positions in 1994 is 20%
lower than those funded between 1976 and
1980, although the number of psychology
postdoctoral fellows and psychologists in gen-
eral has risen dramatically (National Advisory
Mental Health Council, 1995). In 1995, the
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SPOTLIGHT

Computer Therapy
Given the remarkable involvement of computer technology in so many
aspects of contemporary life, can psychological services such as psy-
chotherapy be offered by a computer? Curiously, much recent research
has focused on web-based treatment interventions (WBTIs). Most of this
research has used empirically supported and highly structured interven-
tions such as smoking cessation, headache control, body image enhance-
ment, diabetes management, phobia treatment. Most have focused on
clinical health psychology issues.

Ritterband and colleagues (2003) have offered a nine-step process in
developing quality Internet interventions. These include:

1. Identifying the clinical problem of focus (e.g., anxiety, panic, compul-
sive behavior).

2. Determining the establishment of effective and established treatment
such as empirically supported treatment manuals and protocols.

3. Operationalizing the treatment intervention.
4. Evaluating the potential legal and ethical issues and conflicts.
5. Altering the critical treatment components into engaging Internet

components.
6. Personalizing treatment by identifying the aspects that can be individ-

ually tailored.
7. Including feedback as a measure of treatment success.
8. Constructing the web-based program.
9. Testing the program and adapting as needed.

Research generally supports the notion that web-based interventions
can be effective for very specific symptoms using a step-by-step psychoe-
ducational approach to intervention (Ritterband et al., 2003). The advan-
tage to web-based interventions includes the ability to offer services to
people who have access to the Internet anywhere in the world as well as
the ability to offer services to those who do not have access or the ability
to be treated in a face-to-face manner. For example, someone may be un-
comfortable going to the office of a mental health professional or they
may live in an isolated rural area too far from professional services. Fur-
thermore, web-based interventions are much less costly than traditional
services. Therefore, clients and insurance companies alike might find the
low cost especially attractive. Finally, web-based treatment can be used as
an adjunct to traditional services. Clients might use the web intervention
between scheduled treatment sessions or as homework. Disadvantages or
potential problems with computer therapy might include issues related to
patient privacy and credentialing of professionals offering these services.
It is not always easy to manage confidentiality while using computers and 
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National Science Foundation (NSF) proposed
that all behavioral science funding be elimi-
nated. Reductions in financial support mean
that the ability to conduct quality psychologi-
cal research is much more challenging. Fur-
thermore, reductions in federal money mean
fewer jobs for psychologists and fewer clinical
services in many settings such as VA hospitals,
community mental health clinics, and state
and county hospitals.

Financial constraints have also resulted in
more debt among clinical psychology stu-
dents. The median level of debt among new
professionals with doctorates in clinical psy-
chology is $35,000 (APA, 1995a). Federal
grant support is available for fewer than 20%
of these new professionals; thus, they must
use their own (or their family’s) financial re-
sources as well as student loans to pay for
graduate training. The median starting salary
for doctorates in clinical psychology is only
about $50,000 (APA, 2001). Modest starting
salaries in combination with large educa-
tional debts can lead to a high degree of stress
for many new psychologists.

Gender Shifts in Professions

Over the past several decades, more and more
women have entered traditionally male pro-
fessions such as law, psychology, business, and

medicine (Denmark, 1994; Pion et al., 1996).
This trend has been especially true in applied
areas of psychology such as clinical psychol-
ogy (Norcross et al., 2004; Pion et al., 1996;
Snyder et al., 2000). Whereas about 51% of
APA members are men, the majority of new
doctorates in clinical psychology are now
awarded to women (APA, 2000a). Between
1973 and 1991, the number of men who en-
tered the field of psychology rose by 130%,
whereas the number of women choosing psy-
chology as a career increased by 530% (APA,
1995c; NSF, 1994). Although most of the doc-
torates in clinical psychology were awarded to
men in 1971 (74%) and 1981 (55%), the pro-
portion dropped to only 36% by 1991 (Pion
et al., 1996) and 30% in 1997 (APA, 1997).
The percentage of female clinical psychologists
has more than doubled between 1960 and
2003 (Norcross et al., 2004). These trends are
also evident at the bachelor’s degree level. In
1970, 43% of bachelor degrees in psychology
were awarded to women; by 1991, about 75%
of these degrees were awarded to women
(NSF, 1994). By 2000, the number approached
80% (APA Research Office, 2000). Overall,
women in clinical psychology outnumber men
by about a 2.5 to 1 ratio (Snyder et al., 2000).

Many have suggested that the gender shift
in psychology is a positive trend resulting 
in more professional sensitivity to women’s

private information could find its way into the hands of those who do not
have patient permission to see treatment or clinical records. Professionals
offering these services may not be trained mental health professionals and
thus they may be unqualified or unlicensed to offer mental health or
health care services to the public. Additionally, web-based treatments may
not allow for the unique and individual approach that occurs in a face-to-
face encounter with a client and a treating professional.

While computer therapy will unlikely replace the need and desire for
the human connection that traditional psychotherapy offers, it clearly has
a role in helping those who may need services but who would otherwise
not get them due to access, costs, and other factors.
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issues (Denmark, 1994; Pion et al., 1996;
Plante et al., 1998; Snyder et al., 2000). An in-
crease in diversity adds new perspectives,
awarenesses, and approaches to any field. Pro-
fessions and services are enriched when peo-
ple of different gender, ethnicity, religious
persuasion, and other differences enter the
discipline. Furthermore, an increase in diver-
sity allows more choice for those seeking psy-
chological services as well as role models for
students interested in the field (Denmark,
1994; Snyder et al., 2000). However, many
people of both genders are concerned that
the shift from a male-dominated to a female-
dominated profession might mean that clinical
psychology could be devalued in status and
perceived importance, resulting in lower
salaries (Goodheart & Markham, 1992; Sny-
der et al., 2000).

Research Issues

Research in clinical psychology has evolved
beyond attempts to answer fairly simple and
straightforward questions examining main
effects. For example, research questions such
as “does psychotherapy work better than no
treatment?” have been duly addressed. We
know that psychotherapy does indeed work
and that psychological interventions from a
biopsychosocial perspective appear to be supe-
rior to no intervention or more limited inter-
ventions (e.g., medication alone). Therefore
more complicated and sophisticated research
designs and questions are being implemented
today. These research questions tend to look
for interactions rather than main effects, for
example, under which conditions, with which
patients, treated by which therapists, and
using which techniques will interventions
work best.

As clinical psychology has evolved and
matured, the need for newer research designs
and methodologies has led to a move toward

greater methodological pluralism. In addition
to traditional research and statistical meth-
ods, qualitative, descriptive, and narrative
approaches have been used in an attempt to
better answer important research questions
(Bergin & Garfield, 1994; Prochaska, 2000).
Investigating clinical rather than simply sta-
tistical significance has also been advanced as
a more useful way to make sense of research
data (Kazdin, 1994). The use of effect size
and meta-analysis techniques as well as more
sophisticated statistical analysis aided by
computer technology has increased the utility
as well as the complexity of research method-
ologies and data analysis approaches (Kazdin,
1994).

Cost containment concerns have also led
many new research investigations to incorpo-
rate cost-effectiveness or cost-benefit analysis
into their designs (R. Newman & Taylor, 1996;
Yates, 1994). Thus, it is important not only to
determine what works and what doesn’t
work in clinical psychology but also to inves-
tigate the cost versus the benefits of assess-
ment, treatment, consultation, and other
clinical psychology activities. Recent research
has focused on cost-effective, brief, and
empirically supported treatment approaches
(Barlow, 1996; R. M. F. Hawkins, 2001; Nor-
cross, 2002; Rehm, 1997; Schmidt & Taylor,
2002; VandenBos, 1996).

Some authors criticize the historically nar-
row focus of psychological research, stating
that “too many psychologists hug the intellec-
tual shoreline and are content to paddle qui-
etly in their own small ponds” (Bevan, 1991,
p. 481) and that psychology is “a collection of
studies rather than a coherent discipline” (S.
Schneider, 1996, p. 715). Many authors have
argued that psychology research of the future
must work harder to answer the “big ques-
tions about [the world]” (Bevan, 1991,
p. 481). Significant contemporary problems
of society such as homelessness, violence,
racism, terrorism, and the role of psychology
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and behavior in diseases such as AIDS and
obesity must be better addressed with re-
search. Calls for more creative, risky, and
multidisciplinary research has been made by
many as well. In the words of Stanley Schnei-
der (1996) “There is almost universal agree-
ment that multidisciplinary approaches are
necessary to study contemporary scientific
problems” (p. 718) and that “we should think
about application, clinical relevance, and pol-
icy implications even if we are engaged in the
most basic research” (p. 716).

Practice Issues

Managed Health Care

Traditionally, physicians treated patients sim-
ply as they saw fit, and medical insurance
paid for whatever procedures the doctors or-
dered. The physician decided what diagnostic
and treatment approaches were in the best
interest of the patient, and insurance com-
panies supported and funded the physician’s
discretion in making professional judgments.
Lacking medical degrees, clinical psycholo-
gists could not be reimbursed by medical in-
surance companies. In the 1970s, however,
psychologists lobbied state legislatures to pass
“freedom-of-choice” laws that would allow
anyone who held a license to practice in the
mental health field (e.g., psychologists, 
social workers) to be eligible for medical in-
surance reimbursement. While physicians
vigorously argued that only physicians (such
as psychiatrists) should be allowed to treat
patients in psychotherapy (and therefore be
reimbursed by medical insurance), psychol-
ogists successfully argued that a mental
health professional did not need to be a
physician in order to conduct psychotherapy
and other psychological services (e.g., psycho-
logical testing, consultation). Now all states
and insurance carriers allow for physicians

such as psychologists to provide psychologi-
cal and other services within the scope of
their license and training.

Psychology enjoyed the advantages of
freedom-of-choice legislation for about 10 to
20 years (although this time frame varies
significantly from state to state). Psycholo-
gists, like physicians, quickly became accus-
tomed to treating patients as they saw fit and
having insurance companies reimburse them
and their patients for their professional ser-
vices. Thus, psychologists could offer various
types of psychotherapy (e.g., psychodynamic,
cognitive-behavioral, humanistic, family sys-
tems, eclectic) and various types of modalities
(e.g., individual, couple, family, group) for
any diagnosable problem. Typically, insurance
would reimburse 50% to 80% of the fees
charged by the psychologist, and patients paid
the remaining portion. With these arrange-
ments, psychologists and patients decided on
a treatment plan without input from or pa-
rameters from other parties such as insurance
companies.

These private, fee-for-service insurance
arrangements began to change radically dur-
ing the latter part of the 1980s. Health care
costs rose steadily and dramatically during
the 1970s and 1980s. Significant improve-
ments in medical technology, newer and
more expensive diagnostic tools such as CAT,
PET, and MRI scans, as well as newer and
more expensive treatments resulted in enor-
mous amounts of costly medical insurance
claims. Furthermore, very ill patients could
live longer using these newer technologies, so
costs continued to escalate for the treatment
of chronic and terminal conditions. Medical
education and physician salaries continued
to rise as well. In fact, health care costs have
increased about 2.7 times the rate of inflation
in recent years (N. Cummings, 1995; Resnick
& DeLeon, 1995). Americans spend over $1
trillion per year on their health needs (Na-
tional Center for Health Statistics, 2001)
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representing 13% of the gross national prod-
uct (C. Sanderson, 2004).

These escalating costs have clearly become
unacceptable to insurance companies and
other organizations (such as government
agencies) who pay for medical services. Fur-
thermore, it has been estimated that about
30% of all health care costs are for procedures
that are unnecessary, ineffective, inappropri-
ate, or fraudulent (Resnick & DeLeon, 1995).
In 1983, Congress passed legislation that initi-
ated a new method of paying hospitals with
a fixed and predetermined fee for treating
Medicare patients. Under this plan, payment
was determined by the patient diagnosis rather
than by the actual total cost of treatment. Pa-
tients were categorized into diagnosis-related
groups (DRGs), and the costs were calculated
based on the average cost per patient for a
given diagnosis. Thus, a hospital would re-
ceive a fixed fee for treating a patient with a
particular diagnosis. If the hospital needed
more time or money to treat the patient,
monies would not be available for the addi-
tional services; or if the patient could be
treated using less than the designated amount,
hospitals would keep the difference to pay for
other costs. Following the advent of DRGs in
the early and mid-1980s, managed health care
plans such as health maintenance organi-
zations (HMOs) and preferred provider
organizations (PPOs) exploded onto the
health care scene during the late 1980s and
the 1990s. The aim of these programs was to
provide a more cost-effective way to pay for
health services including those services of-
fered by mental health professionals such as
clinical psychologists. While 96% of people
who had health care insurance still had fee-
for-service plans in 1984, only 37% still had
these plans by 1990 (J. Weiner & de Lissovoy,
1993). The number of Americans with fee-for-
service plans continues to diminish rapidly
(Broskowski, 1995; N. Cummings, 1995).
Over 75 million Americans belong to a health

maintenance organization with about 175
million Americans covered by some form of
managed health care (C. Sanderson, 2004).

Contrary to the traditional fee-for-service
plan outlined above, an HMO provides com-
prehensive health (and usually mental health
services) within one organization. An em-
ployer (or employee) pays a monthly fee to
belong to the HMO. Whenever health care is
needed, members obtain all their care from the
HMO for no additional cost above the monthly
membership fee or a small co-payment fee
(e.g., $5 per office visit). Patients have little or
no choice regarding which doctor or other
health care provider can treat them. Further-
more, they must obtain all their services (from
flu shots to brain surgery) from health care
professionals working at the HMO. Unlike pri-
vate practitioners, these providers are paid a
yearly salary rather than a certain fee for each
patient they treat. In order to be profitable,
the HMO must control costs and minimize any
unnecessary and expensive services. For ex-
ample, N. Cummings (1995) reported that
only 38 large HMOs “the size and efficiency
of Kaiser-Permanente can treat 250 million
Americans with only 290,000 physicians,
half the present number, and with only 5%
of the gross national product” (p. 13). Thus, it
is theoretically possible for physicians and or-
ganizations to provide medical services at a
fraction of the cost associated with traditional
fee-for-service arrangements. The important
concern is if these more efficient services are
of high quality and in the best interest of pa-
tient care.

A Preferred Provider Organization (PPO) is
a compromise between the traditional fee-for-
service and the HMO style of health care. A
PPO is a network of providers who agree to
treat patients affiliated with the PPO network
for discounted rates. Therefore, traditional
private practice professionals in all medical
specialties as well as clinical psychologists and
other mental health professionals can choose
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to apply to be on the PPO network. A patient
who is on a PPO plan must be treated by pro-
fessionals in the community who have agreed
to serve on the PPO panel of providers. Fur-
thermore, large health organizations such as
clinics and hospitals also may apply to be on
the PPO network panel. The PPO network and
the providers of professional services (includ-
ing hospitals) agree to set fees for various
types of professional services such as surgery,
office visits, and psychotherapy. A patient
who needs services may contact one of a
number of hospitals, clinics, or private prac-
tice providers. Some of the services, however,
still need to be authorized by the PPO net-
work organization before they can be guaran-
teed payment. Thus, permission is needed by
the insurance company before many major di-
agnostic or treatment services can be offered
by any provider on the panel.

With the advent of HMOs and PPOs, spiral-
ing health care costs and some unnecessary
procedures have been better contained. The
HMO and PPO companies determine, along
with the professional treating a patient, the
most cost-effective and reasonable diagnostic
or treatment plan to follow. Therefore the in-
surance companies paying for physical and
mental health care services now have an im-
portant vote in the types of services that can
be rendered. Some arguments have been made
that ultimately these changes in managed
health care do not save money (Fraser, 1996).
In fact, some argue that the monies going to
health care have shifted from hospitals and
providers to the managed care insurance in-
dustry. Evidence that the managed-care insur-
ance industry is one of the most profitable
industries in the United States, with CEOs and
other top executives enjoying salaries of over
6 million dollars per year, supports this claim
(J. Matthews, 1995).

Generally, providers and patients are not
as satisfied with these managed care pro-
grams as are those who still use the traditional

fee-for-service professionals. While costs
are theoretically contained in managed-care
models, freedom of choice for both patient
and provider is strictly controlled. A recent
survey of over 42,000 Consumer Reports lead-
ers found lukewarm satisfaction with their
managed health care plans with an overall
satisfaction score of 73 (out of 100) represent-
ing less satisfaction than compared to their
other insurance policies such as home and car
(Consumer Reports, 2003). These survey results
have raised concerns about the quality of ser-
vice provided by managed health care. Man-
aged care companies now routinely survey
their members concerning client satisfaction
(Broskowski, 1995). The need for accounta-
bility has also resulted in the requirement
that managed-care organizations routinely
report information on “9 quality of care indi-
cators, over 60 usage indicators, measures of
access to care and member satisfaction, and
over 12 indicators of financial performance”
(Broskowski, 1995 p. 160). This information
is part of what is called the HEDIS Report
(Corrigan & Nielson, 1993).

Psychologists and other mental health pro-
fessionals tend to be unhappy with managed
health care (Anders, 1996; Davenport & Wool-
ley, 1997; R. Fox, 1994; Fraser, 1996; Karon,
1995; M. Murphy, DeBernardo, & Shoemaker,
1998; R. Newman & Taylor, 1996; Phelps, 1996;
Phelps, Eisman, & Kohout, 1998; Saeman,
1996a, 1996b) and have even formed special
interest groups to curtail its impact and abuses
(e.g., the National Coalition of Mental Health
Professionals and Consumers). A survey of
over 14,000 members of the APA revealed that
78% of the group felt that managed care had a
negative impact on their professional work,
with only 10.4% reporting a positive impact
(Phelps, 1996). A survey of over 200 diplo-
mates in clinical psychology from the Ameri-
can Board of Professional Psychology revealed
that over 90% felt that managed health care
was a negative and problematic trend (Plante,
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Boccaccini, & Andersen, 1998). In another
national survey, 49% of 718 psychologists
surveyed reported that their patients were
negatively impacted by managed care that de-
layed or denied services while 90% reported
that managed care reviewers interfered with
appropriate treatment (Tucker & Lubin,
1994). Other surveys have demonstrated that
psychologists generally feel that managed
health care has requested that practitioners
compromise professional ethics to contain
costs (M. Murphy et al., 1998). The former
president of the American Psychiatric Associ-
ation, Harold Eist, has stated, “We are under
attack by a rapacious, dishonest, disruptive,

greed-driven insurance-managed care big
business combine that is in the process of dec-
imating all health care in America, but most
egregiously, the care of the mentally ill” (Sae-
man, 1996a).

The mental health professional’s deep dis-
content with managed-care stems from sev-
eral concerns. First, all professional decisions
(such as type and frequency of therapy ser-
vices) must be authorized by the managed
care insurance company. The cases must go
through utilization review, which means that
a representative of the insurance company re-
views the services and plans of the profes-
sional before authorization for services can

SPOTLIGHT

Clinical Psychology as a Primary Care Profession
During the past 100 years, clinical psychology has been seen as a mental
health profession. This is changing with the notion that clinical psychology
can actually be considered a primary care or general health care profession
that well integrates both mental health and physical health care problems
using the biopsychosocial model to guide assessment, treatment, and con-
sultation (N. Cummings, O’Donohue, & Ferguson, 2003; N. Johnson,
2003). The APA mission statement recently was altered to reflect this new
perspective on the role of psychology as a health care profession (N. John-
son, 2003). As mentioned earlier, at least 50% of deaths are due to lifestyle
and behavioral factors such as poor diet, lack of exercise, smoking ciga-
rettes, drinking alcohol to excess, driving accidents, homicide, suicide, and
so forth (Institute of Medicine, 2001; S. Taylor, 2003). Furthermore, the top
medical complaints reported by patients seeking medical treatment include
aches and pains, psychological and behavioral problems, and illnesses that
have an important behavioral component to the etiology and maintenance
(N. Cummings et al., 2003). Additionally, most patients seeking primary
care attention have significant family, financial, school or work stressors
that impact their symptoms and illnesses (N. Cummings et al., 2003).
Therefore, many have called for a more active role of psychology to assist in
primary health care. For example, a series of multidisciplinary conferences
have been held at the University of Nevada, Reno, funded by the Nicholas
and Dorothy Cummings Foundation to help articulate how psychology can
be put to better use in the primary care environment.
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occur. Often the insurance agent with whom
the psychologist works in this regard is not a
licensed mental health professional. There-
fore, many psychologists resent that they
must “sell” their treatment plans to someone
who is not as well trained in providing profes-
sional services. Furthermore, many feel that
these reviewers are primarily interested in
minimizing costs for the insurance company
rather than being concerned about what is in
the best interest of the patient (Anders, 1996).

Second, concerns about patient confiden-
tiality have arisen. Details about the patient
must be disclosed in order to obtain authori-
zation for services. Many mental health pro-
fessionals (as well as patients) feel that their
confidentiality is compromised by informing
the insurance company about intimate details
of the patient’s life and problems. Many pa-
tients fear that this information might be
misused or provided to their employer.

Third, many psychologists feel over-
whelmed by the paper work that is required
of managed-care providers. In addition to
lengthy application forms for each separate
panel to which the professional belongs
(copies of malpractice insurance, license,
transcripts from all professional training, up-
dated curriculum vitae, documentation of
medical staff affiliations), other lengthy
forms often need to be completed after each
session with a patient.

Fourth, many psychologists resent having
to accept significant reductions in their typi-
cal fees for managed care patients. For exam-
ple, a psychologist might charge $100 per
hour for services, but in order to be admitted
to a PPO panel, he or she might have to ac-
cept a $65 per hour rate. Furthermore, the
additional paper work and time on the tele-
phone for authorization and utilization re-
view is not reimbursed.

Fifth, psychologists (and patients) often
feel that too few sessions are authorized by
the managed-care company (Murphy et al.,

1998). For example, only 3 or 5 sessions might
be authorized for services. Many psycholo-
gists feel that patients that truly need more
services are being denied access to treatment
(Phelps et al., 1998). And finally, many psy-
chologists resent having someone tell them
how they should treat their patients. For ex-
ample, a managed-care company might urge
the psychologist to have the patient enter
group rather than individual therapy in order
to save costs, given the typically lower fee for
group as opposed to individual treatment.

Furthermore, many psychologists are con-
cerned about the growing use of capitation
methods by managed care companies. The
capitation program is similar to the DRG pro-
gram already outlined. In a capitation pro-
gram, the insurance company will pay a set
fee for the treatment of a given patient no
matter what treatment or how many sessions
are required. For example, when a managed
care insurance company refers a patient to a
practitioner, the company may pay $250 for
whatever services are needed. If services can
be provided within one to three sessions, the
practitioner covers his or her costs. If many
more services are needed (e.g., 20 sessions),
the professional loses a good deal of time and
income. Many managed-care companies have
thus transferred the risks of expensive ser-
vices from the insurance company to the
practitioner. In the words of Bertram Karon,
“What started reasonably is becoming a na-
tional nightmare” (Karon, 1995, p. 5).

Some psychologists, however, have noted
that managed care offers a variety of hidden
benefits (Anonymous, 1995; C. Chambliss,
2000; Clement, 1996, Hayes, 1996). For ex-
ample, justifying treatment plans to managed
care companies encourages professionals to
think clearly about how best to treat their pa-
tients in a cost-effective manner, keeping
their clinical skills sharp and motivation for
success high. Furthermore, managed care
promotes interdisciplinary collaboration by
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forcing professionals to work with other pro-
fessionals (such as physicians) also treating a
given patient as well as with professionals rep-
resenting the managed-care company. Finally,
managed health care demands that profes-
sionals be held more accountable for every-
thing they do and for the price of their
services. These changes have encouraged psy-
chologists and other professionals to use em-
pirically supported treatment approaches as
well as brief, problem-focused treatments
(Barlow, 1996; Bickman, 1996; C. Chambliss,
2000; Clement, 1996; Hayes, 1996; Rehm,
1997; Speer & Newman, 1996).

What is the future of managed health care
and what will the role of clinical psychology
be in the future marketplace? These are diffi-
cult questions to answer. However, it appears
clear that clinical psychology must adjust
to these rapid changes in the health care
delivery and reimbursement system or be ex-
cluded from them. Kiesler and Morton (1988)
predicted “declining provider autonomy, in-
creasing integration of services, increasing
emphasis on treatment outcomes, increasing
management purview and control . . . and
more consumer control via government and
administrative decree” (Kiesler & Morton,
1988, p. 997). Many experts (N. Cummings,
1984, 1995; Kiesler & Morton, 1987, 1988)
predict that multidisciplinary group practices
that focus on brief, problem-focused and
family-centered treatments with an emphasis
on demonstrating effective treatment outcome
and client satisfaction will be the future of
clinical psychology practice. Some, however,
have suggested that psychologists should no
longer participate in the health care and man-
aged health care systems and return to fee-for-
service approaches such as those used by
attorneys and accountants (A. Kovacs, 1996;
M. Murphy et al., 1998). A. Kovacs (1996), for
example, states that, “the best hope we con-
front as a group of professionals is for us to
remain in traditional independent practice 
and to leave the health care delivery system

entirely” (p. 14). Clinical psychologists can
likely expect an era of increased accountabil-
ity along with many restrictions and limits on
the types and length of services they provide.

Prescription Privileges

Historically, psychiatrists have been the only
mental health professionals legally allowed
to prescribe medication for their patients.
Curiously, however, any physician from any
specialty area (e.g., cardiology, urology, in-
ternal medicine) may legally prescribe
psychotropic medications even if the physi-
cian lacks mental health training or experi-
ence. In fact, the majority (approximately
80%) of psychotropic medications pre-
scribed to alleviate anxiety and depression
are prescribed by general family practice or
internal medicine physicians and not by psy-
chiatrists (DeLeon & Wiggins, 1996). Al-
though a number of psychologists actively
conduct research on the neurobiology and
psychopharmacology of behavior, and ap-
proximately two-thirds of graduate training
programs in psychology offer psychophar-
macology courses to their students (Popanz,
1991), psychologists have obtained legal
permission to prescribe medications to the
public in only a few locations (e.g., Guam,
New Mexico, Louisiana).

A highly controversial issue facing clinical
psychology is the possibility of obtaining the
legal and professional ability to prescribe psy-
chotropic medications in all states. The APA,
after careful study, has supported efforts
to develop a curriculum to adequately train
psychologists in psychopharmacology and to
lobby state legislative groups across the coun-
try to pass laws allowing psychologists to
prescribe medications (APA, 1992b; Cullen,
1998; DeLeon, Dunivin, & Newman, 2002; S.
Martin, 1995; Resnick & Norcross, 2002;
Smyer et al., 1993).

During the past several decades, there has
been an explosion of research on the effects
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of various medications on psychiatric prob-
lems such as anxiety, depression, impulsivity,
and thought disturbance. New and effective
medications have become available to assist
those experiencing a wide range of emotional
and behavioral problems. For example, the
development and popularity of Prozac, Zoloft,
Paxil, and other SSRIs have led numerous
people to become interested in using these
drugs to combat depression and other prob-
lematic symptoms such as anxiety and bu-
limia. Additionally, the influence of alcohol,
cocaine, nicotine, and other substances on be-
havior (such as substance abuse, domestic
violence, and crime) continues to be a major
issue for all health care and mental health
professionals. These substance abuse prob-
lems are often treated with medications such
as antabuse for alcohol addiction and
methadone for heroine addiction. Advances in
the development and availability of psy-
chotropic medication as well as the influence
of substance use and abuse on behavior have
set the stage for the controversial issue of
the prescription privileges for psychologists.
Furthermore, as more integrative and biopsy-
chosocial perspectives replace traditional
one-dimensional theoretical models (e.g.,
psychodynamic, behavioral) of diagnosis and
treatment, biological and medication issues
become increasingly relevant for practicing
psychologists.

Prescription privileges for psychologists
is a hotly debated topic both within and
outside the profession. For example, both
the American Medical Association and as
the American Psychiatric Association are
adamantly opposed to allowing psychologists
the privilege of prescribing medication
(American Medical Association, 1984; Amer-
ican Psychiatric Association, 2003; Klusman,
1998). A survey of approximately 400 family
practice physicians revealed strong opposi-
tion to psychologists obtaining prescription
privileges (P. Bell, Digman, & McKenna,
1995). They claim that a medical degree is

necessary to competently administer medica-
tions that deal with the complexities of mind-
body interactions. Even many psychologists
are opposed to having psychologists prescribe
medication for their patients (DeNelsky,
1991, 1996; Hayes & Chang, 2002; Hayes &
Heiby, 1996; Heiby, 2002). Some are con-
cerned that allowing psychologists to pre-
scribe medication would distract them from
their traditional focus on nonbiological emo-
tional and behavioral interventions (e.g.,
psychotherapy, education; DeNelsky, 1996;
Hayes & Chang, 2002; Hayes & Hieby, 1996).
Some have argued that by obtaining prescrip-
tion privileges psychology would lose its
unique identity and psychologists would be-
come “junior psychiatrists” (DeNelsky, 1996,
p. 208; Lorion, 1996). Finally, many are con-
cerned about the practical problems associ-
ated with prescription privileges such as
sizable increases in the costs of malpractice
insurance or the increased influence of phar-
maceutical companies on the field of psychol-
ogy (Hayes & Hieby, 1996).

On the other hand, many have argued for the
development of prescription privileges for psy-
chologists (Brentar & McNamara, 1991; Cullen,
1998; Cullen & Newman, 1997; DeLeon, 1993;
DeLeon et al., 2002; DeLeon, Fox, & Graham,
1991; DeLeon & Wiggins, 1996; R. Fox,
Schwelitz, & Barclay, 1992; R. Klein, 1996;
Welsh, 2003). Some of these outspoken sup-
porters have been physicians (Victoroff,
2002). The majority of clinical psychologists
support prescription privileges (Frederick/
Schneiders, 1990; Pimental, Stout, Hoover, &
Kamen, 1997; Sammons, Gorny, Zinner, &
Allen, 2000; Welsh, 2003). Furthermore,
about half of all graduate students in clinical
psychology wish to be able to prescribe med-
ication with the majority wanting the option
available for the profession (B. Smith, 1992).
Proponents argue that with appropriate and
intensive training for those who wish to pre-
scribe medications, psychologists would be
excellent candidates to provide psychotropic
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SPOTLIGHT

Training for Psychologists Interested
in Psychopharmacology
The APA’s guidelines for training in psychopharmacology are divided into
three levels depending on the level of involvement and independence a
psychologist would like to have in potentially administering psychotropic
medications (APA, 1996; DeLeon & Wiggins, 1996).

Level 1 is a basic psychopharmacology level of training to be provided to
all clinical psychology graduate students. This level of training would help
future psychologists learn about the issues in psychopharmacology but
would not result in them securing prescription privileges. Even if they
never prescribe medications, it is still important to have a good understand-
ing of how and why they might work (or not work) in order to help those
with whom they work. A biopsychosocial perspective demands an integra-
tive level of understanding regardless of the ability to actually prescribe
medicines.

Level 2 is focused on a collaborative practice with medical providers
such as physicians so that psychologists would work closely with other
medical professionals but again, would not be prescribing medications on
their own.

Finally, level 3 would provide education for the independent prescrib-
ing authority of medications. This training would be conducted at the
postdoctoral level among those already licensed as a psychologist and who
have five years of practice experience.

Therefore, not all psychologists would pursue this level of independence
and thus complete the training process. Those who do would then be able
to prescribe psychotropic medications in states that allow them to be able to
do so.

The psychopharmacology training would require both classroom and
clinical practice training with instructors who have the appropriate train-
ing and experience in physiology, biochemistry, neuroscience, pharmacol-
ogy, pharmacy, medicine, and psychology. The training would consist of a
minimum of 300 contact hours of didactic classroom instruction which
would highlight five content areas. These include:

1. Neuroscience,
2. Clinical and research pharmacology and psychopharmacology,
3. Physiology and pathophysiology,
4. Physical and laboratory assessment, and
5. Clinical pharmacotherapeutics.

The clinical practicum experience would involve treating (with very
close supervision) at least 100 diverse inpatients and outpatients with at
least two hours per week of individual supervision.
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medications for patients (Cullen & Newman,
1997; Lorion, 1996; Sammon et al., 2000;
Smyer et al., 1993; Welsh, 2003) including the
underserved populations (e.g., the elderly, the
military, people with low socioeconomic
status, and people who live in rural areas)
who have little opportunity to be treated by a
psychiatrist (Brentar & McNamara, 1991;
DeLeon, 2003; DeLeon & Wiggins, 1996; B.
Smith, 1992). Many point out that other non-
physicians (e.g., nurse practitioners, op-
tometrists, podiatrists, dentists) already have
the appropriate training and legal authority to
prescribe a limited array of medications.
Advanced nurse practitioners and optometrists
have prescription privileges in all 50 states,
while physician assistants can legally pre-
scribe medication in 48 states (Holloway,
2004). Because medical schools in the United
States typically spend only an average of 104
hours of classroom instruction on pharmacol-
ogy (Holloway, 2004), psychologists have ar-
gued that obtaining a medical degree is not
necessarily needed to prescribe medications
if sufficient and specific training is available.

Despite the advantage of no longer having to
send patients to other professionals for med-
ication, psychologists generally tend to have
mixed feelings about obtaining prescription
privileges and thus are not uniformly in favor
of it (Boswell & Litwin, 1992; DeNelsky, 1996;
Evans & Murphy, 1997; Hayes & Heiby, 1996;
Heiby, 2003; Plante et al., 1997).

The Task Force on Psychopharmacology of
the APA (Smyer et al., 1993) has outlined a
curriculum for psychologists who are inter-
ested in being trained to prescribe medication.
The program includes basic psychopharmacol-
ogy education, collaborative practice, and,
finally, prescription privilege. The basic psy-
chopharmacology education would offer 26
graduate credits (390 lecture hours) of
biochemistry, physiology, pharmacology, bio-
logical bases of behavior, and other relevant
topics. Collaborative practice would follow a
consultation-liaison model in which the psy-
chologist would work closely with a skilled
licensed professional in managing the integra-
tion of medications and psychosocial interven-
tions for patients with a range of psychiatric

Following both the didactic and clinical training experiences, these psy-
chologist trainees would also need to pass examinations developed by the
APA College of Professional Psychology in 10 content areas (e.g., nervous
system pathology, physiology, and pathophysiology).

The APA training model for prescription privileges is actually more ex-
tensive than those used for physicians in medical school. The number of
classroom and practicum hours of specific training in pharmacology would
be greater than for physicians.

Currently, level 3 training programs are offered in 12 states while 9 state
licensing boards have formally endorsed the notion that consultation on
psychopharmacologic drugs is within the scope of practice for psychologists.

The APA supports these initiatives and refers to the biopsychosocial
model to justify the need to be more holistic in the manner in which psy-
chologists conduct their work. In the words of APA president Robert
Sternberg, “. . . the biopsychosocial model adopted by many psychologists
is consistent with an integration of these kinds of treatments” (Sternberg,
2003, p. 5).
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problems. The prescription privilege endorsed
by the Task Force would involve a limited-
practitioner approach similar to that of den-
tists. Thus, psychologists would be able to
prescribe medications for problems in which
they specialize such as anxiety, depression,
and thought disorders. The Task Force also
recommended mandatory postdoctoral super-
vised experience and training and continuing
education training.

In 1991, the U.S. Department of Defense
under the Civilian Health and Medical Pro-
gram of the Uniformed Service (CHAMPUS)
program developed a psychopharmacology
training program for several psychologists at
the postdoctoral level (Sammons & Brown,
1997). After several years of study, these
psychologists have been allowed to prescribe
medications for patients in the military. The
success of this program has led to further
enthusiasm for the development of prescrip-
tion privileges for psychologists outside the
military environment. By 1998, legislation for
psychology prescription privileges was intro-
duced in six states including California,
Florida, Hawaii, Louisiana, Missouri, and Ten-
nessee (Cullen, 1998). In 2001, New Mexico
became the first state to allow psychologists
prescription privileges (Beutler, 2002; DeLeon
et al., 2002). Louisiana became the second
state to award these privileges to psycholo-
gists in 2004 (Holloway, 2004). Legislation is
now pending in Georgia, Illinois, Hawaii, and
Tennessee.

Medical Staff Privileges

Historically, only physicians were allowed
to treat patients independently in a hospital
setting and serve on the medical staff of a hos-
pital. Medical staff privileges allowed a
physician to admit and discharge patients as
needed as well as organize or manage the
treatment plan of patients while hospitalized.
Therefore, if a psychologist was treating a

patient in an outpatient environment (such
as a community mental health clinic or in pri-
vate practice) who then later required hospi-
talization, the psychologist would have to
turn the hospital portion of the care over to a
physician (such as a psychiatrist), who would
admit, discharge, and direct treatment. The
psychologist would be allowed to see the hos-
pitalized patient only as a visitor (just like
family members) and not as a professional.
The psychologist also could not offer treat-
ment services (such as psychotherapy) while
the patient was in the hospital setting.

Psychologists have been interested in ob-
taining medical staff privileges to provide in-
dependent inpatient care for their patients.
Many psychologists feel that physicians (such
as psychiatrists) do not need to supervise their
work in hospital settings. Physicians, how-
ever, have generally opposed medical staff
privileges for psychologists (American Med-
ical Association, 1984). After about 10 years
of legislative advocacy and activity, approxi-
mately 16% of clinical psychologists have
obtained full medical staff privileges in the
United States (Litwin, Boswell, & Kraft,
1991). Yet, many hospital-affiliated psycholo-
gists continue to struggle to maintain au-
tonomous status within hospital settings
(Enright, Resnick, DeLeon, Sciara, & Tanney,
1990; Litwin et al., 1991; Rabasca, 1999). In
1978, legislation was passed allowing psy-
chologists to be able to obtain medical staff
privileges independently in California. How-
ever, many hospitals and physician groups
fought the legislation. A past president of the
American Psychiatric Association stated that
it was a “dangerous trend” for psychologists to
obtain hospital staff appointments (Fink,
1986, p. 816). The American Medical Associa-
tion also passed a resolution stating that they
must “fight incursions of nurse midwives, 
podiatrists, nurse practitioners, physician’s as-
sistants, psychologists . . . into medical prac-
tice via prescribing privileges, independent 
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practice, mandated third-party reimburse-
ment or other expansion of their scope of
practice” (American Medical Association,
1984, p. 79). In 1990, the CAPP v. Rank law-
suit in California upheld the hospital privilege
statute for psychologists. Since that time, ap-
proximately 15 states have enacted similar
legislation. About 60% of psychologists work-
ing in medical school settings are now mem-
bers of the medical staff with 30% receiving
full membership and privileges (Rabasca,
1999).

Private Practice

The number of clinical psychologists choosing
to work in full-time or part-time private
practice has grown steadily in the past sev-
eral decades. Currently, about 35% to 40% of
clinical psychologists primarily work in solo or
group private practices (APA, 2000; R. New-
man & Taylor, 1996; Norcross, Karg, & Pro-
chaska, 1997; Norcross et al., 2002, 2004;
Phelps, 1996). Over two-thirds of clinical psy-
chologists maintain at least some part-time
private practice activities (Kohout, Wicherski,
Popanz, & Pion, 1990; Norcross et al., 1997,
2002, 2004). This proportion represents a 47%
increase since 1973 (Garfield & Kurtz, 1974;
Norcross et al., 1997, 2002, 2004). While sur-
vey results have revealed a larger and larger
percentage of clinical psychologists conducting
at least part-time private practice activities, ex-
perts generally now predict that this trend
might reverse itself owing to the changes in
the health care delivery and insurance reim-
bursement systems (Broskowski, 1995; N.
Cummings, 1995; R. Fox, 1994). For example,
a recent survey of over 15,000 members of the
APA revealed that over 40% of practitioners
who obtained their license prior to 1980 were
working in solo independent practice, com-
pared with only about 30% of those who ob-
tained their license after 1990 (Newman &
Taylor, 1996). Managed health care has made

it increasingly difficult to develop and main-
tain an independent practice in clinical psy-
chology. In the words of Russ Newman,
director of the Practice Directorate of the APA,
“It is going to be very difficult to continue as a
solo practitioner in the integrated marketplace
of the future” (Nickelson, 1995, p. 367).

Managed-care companies, in their efforts to
provide cost-effective services, have looked to
master’s-degree trained counselors as a lower
cost alternative to clinical psychologists. Fur-
thermore, the companies are less likely to pay
for services that have been traditionally an in-
tegral part of a psychologist’s independent
practice (e.g., long-term insight-oriented psy-
chotherapy). Managed care companies often
find it more convenient and cost effective to
work with large multidisciplinary health care
facilities rather than a host of independent
practitioners. In fact, some authors have sug-
gested that solo private practice might no
longer exist within the next several years. In
the words of Nicholas Cummings, “the golden
era of clinical psychology is over” (N. Cum-
mings, 1984, p. 19). Large multidisciplinary
group practices offering a range of services
that are solution-focused and based on solid
treatment-outcome research are most likely to
develop (N. Cummings, 1995), perhaps usher-
ing in a different type of golden age that might
more efficiently addresses patient problems.
However, others believe that there will always
be room for private practitioners and that
many of the pessimistic concerns about the
end of private practice have not materialized
(Kanapaux, 2003; Norcross et al., 2004).

Specialization

With advances in research and practice, the
need for specialization in clinical psychology
has become apparent. A general clinical psy-
chologist, like a general practice physician, is
likely to have significant limitations in terms
of the depth the professional can provide in
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SPOTLIGHT

Confidentiality and the New HIPAA Law
Confidentiality is at the cornerstone of clinical psychology regarding work
with clients, patients, research subjects, consultees, and others. In order for
psychologists to do the kind of work that they do in varied settings, they
must be able to assure that what they hear will be kept confidential. Of
course, there are several legal and ethical limits to confidentiality (e.g., is-
sues of child abuse or neglect and serious and immediate danger to self and
others). Maintaining confidentiality in an electronic world is often chal-
lenging because it is hard to control who has access to e-mail, faxes, tele-
phone voice mail, and other methods of transmitting information. Health
care information is increasingly being shared between patients, doctors,
health care administrative staff (e.g., secretaries, accountants, and insur-
ance representatives), financial professionals, attorneys, and so forth that
use electronic methods (e.g., e-mail, fax) for communication.

The federal government passed an important law in 1996 that addressed
patient privacy and confidentiality for all health care customers and practi-
tioners. The Health Insurance Portability and Accountability Act (HIPAA)
was a bipartisan piece of legislation that was sponsored by Democrat Ed-
ward Kennedy (MA) and Nancy Kassebaum (KS) and was signed into law
during August 1996. The bill was initiated to protect people from losing
their health insurance when they changed their jobs or residences. Congress
was hoping to develop standard methods for the electronic transmission of
protected health care information. In order for this to be accomplished, it
needed better protections for privacy and security. The Department of
Health and Human Services then developed rules for securing the confi-
dential information associated with patient health information.

This law took effect on April 14, 2003. HIPAA provides sweeping pri-
vacy protections and patient rights regarding the use and disclosure of pa-
tient Protected Health Information (PHI). PHI, such as medical charts that
include diagnoses and treatment plans and other relevant health care in-
formation, is used for treatment, payment, and health care operations.
HIPAA requires that all health care professionals (including clinical psy-
chologists) provide their patients or clients with a Notice of Privacy Prac-
tices (the Notice) for use and disclosure of PHI for treatment, payment,
and health care operations. The Notice explains HIPAA and its application
to health information in greater detail.

The purpose of the law is to help the public maintain confidential health
and mental health information in an increasingly electronic age. Psycholo-
gists (and other health care providers) must use mandated consent forms
and follow very specific procedures about what can and what can not be
written in patient documents or charts. Furthermore, the law stipulates
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certain areas of practice and research. As clini-
cal psychology has evolved and more and more
information on human behavior has become
available, practitioners have endeavored to
specialize in areas such as neuropsychology,
geropsychology, brief treatments, health psy-
chology, infant psychology, and forensic psy-
chology. Furthermore, efforts to subspecialize
(e.g., pediatric neuropsychology versus geri-
atric neuropsychology) have begun. In fact the
American Board of Professional Psychology
(ABPP) has increased the number of special-
ization diplomate categories from four to nine
within several years, reflecting the increased
number of psychologists specializing in various
areas. Some have expressed concern about
overspecialization and loss of valuable general
skills (Matarazzo, 1987; Plante, 1996b), argu-
ing that it is important for psychologists to re-
alize that there is only one psychology, with
many different applications.

Specialization has also resulted in further
certification requirements for psychologists.
For example, Division 40 (Neuropsychology)
and Division 38 (Health Psychology) have de-
veloped guidelines regarding the appropriate
training and experience necessary to special-
ize in these areas. The potential access to pre-
scription privileges in the future will create
yet another new specialty area for psycholo-
gists. The APA has developed a “college” that

educates and certifies psychologists in sub-
specialty areas such as alcohol and substance
abuse. Thus, a generic psychologist license no
longer allows someone to practice in all areas
of professional practice.

Empirically Supported Treatments

Historically psychologists and other providers
of professional psychological services could
evaluate and treat each patient as they saw fit.
They could choose to use any treatment strate-
gies, theoretical orientations, and methods
that they felt were clinically indicated. Treat-
ment could be short or long, insight oriented
or behavior-change oriented, and conducted
with or without research support. But the
drastic changes in health care have forced
mental health professionals to examine more
closely effective treatment outcome and client
satisfaction, and have resulted in efforts to use
only empirically supported treatments,
that is, structured treatment approaches that
have substantial research support. Empirically
supported treatments have received a great
deal of attention and support from the APA
and other professional organizations such as
the American Psychiatric Association (1995f;
D. Chambless et al., 1996; D. Chambless & Ol-
lendick, 2001; Crits-Christoph et al., 1995;
Hayes, Follette, Dawes, & Grady, 1995; Rehm,

how information can be shared with insurance companies, managed care
companies, and others who must have access to patient health care infor-
mation. The law forces all health care professionals to be compliant with
these guidelines or face severe financial and other penalties.

In addition to the privacy rules that became effective on April 14, 2003,
new security rules that provide standards for health care office access, use
of files and computers, and managing patient information became effec-
tive during April 2005. These rules provide detailed guidelines about how
patient information should be stored and secured and who may or may
not have access to these records.
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1997; W. Sanderson, 1994; W. Sanderson &
Woody, 1995; G. Wilson, 1997). The clinical
psychology division of the APA (Division 12)
has been at the forefront in developing guide-
lines for both researchers and clinicians 
regarding research-supported empirically vali-

dated treatments (D. Chambless et al., 1996;
D. Chambless & Ollendick, 2001; Task Force
on Promotion and Dissemination of Psycho-
logical Procedures, 1995). The APA clinical di-
vision was the first to establish a task force,
develop criteria, and conduct an exhaustive

SPOTLIGHT

Empirically Supported Treatment Manuals: Overcoming
Eating Disorders
By definition, empirically supported treatments offer both therapists and
clients the opportunity to use a step-by-step treatment manual as an inte-
gral part of the treatment process. One example of an empirically supported
treatment manual is the one authored by Robin F. Apple and W. Stewart
Agras from Stanford University School of Medicine entitled, Overcoming Eat-
ing Disorders: A Cognitive-Behavioral Treatment for Bulimia Nervosa and Binge-
Eating Disorder (1997).

The manual is typical of other empirically supported treatment manuals
in that it provides an easy to read and understand step-by-step program to
change a problematic behavior. The manual begins with an assessment of
the reader’s eating problems and tries to help the client decide if altering
their eating behavior is the right thing to do at this time in the person’s life.
The manual examines some of the typical problems associated with behav-
ior change such as motivation and willingness to change, emotional issues
that get in the way of effective behavior change, and so on.

The manual then provides an overview of the treatment process and
separates the program into several key phases. These include a behavior
change phase, an identifying binge trigger phase, and a relapse prevention
phase. The manual encourages the client to self-monitor by using daily
food records (i.e., writing down all of the food items as well as associated
feelings and activities) each time food or drink is consumed.

Subsequent chapters examine understanding more about eating patterns,
binge-eating cycles, and ways to think more productively about weight,
body shape, and form. Additional chapters focus on feared or special prob-
lematic foods, understanding binge triggers, interpersonal and emotional
triggers for eating, and ways to maintain changes after treatment is com-
pleted. Throughout the manual, there are many exercises, charts, workbook
questions and answers, homework exercises, tips from the experts, and so
forth. The therapist and client work through the workbook step-by-step in a
structured format. Often, additional resources are available such as record
forms and video tapes.
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review of the treatment outcome literature
to develop these guidelines. Empirically sup-
ported treatment approaches have been de-
veloped for a variety of clinical problems
(Nathan & Gorman, 2002) such as depres-
sion (Cornes & Frank, 1994), anxiety (M.
Newman & Borkovec, 1995), obsessive-
compulsive disorder (Foa, 1996), bulimia
nervosa (G. Wilson, 1997), and conduct dis-
ordered children (Feldman & Kazdin, 1995;
Kazdin & Weise, 2003). The Appendix at the
end of the chapter provides examples of em-
pirically validated treatments for several dis-
orders. Some professionals feel that because
individuals are unique and have different
personalities, symptoms, and coping re-
sources, it is impossible to fit the same treat-
ment approach to every patient based on
empirical research support (B. Cooper, 2003;
Fensterheim & Raw, 1996; Garfield, 1996;
Ingram, Kendall, & Chen, 1991; M. Johnson
& Remien, 2003; Nezu, 1996; Plante et al.,
1998; W. H. Silverman, 1996). Therefore,
many clinicians resist being instructed to
provide treatments that they feel may not be
useful to particular patients. Others, how-
ever, applaud the attempt to give treatment a
more empirical and research supported basis
(Barlow, 1996; D. Chambless & Ollendick,
2001; Clement, 1996; Hayes, 1996; Kazdin &
Weisz, 2003; Meehl, 1997; Nathan, 1996;
Nathan & Gorman, 2002; Rehm, 1997; G.
Wilson, 1996, 1997).

Reaching Beyond Mental Health in
Contemporary Clinical Psychology

Clinical psychology has been closely associ-
ated with the mental health field for many
years. However, many psychologists feel that
psychology is an important health care disci-
pline in itself, offering potentially useful ser-
vices beyond mental health issues (Belar,
1995; R. Fox, 1994; N. Johnson, 2003; A. Ko-

vacs, 1996; McDaniel, 1995; Resnick &
DeLeon, 1995; S. Taylor, 2003; VandenBos,
1993). Because so many health problems are
associated with behavior (e.g., alcohol, smok-
ing, drug use, violence, sedentary lifestyles,
risky sexual behavior), many psychologists
have suggested that psychology can be help-
ful in altering high-risk behaviors in a wide
variety of areas (Belar, 1995; N. Johnson,
2003; McDaniel, 1995; Resnick & DeLeon,
1995; S. Taylor, 2003). For example, unsafe
sexual practices may lead to sexually trans-
mitted diseases such as AIDS. Obesity, smok-
ing, and sedentary lifestyles have been
associated with cardiovascular diseases and
cancer. Although approximately half of all
traffic accidents are associated with alcohol
consumption (Center for Disease Control,
2000; National Center for Health Statistics,
2001; S. Taylor, 2003), an additional problem
is that large numbers of Americans choose
not to use seat belts (J. M. McGinnis, 1984;
Wald, 2001). Overall, it has been estimated
that about half of all deaths are caused by
lifestyle factors under behavioral control
(Center for Disease Control, 2000; Institute
for the Future, 2000; S. Taylor, 2003). In fact,
a number of psychosocial factors (e.g., lack of
trust, impulsivity, immature ego defenses)
reliably predict premature death (Friedman
et al., 1995). Psychologists, it is argued, are
excellent candidates to assist in research,
teaching, public policy, and clinical practice
to improve health promoting behaviors in the
population and minimize health damaging
behaviors. Therefore many have suggested
that psychology be considered not only an in-
dependent mental health discipline but also
an independent general health care discipline
(Belar, 1995; R. Fox, 1994; N. Johnson,
2003; McDaniel, 1995; Resnick & DeLeon,
1995; VandenBos, 1993). Clinical psychology
may be useful for a variety of health care be-
haviors including those not generally associ-
ated with mental illness.
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In 2001, the APA agreed with these argu-
ments and altered their mission statement to
include the goal of using psychology to pro-
mote “health, education, and human wel-
fare” (N. Johnson, 2003). This and other
policy statements have led to the endorse-
ment of the biopsychosocial model by the
APA (N. Johnson, 2003).

Training Issues

As outlined earlier, training models in clinical
psychology include the scientist-practitioner,
or Boulder, model; the scholar-practitioner, or
Vail, model; the PhD or the PsyD degree pro-
grams; and the university or the free standing
professional school models. Today, within 30
years of the professional school movement,
more than 50% of all doctorates awarded in
clinical psychology are awarded from free
standing professional schools of psychology
rather than through more traditional univer-
sity psychology training programs. Therefore,
the types of training models and contexts
have changed tremendously during the past
several decades. Which training models will
survive and thrive and which will not has im-
portant implications for the future of clinical
psychology. For instance, a recent APA presi-
dent has suggested that the PsyD degree
rather than the traditional PhD be awarded to
all those who plan on being practitioners in
clinical psychology (A. Shapiro & Wiggins,
1994). Although this suggestion is not likely
to be embraced by both research and practice-
oriented psychologists who value the PhD de-
gree, it does highlight the chasm between the
science and practice of clinical psychology.

The proliferation of free standing profes-
sional schools of psychology has been contro-
versial. Since admission standards (i.e., GPA,
GRE scores, acceptance rates) at professional
schools tend to be lower than those of univer-
sity programs (Norcross et al., 2002), some

surveys have found that many psychologists
are concerned that professional standards
have decreased with the advent of profes-
sional schools. For example, a recent survey
of over 200 diplomates in clinical psychology
found that over 70% believed that the advent
of free standing schools of psychology has
been a negative influence on the profession
(Plante et al., 1998). Many free standing pro-
fessional schools are unaccredited by the APA
and several enroll any interested paying stu-
dent without screening their academic or
psychological readiness for graduate study.

With the explosion of graduate students
attending free standing professional schools
of psychology and the emphasis on practi-
tioner training (A. Shapiro & Wiggins,
1994), the proportion of psychologists con-
ducting research and seeking academic ca-
reers relative to the total number of new
psychologists has declined. Therefore, a
smaller proportion of current and future
psychologists will dedicate their careers to
academic and research pursuits. Some have
expressed concern that these shifts will re-
sult in a much more practice-oriented than
science-oriented profession, thereby eroding
the scientific base of clinical psychology (Rice,
1997). Such concerns have contributed to sig-
nificant conflicts within the APA and the de-
velopment of the more research-oriented
American Psychological Society in 1988.

New discoveries, specializations, and the
demands of society influence training as well.
For example, efforts to obtain prescription
privileges for psychologists mean that gradu-
ate and postgraduate training programs may
need to provide comprehensive training in
psychopharmacology and related areas (e.g.,
biochemistry) not typically or historically of-
fered in clinical psychology training programs
(APA, 1992b; DeLeon et al., 2002; DeLeon &
Wiggins, 1996; Smyer et al., 1993). Society’s
focus on violence, ethnic diversity, techno-
logical advances, and cost-effective treatment
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all influence the training emphasis in clinical
psychology. For instance, efforts to provide
more training in brief and empirically sup-
ported treatments (Clement, 1996; Crits-
Christoph et al., 1995; Garfield, 1996; Hayes,
1996; Hayes et al., 1995; Nathan, 1996; Nor-
cross et al., 2003; G. Wilson, 1996) reflect
managed care’s emphasis on cost-effective
treatment outcome.

Many psychologists have suggested that
shifts in training models and focus must occur
in order for clinical psychology to survive and
thrive (Rice, 1997). Broskowski (1995) stated:
“The dominant ideologies for training psychol-
ogists have not kept pace with contemporary
realities. Training for clinical psychology is
dominated either by a clinical practice model
that stresses solo practice and traditional
long-term therapy methods or a scientist-
professional paradigm geared to forms of
basic research but not health services re-
search.” (p. 161). Former APA president
Ronald Fox (1994) has called for more uni-
form standards in professional education as
well as an expansion of training away from the
traditional mental health model to a more
general health and well-being model. Many
authors (R. Fox, 1994; McDaniel, 1995;
Resnick & DeLeon, 1995; VandenBos, 1993)
suggest that psychology educators, for exam-
ple, should train students to offer preventive
care, short-term acute care, rehabilitation ser-
vices, and long-term care for those dealing
with chronic illnesses. Thus, the shift to pri-
mary care in the health field as opposed to
narrowly defined mental health roles has been
advocated by many (Belar, 1995; R. Fox,
1994; N. Johnson, 2003; McDaniel, 1995;
Resnick & DeLeon, 1995; VandenBos, 1993).
This emphasis has important implications for
training programs and career options for psy-
chologists. Furthermore, as clinical psychology
has developed more integrative and biopsy-
chosocial perspectives and is evolving toward
more involvement in general health care,

training professionals in a one-dimensional
theoretical orientation has become outdated.
In the words of past APA presidents Robert
Resnick and Patrick DeLeon (1995), “profes-
sional psychology must expand its traditional
training boundaries or face being relegated to
an unneeded and perhaps unnecessary disci-
pline” (p. 4). Finally, A. Kovacs (1996) states,
“There are many ways that young profession-
als can find and create careers for them-
selves . . . but they require shattering an
identity that has constrained us” (p. 14).

Other trends in training include mandatory
postdoctoral training and new joint degree
programs. Almost all states now require post-
doctoral supervisory experiences and training
prior to obtaining a state license as a psycholo-
gist. These requirements, as well as the need
for postdoctorate education, have resulted in
efforts to develop accredited mandatory post-
doctoral residency programs in psychology
(Association of Psychology Postdoctoral and
Internship Center [APPIC], 2003; Larsen
et al., 1993). There has developed a number of
joint degree programs that combine psychol-
ogy training with other fields, such as business
and law. For example, Widener University de-
veloped a PsyD/MBA degree program, and the
University of Nebraska developed a PhD/JD
program. As clinical psychology matures,
more and more emphasis in research and prac-
tice will be placed on continuing education,
specialization, and interdisciplinary training.

The Big Picture

Clinical psychology is changing and growing
at a rapid pace. Some of these changes are
very positive; some clearly negative. On the
positive side, psychology has greatly con-
tributed to a better understanding of human
behavior and ways to improve the quality 
of life for many. Assessment, treatment, re-
search, teaching, and consultation are all
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much more effective today than in the past.
Psychology has also attained increasing inde-
pendence as a discipline. Licensing laws, med-
ical staff privileges, prescription privileges,
and freedom of choice legislation have all con-
tributed to the development of psychology as a
respected independent profession. As the pro-
fession and field has matured, a more in-depth
and sophisticated understanding of human be-
havior has unfolded. Unfortunately, however,
the trend toward managed health care and
further constraints in funding for research
and practice potentially threaten the growth
and types of services psychology can provide.
In addition, sizable increases in the number of
students being trained as psychologists, espe-
cially at large free standing professional
schools of psychology, may intensify competi-
tion for available job positions.

Despite the challenges confronting this as
well as all related fields, clinical psychology
as a profession remains a fascinating and ex-
citing endeavor with a tremendous potential
to help individuals, groups, and society in the
course of a truly fulfilling professional career.
Although the future of clinical psychology
is uncertain, it is likely to continue to be a
rewarding career for many. Future clinical
psychologists must be flexible to adapt to
changing needs and requirements as society
and the discipline evolves and changes.

Key Points

1. Clinical psychology has evolved and
changed rapidly during its 100-year his-
tory. It is difficult to imagine a more
rapidly changing period in clinical psy-
chology than the present time. How-
ever, change was certainly rapid for
clinical psychology both before World
War I and between World Wars I and II.
Today clinical psychology looks very 

different than it did, not only 20 or 30
years ago, but even 5 years ago.

2. The United States has quickly become an
ethnically and culturally diverse nation.
Increasing attention and interest have
been focused in recent years on the role
of multicultural and diversity issues in
all aspects of society. Psychologists, as
well as other professions, have acquired
greater insight into the role of culture
and diversity in the development of be-
havior and behavioral problems.

3. Recent advances and significant discover-
ies in science, technology, and medicine
have greatly impacted clinical psychology
as well as many other fields.

4. During the “lean and mean 90s,” efforts
to reduce costs, to become more effi-
cient, and to decrease services have af-
fected many different industries and
segments of society. Topics such as down-
sizing, layoffs, and reduction in services
all have been highlighted on a daily basis
in newspapers across the country. At-
tempts to balance the federal deficit have
also resulted in cuts in programs effect-
ing clinical psychology.

5. Research in clinical psychology has
evolved beyond attempts to answer fairly
simple and straightforward questions ex-
amining main effects. As clinical psychol-
ogy has evolved and matured, the need
for newer research designs and method-
ologies has led to a move toward greater
methodological pluralism.

6. One of the best examples of a current
“hot topic” in clinical psychology in-
volves the advent of managed health
care. Some have suggested that managed
health care may alter the field of clinical
psychology in a permanent way. With
the advent of HMOs and PPOs, much of
the spiraling health care costs and un-
necessary procedures are contained. The
HMO and PPO companies determine,



Current and Future Trends and Challenges 461

along with the professional treating a
patient, the most cost-effective and rea-
sonable diagnostic or treatment plan
should be followed. Therefore the insur-
ance companies paying for professional
health and mental health care services
now have an important say in the types
of services that can be rendered.

7. A highly controversial issue facing clini-
cal psychology is the possibility of ob-
taining the legal and professional ability
to prescribe psychotropic medications.
The APA, after careful study, has sup-
ported efforts to develop a curriculum to
adequately train psychologists in psy-
chopharmacology and to lobby state leg-
islative groups to pass laws allowing
psychologists to prescribe medications.

8. Psychologists in many states have ob-
tained medical staff privileges in order to
provide independent inpatient care for
their patients. After about 10 years of
legislative advocacy and activity, approx-
imately 16% of clinical psychologists
have obtained full medical staff privi-
leges in the United States. Yet many
hospital-affiliated psychologists continue
to struggle to maintain autonomous sta-
tus within hospital settings.

9. Whereas survey results have revealed a
larger and larger percentage of clinical
psychologists conducting at least part-
time private practice activities, experts
generally now predict that the private
practice trend will quickly reverse itself
owing to the rapid changes in the health
care delivery and insurance reimburse-
ment systems.

10. With advances in research and practice,
the need for specialization in clinical
psychology has become apparent. As
clinical psychology has evolved and
more information on human behavior
has become available, practitioners have
endeavored to specialize in areas such as

neuropsychology, geropsychology, brief
treatments, health psychology, infant
psychology, and forensic psychology.

11. Psychologists, it is argued, are excellent
candidates to assist in research, teach-
ing, public policy, and clinical practice
to improve health promoting behaviors
in the population and minimize health-
damaging behaviors. Therefore, psy-
chology is now considered not only an
independent mental health discipline
but also an independent general health
care discipline.

12. The types of training models have
changed tremendously during the past
several decades. Which training models
will survive and thrive and which will
not has important implications for the
future of clinical psychology.

Key Terms

Diversity
Empirically Validated Treatments
Health Maintenance Organization (HMO)
Managed Health Care
Medical Staff Privileges
Multicultural
Preferred Provider Organization (PPO)
Prescription Privileges
Private Practice
Specialization

For Reflection

1. How do changes in society impact clini-
cal psychology?

2. What is managed health care and how
does it impact clinical psychology?

3. How are financial issues associated with
the future of clinical psychology?

4. How do diversity issues effect clinical
psychology?
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5. What are medical staff privileges and
why are they important to clinical psy-
chologists?

6. What are prescription privileges and
why are they important to clinical psy-
chology?

7. What training issues effect the future of
clinical psychology?

8. How might an interested student learn
more about the field of clinical psy-
chology?

9. What is likely to happen to private prac-
tice in clinical psychology in the future?

10. How is clinical psychology more than a
mental health discipline?

11. What are empirically validated treat-
ments?

12. What are some pros and cons to using
empirically validated treatments?

Real Students, Real Questions

1. How does the future look for clinical psy-
chologists who mainly want to counsel?

2. Why is there tension between researchers
and practitioners? What is the point of re-
searching people’s behavior if the knowl-
edge is not used to help those in need?

3. Given managed care, will the psychody-
namic approach die out?

Web Resources

www.psyfin.com
Learn about practical issues regarding psy-
chology finances for psychology practitioners.

www.asppb.org
Learn more about state and provincial psy-
chology boards.
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Becoming a Clinical Psychologist:
A Road Map

Chapter Objective
1. To outline the details of becoming a clinical psychologist.

Chapter Outline
Highlight of a Contemporary Clinical Psychologist:

Dianne L. Chambless, PhD
College
Applying to Graduate Programs in Clinical Psychology
Graduate School in Clinical Psychology
Clinical Internship
Postdoctoral Fellowship
Specialization
Certification and/or Licensure
Employment
The American Board of Professional Psychology (ABPP) Diploma
Is Clinical Psychology Right for Me?
How to Get More Information about Current Issues in Clinical

Psychology

Highlight of a Contemporary Clinical Psychologist

Dianne L. Chambless, PhD

Dr. Chambless is a full-time academic who has spearheaded the develop-
ment of an APA list of empirically supported treatments.

Birth Date: February 26, 1948

College: Newcomb College of Tulane University (BA, Political Science),
1969

Graduate Program: Temple University, (PhD, Clinical Psychology), 1979

Clinical Internship: Philadelphia Veterans Administration Hospital and
Behavior Therapy Unit of Temple University Medical School

Current Job: Professor of Psychology, University of North Carolina at
Chapel Hill

Pros and Cons of Being a Clinical Psychologist:

Pros: “First, clinical psychology’s unusual scientist-practitioner blend of
activities and values allows me to fulfill two strong needs of mine—to be

15
C h a p t e r
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of use to others and to search for new knowl-
edge and understanding. I love the intellec-
tual challenge of research and scholarship,
but I also need to know that my research will,
at least potentially, help solve important
human problems. Second, the breadth of ac-
tivities in which clinical psychologists are
trained and engaged means I’ll never be
bored with my work, as so many people are.
I’ve been a full-time clinician, a full-time ac-
ademician, and have done a mix of both types
of work at different points in my career.”

Cons: “For me there are no cons. I can only
mention minor annoyances. First, the posi-
tion of clinical psychology versus psychiatry,
especially biological psychiatry. Our profes-
sion is undervalued and underfunded. It
is far harder to find research funding for
psychotherapy research and psychosocial ap-
proaches to psychopathology than for biolog-
ical research and pharmacotherapy, despite
the large body of research demonstrating the
importance of psychological variables and
approaches. Second, when I worked in med-
ical schools and hospital environments, I
chaffed at the restrictions on the activities
and responsibilities of psychologists imposed
not because medical training was required
for some responsibility, but because the tra-
dition was that physicians should be in
charge. My own solution to that was simple:
I moved to a psychology department. How-
ever, for psychologists whose work can only
be done in medical settings (e.g., clinical
health psychologists) I see this as a continu-
ing problem. Finally, although it does not af-
fect me personally, I do worry about my
students’ future. Too many people are gradu-
ating with degrees in clinical psychology for
the job market in the foreseeable future.”

Future of Clinical Psychology: I suspect
that the changes wrought by the crisis in
health care funding will lead clinical psychol-
ogists to return to their roots as scientist-
practitioners. Emphasis on cost efficiency will

probably mean that much direct clinical
service in agencies will be provided by mas-
ters level clinicians, with the doctoral level
providers serving as diagnosticians, trainers,
supervisors, and program evaluators, in addi-
tion to providing a smaller degree of direct
services. I expect clinical health psychology
will continue to grow, and that more clinical
psychologists will turn their attention to the
problems of ethnic minority group members
and the elderly. A smaller number of clinical
psychologists will be able to be successful in
private practice. Although the academically
oriented will continue to find work in uni-
versity settings, I expect the expansion in
the number of clinical psychology programs
to cease.

What advice would you give to a student
interested in a career as a clinical psy-
chologist? “I advise students to think care-
fully about their career goals rather than to
assume they need a doctorate in clinical
psychology. Many students are exclusively
interested in practice and do not desire the
rigorous training involved in clinical psychol-
ogy doctoral programs. Such students might
be better served by a master’s program in
clinical social work, which leads to a profes-
sion and a degree in two years rather than six
or more. The student who is truly interested
in research and teaching or in developing and
testing new treatments, as well as providing
them, is better suited to clinical psychology
training.”

Do you think empirically supported ap-
proaches using treatment manuals will
be embraced by clincians? “I don’t expect
that clinicians who are already in practice and
who have no background in empirically sup-
ported treatments will be persuaded to change
their approaches radically. Rather, I think the
audience for empirically supported treatments
consists of empirically oriented practitioners
and students currently in training. Such an
audience early turns to treatment manuals to
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gain a thorough understanding of a treatment,
its principles, and its procedures in an efficient
manner. Once clinicians have the depth of
understanding and skills taught in a manual,
they can use what they’ve acquired flexibly
with their clients. That is, manuals are great
teaching tools, but there is no need to follow
then slavishly when that is not appropriate for
a given case in one’s practice.”

Typical Schedule:
7:00 Review student’s research proposal on

social phobia or conduct peer review of
an article submitted for publication con-
cerning obsessive-compulsive disorder.

9:00 Break (exercise).
10:00 Screening with potential patient (35-year-

old Caucasian women with obsessive-
compulsive disorder) for psychotherapy
research project.

12:00 Meet with graduate student for research
supervision.

1:00 University or department committee
meeting concerning rank and tenure.

2:00 Break (talk to husband).
3:00 Graduate class on research methods in

clinical psychology or practicum team
meeting.

6:00 Correspondence and paperwork.
7:00 Break (dinner).
8:00 Prepare for next day’s undergraduate

class, grade papers, or watch videotapes
for psychotherapy supervision.

Students wishing to become clinical psy-
chologists do so for a variety of reasons.

Many are interested in being helpful to oth-
ers, whereas others are fascinated by human
behavior. Some are interested in the interface
between psychology and biology as mani-
fested in health issues. Others are sensitive to
human suffering and the nuances of human
relationships, feeling naturally drawn to clin-
ical psychology as a field of study. Still others
are primarily interested in contributing to
improvements in society at large. Many are

interested in all of these aspects of clinical
psychology. Many people cynically believe
that those who wish to become clinical psy-
chologists are primarily interested in solving
their own personal or family problems. Al-
though some studies have indeed suggested
that psychologists enter the field in order
to help resolve personal or family conflicts or
problems (Elliott & Guy, 1993; Guy, 1987;
Sussman, 1992), other studies have found lit-
tle or no association with personal and family
problems and choice of psychology as a pro-
fession (R. Murphy & Halgin, 1995; Norcross
& Guy, 1989).

Although numerous terminal master’s de-
gree programs are available in clinical psychol-
ogy, the American Psychological Association
(APA) “recognizes the doctorate as the mini-
mum educational requirement for entry into
professional practice as a psychologist” (APA,
1987b, p. 3). Therefore, in this chapter, the
stages toward the doctorate in clinical psychol-
ogy and subsequent postdoctoral training and
licensing will be discussed.

A career as a clinical psychologist is rife
with both tremendous challenges and unan-
ticipated rewards. The road to becoming a
clinical psychologist is a long one divided by
several distinct stages that include college,
graduate school, clinical internship, postdoc-
toral fellowship, licensure, and finally em-
ployment and advanced certification. In this
chapter, each of these progressive stages will
be reviewed. Although college students may
not need details on postdoctoral training, li-
censing, employment, and board certification
this early in their careers, this information is
included in this chapter to provide a complete
road map of the training process.

College

Most college students who plan on becoming
clinical psychologists will decide to major
in psychology. However, while a psychology
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major is obviously advantageous, english, bi-
ology, math, sociology, or any other major
will not preclude a student from being ac-
cepted into graduate school in psychology.
Prerequisite courses such as General Psychol-
ogy, Statistics, Research Methods, Personality,
Biopsychology, Learning/Cognition, and Ab-
normal Psychology are generally required or
highly recommended to students who choose
not to major in psychology as undergraduates
(Lawson, 1995; Norcross, Sayette, & Mayne,
2002; R. Smith, 1985). Additional courses in
math and science are also recommended.

Overall, students interested in becoming
clinical psychologists and gaining admission
into high-quality graduate programs must take
their college experience very seriously (Table
15.1). Solid grades and high-quality research
and clinical experiences during the college
years are important to acquire. Specifically,
students must obtain a solid grade point aver-
age (GPA), high scores on the Graduate Record
Examination (GRE), obtain some clinical (e.g.,
work with patients or clients located at various
social services agencies such as a homeless or
battered women’s shelter, suicide prevention
hotline, school for developmentally disabled
children, psychiatric unit of a local hospital)

and research experience (e.g., working with a
professor or other researchers on psychology-
related experiments), and receive excellent
letters of recommendation. Each of these ele-
ments as well as other important aspects of the
college experience will be highlighted in this
chapter.

Grade Point Average

Whereas there are no absolute cutoffs, except
for some set by the occasional graduate pro-
gram, a 3.0 GPA should be generally viewed as
a minimum while a 3.5 or higher is generally
expected by graduate training programs. The
mean GPA score for all clinical psychology
graduate programs is about 3.5 (Norcross
et al., 2002). While grade point average does
not necessarily correlate strongly with gradu-
ate school performance in clinical psychology
(Dollinger, 1989) or necessarily with intelli-
gence, success as a psychologist, or with thera-
peutic skill, it does serve at least as an index of
motivation and discipline. A high degree of
motivation and determination are qualities
found in successful graduate students. Ironi-
cally, once enrolled in a graduate program or
employed as a psychologist, grades per se take
on a relatively inconsequential role in later
success (barring impressively poor grades).
However, as an undergraduate, GPA is one
way to be distinguished among the large num-
ber of graduate school applicants.

Graduate Record Exam

Students interested in applying to graduate
school in psychology generally take the GRE
during the fall term of their senior year. In
fact, about 90% of all doctoral graduate pro-
grams in clinical psychology require that the
GRE be taken in order to be considered
for admission (Norcross et al., 2002; Stein-
preis, Queen, & Tennen, 1992). The GRE is
administered by the Educational Testing Ser-
vice (Princeton, New Jersey) and yields four

Table 15.1 Important Goals
during the College Experience

High grade point average

High graduate record examination scores

Quality research experience

Quality clinical experience

Excellent verbal skills

Excellent interpersonal skills

Reliability and dependability

Excellent productivity

Excellent letters of recommendation

High motivation
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scores: Verbal, Quantitative, Analytic, and
Psychology, the latter being administered in a
separate testing session. The Verbal, Quantita-
tive, and Analytical sections make up the GRE
General Test while the Psychology portion is
one of many GRE Subject Tests. The GRE Gen-
eral Test and Subject Tests are administered at
different times. A total of 800 points is possi-
ble in each area. Each score has a mean of 500
and a standard deviation of 100.

Generally, graduate programs will focus on
the combined Verbal/Quantitative total, look-
ing for approximately 1,200 (e.g., 600 Verbal,
600 Quantitative) as a common cutoff.
Higher scores on the Psychology section of
the GRE are often expected by high-quality
graduate programs (i.e., above 600). How-
ever, a recent study (Norcross, Sayette, &
Mayne, 2002) revealed that the mean GRE
scores for graduate programs in clinical psy-
chology is 581 (SD = 46) for the Quantitative
measure, 580 (SD = 48) for the Verbal scale,
579 (SD = 46) for the Analytic scale, and 587
(SD = 47) for the Psychology subject test. Ac-
cording to this study, GRE scores tended to be
higher among research-oriented PhD pro-
grams compared with, for example, practice-
oriented PhD or PsyD graduate programs.
Lawson (1995) reports mean GRE scores for
incoming psychology doctoral students of 598
(Verbal), 612 (Quantitative), 633 (Analytic),
and 616 (Psychology). The average combined
verbal and quantitative score for doctoral
programs in clinical psychology is 1,206.
Most programs will rarely consider appli-
cants with scores below 500 in each of the
subject areas (Norcross et al., 2002). Many
students obtain self-study GRE materials or
enroll in GRE preparatory classes offered by
several companies such as Stanley Kaplan in
order to help maximize their performance.
Students unable to afford the costs of these
preparatory programs are well advised to dis-
cipline themselves to study and prepare on
their own or with friends in order to maxi-
mize performance. There are many self-study

preparation books available. Although the
GRE is required by most doctoral programs in
psychology, the test’s ability to predict perfor-
mance in graduate school is modest at best
(Kuncel, Hezlett, & Ones, 2001; Sternberg &
Williams, 1997).

Research Experience

Most high-quality graduate programs in clini-
cal psychology expect applicants to have some
research experience prior to admission to grad-
uate school. In fact, survey research has indi-
cated that quality research experience was
the top-rated variable listed by graduate pro-
gram directors as being important in graduate
school admissions (Eddy, Lloyd, & Lubin,
1987). However, Lawson (1995) reported that
work and clinical experience tend to be rated
higher than research experience for clinical or
counseling psychology programs. In general,
any involvement in a quality research project
or projects with college psychology professors
or with other psychology professionals work-
ing in settings such as hospitals, clinics, and in-
dustry is valued. Quality research is not always
easy to define. Professionals often disagree
concerning the quality and value of various
research projects. Generally, research that is
conducted by well-trained professionals, is
methodologically rigorous, and contributes to
the professional community of scholars—
evidenced by being presented at regional or
national professional conferences and/or
published in refereed professional journals—
would be considered quality research.

Research experience at the undergraduate
level typically occurs by working with a psy-
chology faculty member who has undergradu-
ate students help him or her as research
assistants. It is not imperative that the research
be clinically oriented. Rather, obtaining solid
research experience with a professor who is
productive and enjoyable to work with is im-
portant. Furthermore, having the opportunity
to present research findings at professional or
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student research conferences and co-author
manuscripts for publication in professional
journals is also highly beneficial. Most areas of
the country, for example, offer undergraduate
psychology research conferences each spring
(e.g., Greater Boston Undergraduate Psychol-
ogy Research Conference, Western Under-
graduate Psychology Research Conference),
allowing undergraduates to present their re-
search in paper or poster form to peers and
faculty from a variety of schools. Often, col-
lege students working as research assistants
may score questionnaires, run subjects
through laboratory procedures, and conduct
literature reviews as part of their work with
the professor or other psychology professional.

Closely associated with research experience,
computer, data analysis, and statistical skills
are also important to obtain during the college
years. In addition to standard word processing
skills, developing competence with statistical
packages such as SYSTAT, Statistical Analysis
System (SAS), Statistical Package for the Social
Sciences (SPSS), or BioMedical Data Package
(BMDP) is extremely valuable. Although many
students interested in clinical psychology ca-
reers may be uninterested in computer, mathe-
matical, and statistical concepts and activities,
these skills are generally extremely important
to develop among all clinical psychologists.
Even those who hope to conduct primarily
psychotherapy in their professional career
must use these skills to manage their finances,
examine treatment outcome and client satis-
faction, complete necessary paperwork, and be
good consumers of research in order to main-
tain state-of-the-art service.

Clinical Experience

Most undergraduate psychology departments
and colleges offer externships or field place-
ments in clinical settings where students can
gain exposure to the signs, symptoms, and
language of clinical problems. In fact, over

two-thirds of colleges and universities offer
practicum experiences in psychology (Vande-
Creek & Fleisher, 1984). Typical examples
of volunteer placements include local hospi-
tals, community mental health centers, drug
and alcohol rehabilitation half-way houses,
schools or summer camps for disabled chil-
dren, homeless or battered women’s shelters,
and crisis or suicide hotlines. These experi-
ences help students obtain experience with
clinical populations as well as provide some
important beginning skills and knowledge
about clinical problems and interventions.

Students might ask their professors or fel-
low students about opportunities that are
worthwhile. If a college does not have an or-
ganized internship or service-learning pro-
gram, a student could still find appropriate
and useful volunteer or even paid experi-
ences by calling local social service agencies.
Hospitals, crisis hotlines, schools for develop-
mentally disabled children or adults, shelters
for battered women, homeless persons, or
abused children are excellent starting points.
Local United Way agencies and church
groups also may be helpful in finding appro-
priate positions for students.

Determining what is a quality clinical ex-
perience is sometimes difficult. Generally, a
clinical experience that allows the student to
observe a wide range of activities with a
number of patients and allows the student to
talk about his or her experiences with a pro-
fessional in the clinical setting is more likely
to be a quality experience. The best type of
location is one that encourages and values
student learning and is not merely interested
in obtaining free labor. For example, observ-
ing and/or working directly with patients
would be preferred relative to spending too
much time doing clerical work such as filing
and typing. Often the experiences of previous
students who have worked in the particular
clinical setting can assist in determining if the
experience would be worthwhile.
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Verbal Skills

Beyond the confines of the GRE, the field of
clinical psychology is highly dependent on a
range of verbal skills. These include writing
ability, public speaking ability, and the on-
going ability to verbally communicate with
colleagues and clients in a direct, clear, and
sensitive fashion. Often, professors will infer
the intelligence and social skills of a student
largely on the basis of his ability to express
themselves through written and oral commu-
nication. Thus, honing writing and speaking
skills is an important element of the college
experience.

Interpersonal Skills

Challenging to measure or quantify, this realm
of social transaction is perhaps the most im-
portant quality to possess as a psychology
student and eventual professional. Good in-
terpersonal and social skills, empathy for
others, and effective communication are crit-
ical to becoming an effective psychotherapist,
consultant, teacher, and overall professional
clinical psychologist. In clinical psychology,
the ability to deal directly, sensitively, and in
a reassuring manner is critical to success
with both colleagues and clients. It is per-
haps a well-kept secret that in addition to
valuing competence, experience, and intel-
lectual potential, graduate, intern, postdoc-
toral, and employment sites often give the
edge to those whom they simply like and ex-
pect to be agreeable and engaging. Good in-
terpersonal skills are important contributors
to therapeutic alliance and effectiveness as
well as appreciated among coworkers and
supervisors.

Reliability and Dependability

The field of clinical psychology, like most pro-
fessional careers, requires consistency and

almost unerring reliability. Unreliability as
manifested in lateness, tardy reports, ineffi-
ciency, sloppiness, and general “flakiness” is
highly problematic at all stages in training
and in employment as a clinical psychologist.
Clinical, teaching, and research duties re-
quire an unselfish focus and conscientious
levels of effort and dedication. Clinical psy-
chologists as well as students in psychology
must be able to be depended upon, for exam-
ple, to finish what they say they will finish or
arrive when agreed. A psychologist must
earn the trust of others as someone capable of
fulfilling a responsible, professional role.

Productivity

In any competitive field, the ability to work
efficiently and produce high-quality, thought-
ful, accurate, and important work, and to do
so fairly quickly, is a great advantage. For in-
stance, research productivity is most apparent
in one’s list of publications and presentations;
clinical and teaching experience are expressed
in both variety and hours logged. However,
even more than quantity, the quality of one’s
work is ultimately most compelling. A lot of
quality work is even more impressive!

Letters of Recommendation

Much like interpersonal skills, a strong vote
of support from a professor or supervisor can
go a long and indefinable way toward enhanc-
ing one’s appeal as a prospective graduate stu-
dent. Not only does this necessitate quality
work and positive relationships, but involves
establishing a mentor relationship with one or
more professors or supervisors. The better an
advisor knows, respects, and likes the person
they are writing about, the better able he or
she will be to strike both an informed profes-
sional and personal tone in a letter of recom-
mendation. Letters of recommendation can
figure in prominently, as they are the only
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part of an application (beyond a personal
statement) which speaks of the applicant as a
real live person in relation to others.

Motivation

Motivation is perhaps the key ingredient to a
successful undergraduate record. Motivation
helps to pull a student through aversive tasks
such as studying for the GREs and adds enthu-
siasm and dedication to more enjoyable tasks.
In other words, motivation helps to overcome
the many obstacles posed by exams, papers,
applications and the like, and is often apparent
in graduate school applications through the
depth and breadth of psychology experience
pursued during college. Many highly moti-
vated students have become successful psy-
chologists despite significant weaknesses in
academic or even interpersonal realms, utiliz-
ing their energy and drive to compensate for
other relative shortcomings.

Applying to Graduate Programs in
Clinical Psychology

Because quality graduate programs can be
highly competitive, it is usually helpful to cast
a wide net by applying to a fairly large number
of programs in various parts of the country.
Even schools that are not necessarily presti-
gious can be highly competitive. There are ap-
proximately 2,400 clinical psychology graduate
school openings available each year and the ac-
ceptance rate for all APA-accredited doctoral
graduate programs in clinical psychology is
about 10%. However, some programs are ex-
tremely competitive, accepting fewer than 2%
of their applicants, whereas other programs
are much less competitive, accepting greater
than 60% of their applicants (APA, 2000b;
Norcross et al., 2003). Generally, university-
based programs are more competitive than

free-standing professional schools. University
programs also tend to be significantly less ex-
pensive than most free-standing professional
schools.

In order to determine which schools to
apply to, it is important to consider the type
and quality of the programs as well as which
geographic locations would be acceptable.
Several resources such the Insider’s Guide to
Graduate Programs in Clinical and Counseling Psy-
chology by Norcross and colleagues (2002) and
Graduate Study in Psychology published by the
APA (2003a) may be helpful in creating a list
of the programs most likely to be of interest.
Psychology faculty are also likely to be good
sources of information. Once a list of 20 to 35
programs is developed, obtaining catalogs and
application packets from these program will
help to further narrow the list. A final list of
perhaps 13 to 16 schools should be developed
and reviewed by professors or other profes-
sionals for final advice. A combination of com-
petitive and less competitive “safety” schools
should be considered. Although each appli-
cant must decide to which programs he or she
will apply, the national application average is
about 13 (Norcross et al., 2002).

The application forms must be completed
thoughtfully and correctly, avoiding typo-
graphical or grammatical errors. Because most
programs request applicants to write a per-
sonal statement as well as submit a curricu-
lum vita (CV), applicants must take these
tasks very seriously. While there is generally
no right or wrong way to complete the per-
sonal statement, revealing family secrets and
personal problems is usually not advised. The
focus of the statement should be more profes-
sional than personal, highlighting career, in-
tellectual, and service interests and goals. The
statement requires the applicant to discuss the
reasons why he is interested in graduate
school in clinical psychology as well as the
particular factors leading him to apply to each
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specific graduate program. Furthermore, the
personal statement generally requests that
applicants outline their career and educational
goals and specify how the specific program
can help meet these goals.

The CV is an academic resume. The CV
outlines the applicant’s addresses and phone
numbers, educational experiences (e.g.,
schools attended and degrees obtained), rele-
vant work experiences, and professional pre-
sentations and publications (if any). Unlike a
resume, a CV is not confined to one page.
While the CV of a college student, graduate
student, or working professional differs a great
deal, several general principles should be fol-
lowed for all CVs. Preparation of a CV should
include concise and honest descriptions of rele-
vant work, educational, and other professional
experiences (e.g., volunteer positions). Head-
ings such as “Education, Honors and Awards,
and Professional Activities” should be used
(see Table 15.2). Asking a professor, career
counselor, and several friends to review the
completed personal statement and CV for feed-
back is generally beneficial. Making a photo-
copy of all application materials is wise in case
any application materials get lost or destroyed.
Using overnight delivery services or certified
mail will help ensure that the application 

materials have indeed reached the intended
destinations. Also, requests for transcripts and
GRE scores are usually needed well in advance
of the application deadlines. Excellent guide-
lines for preparing graduate school applications
can be found in the guidebook by Norcross and
colleagues (2002).

Once applications have been mailed and re-
ceived, the applicant must wait for responses.
A telephone or in-person interview may be re-
quested by interested schools. It is important
to always be professional with all representa-
tives of the graduate program. This includes
faculty, secretaries, and current graduate stu-
dents. Even during informal chats with stu-
dents and secretarial staff, an applicant may
be judged and evaluated by each and every in-
teraction. Students are advised to avoid silly
messages on their home answering machines.

If you are fortunate enough to be invited
for an on-site or telephone interview, you
have passed the first critical cut of applicants.
Graduate programs often interview only a
small proportion of their applicants and thus
the odds of getting an acceptance to the pro-
gram increases substantially once an appli-
cant reaches this stage of the process. In
preparation for the interview, it is critical
that the applicant be very familiar with the

Table 15.2 General Headings and Subheadings for a Curriculum Vita

General information (i.e., name, address, telephone number, e-mail address)

Education (i.e., university, degree, year of graduation, major field(s) of study)

Honors and awards

Professional memberships (e.g., American Psychological Association, Student Affiliate)

Professional activities (e.g., relevant work and volunteer positions with dates, location, supervisors’ names,
and brief description of activities)

Research (i.e., presentations at regional or national conferences, publications)

References (i.e., names, addresses, phone numbers, e-mail addresses of three or four professional
references)
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training program, interests of the faculty, and
educational requirements and thus should
read the brochures and course catalog care-
fully. Once on-site for an interview, applicants
should be sure to dress in a professional man-
ner as well as maintain a high level of interest,
energy, and enthusiasm for the program
throughout the day and with all interactions
with faculty, graduate students, and staff.
Thoughtful questions for each interviewer
should be prepared in advance. Additional
guidelines for how to best prepare and partici-
pate in the interview process can be found in
the guidebook by Norcross et al. (2002).

Graduate School in Clinical Psychology

Graduate training in psychology involves
course work, clinical training, research experi-
ence, and often teaching experience. There are
approximately 180 accredited doctoral gradu-
ate programs in clinical psychology in the
United States and Canada and many nonac-
credited programs as well. About 1,200 doc-
torates in clinical psychology are awarded
each year (APA, 2000b). Graduate school in
clinical psychology is designed to take five
years to complete including the required one
year clinical internship. However, the national
average is closer to about six to eight years.
This additional length of time is generally due
to students taking longer than expected to
complete their doctoral dissertations. In most
graduate programs, the doctoral dissertation is
a comprehensive and high-quality original re-
search study that is supervised by a faculty
committee of three to five professors with one
professor acting as chairperson.

Students interested in graduate school in
clinical psychology can choose between sev-
eral different training models and types of
programs to best suit their needs and inter-
ests. Each of the following choices and issues
merit informed and careful consideration.

PhD or PsyD

A student interested in obtaining a doctorate
in clinical psychology can choose between two
types of doctorates: the traditional PhD (or
Doctor of Philosophy) or the newer PsyD
(Doctor of Psychology). Historically, the
PhD was awarded to graduate students train-
ing in psychology at the doctoral level. The
most common model of training was and still
is the scientist-practitioner model (Raimy,
1950), which encourages equal and integrated
training emphases on both research and clini-
cal practice. The model seeks to train graduate
students in becoming both competent practi-
tioners of clinical psychology providing skilled
psychotherapy, psychological assessment, and
consultation services as well as competent
researchers being able to conduct rigorous sci-
entific studies. Most universities with gradu-
ate training programs in clinical psychology
award the PhD degree.

Several universities such as the University
of Denver and Rutgers University offer sepa-
rate programs for PhD students and PsyD stu-
dents. The PsyD degree was proposed as a
viable alternative to the traditional PhD.
Rather than a scientist-practitioner model that
equally blends research and clinical practice
into training graduate students, the new PsyD
model sought to train students in the scholar-
practitioner model with much more emphasis
on clinical practice and minimal emphasis on
research skills. Thus, the goal of the PsyD
training model is to spend most of the graduate
training years preparing students to become
practitioners of clinical psychology services
(e.g., psychotherapy, psychological assessment,
clinical consultation) with minimal focus on
training professionals to become researchers.
While research is generally valued in PsyD
programs, the training model assumes that
graduates will become practitioners and con-
sumers of research rather than actually con-
duct research studies during their careers. The
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majority of graduate training programs cur-
rently award students the traditional PhD de-
gree, yet more and more programs (especially
free-standing professional schools that exist
outside of the university environment) are of-
fering the PsyD degree. The growth of the PsyD
programs can be seen when you compare the
number of PsyD programs in 1973 (1) to the
programs available by 2001 (56) awarding
about 1,000 degrees per year (Peterson, 2003).

Currently, PsyD graduate programs tend to
be larger than PhD programs and tend to be
less competitive regarding admission. PhD
program acceptance rates average about 10%,
while PsyD programs accept about 40% of
their applicants (APA, 2003a; Norcross et al.,
2002; Peterson, 2003). However, research has
indicated that PhD and PsyD students perform
equally well on graduate school qualifying ex-
aminations, grades (Peterson, 2003; Peterson
& Baron, 1975), and on clinical internships
(Shemberg & Leventhal, 1981; Peterson,
2003). However, concerns about the quality of
PsyD training programs remain (McFall, 1991,
2000; Strickland, 1985). These concerns gen-
erally highlight the very large number of stu-
dents being admitted to these programs.

University versus Free-Standing
Professional Schools

Historically, graduate training in clinical psy-
chology has been the domain of university
programs throughout the United States and
Canada. However, during the early 1970s, a
number of free-standing professional schools
opened to train graduate students in psychol-
ogy. Free-standing professional schools
are not university based or affiliated. These
programs originally emerged and proliferated
in California with the opening of the Califor-
nia School of Professional Psychology (CSPP).
CSPP (now called Alliant University) operates
four campuses in California (Alameda, San

Diego, Los Angeles, and Fresno), enrolling
approximately 5,000 students. These free-
standing schools of psychology are not affili-
ated with any universities and maintain
independent faculty, staff, and students. Today,
free-standing professional schools can be found
throughout the United States with the major-
ity still located in California. Approximately
50% of all doctorates in clinical psychology are
now awarded by these schools (Peterson, 2003;
Stricker & Cummings, 1992). The free-standing
schools tend to have extremely large entry
classes relative to university-based programs,
older students, and tend to be less competitive
regarding admission. Whereas many of these
schools offer the PsyD degree, many offer a
PhD degree or both. Furthermore, many of the
free-standing schools admit older students who
may look at psychology as being a second
career. Financial aid also tends to be less avail-
able in free-standing schools relative to univer-
sity programs, and the expense is prohibitive
for many students (Norcross et al., 2002). Fi-
nally, students attending free-standing schools
generally do not have the opportunity to be
exposed to the entire field of psychology since
nonclinical areas of psychology such as cogni-
tive, developmental, social, learning, physio-
logical, and others are not represented at these
schools.

Accreditation

Since 1948, the APA has accredited graduate
training programs in clinical psychology.
They also accredit programs in other areas of
applied psychology such as counseling,
school, and industrial/organizational psy-
chology. The APA lists specific criteria for ac-
creditation and regularly (usually every
three to five years) conducts on site visita-
tions to graduate training programs to en-
sure that all criteria for accreditation are
met. It is assumed that any APA accredited



486 Where Is Clinical Psychology Going and Should I Go with It?

program would offer a high-quality graduate
training experience.

However, not all graduate programs in
psychology are accredited by the APA or even
by local accreditation agencies such as the
Western Association of Colleges and Schools
(WASC). Accreditation by the APA as well as
regional accreditation agencies is important to
maximize the chances of obtaining quality
graduate education, clinical internship, and
postdoctoral training. APA accreditation in-
creases the chance of obtaining a license to
practice in any state as well as the ability to be
employed in any appropriate setting. In fact,
obtaining training from an APA accredited
program is often a requirement for employ-
ment for many positions including all
Veterans’ Administration (VA) Hospitals. Fur-
thermore, APA-accredited training is a re-
quirement for obtaining board certification or
the diploma from the American Board of Pro-
fessional Psychology (ABPP) and for inclusion
in the National Register of Health Service Providers
in Psychology. The National Register is frequently
used by insurance companies and others to de-
termine which psychologists will be eligible to
receive insurance reimbursement for profes-
sional services (Sheridan, Matarazzo, & Nel-
son, 1995). Finally, the APA has advised state
licensing boards that only students from ac-
credited programs should be allowed to obtain
a license to practice psychology stating that “by
1995 applicants for licensure shall have com-
pleted a doctoral program in psychology that is
accredited by the American Psychological As-
sociation” (APA, 1987b, p. 3).

Training Curriculum and Emphasis

Although the APA outlines a core curriculum
for all accredited clinical psychology training
programs, all accredited graduate training
programs are not exactly alike. Each program
maintains its own unique perspective and cur-
riculum based on the faculty and traditions of

the program. Not everyone is content with
the way in which clinical psychologists are
trained (R. Fox, 1994; A. Shapiro & Wiggins,
1994), because there is disagreement concern-
ing how best to organize and structure gradu-
ate training in clinical psychology. These
differences of opinion are thus reflected in the
diversity of training programs available. While
some programs heavily emphasize research
skills and productivity (about 35% of pro-
grams), others may emphasize clinical training
(about 25% of programs). Still other programs
pride themselves on providing an equal bal-
ance between research and clinical training.
Some programs focus their clinical training to-
ward certain theoretical orientations such as
cognitive-behavioral models, psychodynamic
models, humanistic models, family systems
models, or others, while many programs em-
phasize eclectic training in utilizing a variety
of theoretical models and perspectives. For ex-
ample, a survey of graduate school training di-
rectors found that 55% of training programs
emphasize a cognitive-behavioral approach,
23% emphasize a psychodynamic approach,
and 10% focused on a humanistic-existential
orientation (Wisocki, Grebstein, & Hunt,
1994). Another survey revealed that 49% em-
phasize a cognitive-behavioral approach, 28%
emphasize a psychodynamic approach, and
19% emphasize a family systems approach
(Norcross, Sayette, & Mayne, 2002). Some
programs demand highly rigorous research
dissertation projects while others allow theo-
retical papers or case studies to be written for
dissertation projects. Some programs are pri-
marily interested in training researchers, other
are interested in training practitioners, while
others maintain no specific agenda in the fu-
ture employment of their students. Individual
programs may offer specialty emphasis in
areas such as health psychology, child clinical
psychology, or minority psychology.

It is not always possible to determine 
the training emphasis of each program by
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reviewing the course catalog or application
materials. Often one must have these ques-
tions answered by current graduate students,
recent graduates of the training program, or
by current faculty.

Graduate training programs generally offer
the same core curriculum suggested by the
APA (Table 15.3). This core curriculum has
not changed significantly since it was proposed
about 50 years ago (Shakow, 1947). This in-
cludes courses on the biological bases of
behavior, the social bases of behavior, individ-
ual differences, cognition and learning, as well
as courses in professional ethics. Graduate
courses in statistics, research methods, assess-
ment, and psychopathology are also required.
In addition to course work, graduate training
usually includes practicum or field placements.
These placements allow graduate students to
work with clinical populations providing indi-
vidual, couple, family, and group psychother-
apy with a variety of patient populations
(e.g., adults, children, inpatient, outpatient)
as well as providing opportunities to acquire
experience with psychological testing (e.g.,
intelligence, neuropsychological, personality).
Graduate training also provides research
training. Typically a master’s thesis as well as a
doctoral dissertation are conducted, allowing
the student to conduct quality research project
under the supervision and guidance of several
graduate school faculty members. The master’s
thesis is typically completed by the end of the
second year of graduate study while the dis-
sertation is completed by the end of the fourth
or fifth year. The dissertation project acts as
a final capstone research experience where a
student completes a comprehensive study
under faculty supervision. The dissertation is
often seen as the defining accomplishment of
the doctoral degree. The student then defends
the project in an oral examination among a
group of faculty members. Finally, most gradu-
ate training programs require comprehensive
qualifying examinations to determine the

competence of their students in academic
psychology, research, and clinical work prior
to being allowed to complete their intern-
ships and doctoral degree. A typical graduate
program in clinical psychology includes the
courses and schedule as listed in Table 15.3.

Clinical Internship

Almost all graduate training programs in clini-
cal psychology require that students complete
a one year full-time (or two years part-time)
clinical internship prior to being awarded the
doctorate. As of 2003, there were 452 APA ac-
credited internship programs in the United
States and Canada (Association of Psychology
Postdoctoral and Internship Centers [APPIC],
2003). This training almost always occurs
outside of the graduate training program in
hospitals, clinics, and various clinical settings
throughout the United States. Students apply
for internship following the successful com-
pletion of all graduate course work, practicum
training (i.e., small, part-time local internship
experiences), and research requirements of
the graduate program. Therefore, the clinical
internship generally serves as a capstone or
final integrating experience prior to obtaining
the doctorate.

Many students are unable to complete their
dissertation projects prior to attending their
internship. These students often must return
to their graduate training programs following
the completion of internship in order to com-
plete (and defend before a committee of fac-
ulty) their doctoral dissertations.

Many of the strategies and principles for ap-
plying to graduate school are applicable to clin-
ical internship programs. Many training sites
are very selective and seek graduate students
who have outstanding academic credentials as
well as excellent clinical training and experi-
ences. The APA accredits about 450 internship
programs as they do the approximately 180
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Table 15.3 Typical Graduate School Program and Schedule

First Year
Fall Term Spring Term

Statistics Biological Basis of Abnormal Behavior

Psychopathology Personality Testing

Research Methods Interviewing Techniques

Intelligence Testing History and Systems of Psychology

Multicultural Issues Individual Differences

Master’s Thesis Research Master’s Thesis Research

Second Year
Fall Term Spring Term

Psychological Testing Development Psychology

Advanced Personality Multivariate Statistics II

Multivariate Statistics Social Psychology

Clinical Psychotherapy Clinical neuropsychology

Practicum Practicum

Master’s Thesis Research Master’s Thesis Research

Third Year
Fall Term Spring Term

Advanced Human Learning and Memory Professional Ethics

Human Sexuality Elective

Dissertation Dissertation

Practicum Practicum

Fourth Year
Fall Term Spring Term

Electives Electives

Dissertation Research Dissertation Research

Fifth Year

Full Time Clinical Internship

Note: Although graduate programs may be completed in five years, a high degree of variability
exists such that many students take longer than five years to complete their requirements.
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graduate training programs. A complete list of
accredited internship programs can be found
in a yearly updated directory of internships
published and provided by the APPIC. The di-
rectory is available online (www.APPIC.org)
through APPIC and all graduate programs and
internship sites have a copy of the directory.
Applications are obtained online and must be
completed on or around December 1 of each
year for those interested in the programs that
begin the following July 1 or September 1. All
internship programs maintain their own selec-
tion and interviewing process. However, in-
ternship programs are not allowed to make
offers of admission until a set date in February
of each year.

Activities during the clinical internship
usually focus specifically on clinical training.
Psychotherapy, psychological testing, and
consultation with a variety of patient popula-
tions is expected. Interns typically work in
collaboration with a variety of professionals
(e.g., physicians, nurses, social workers,
counselors) in most settings. Interns also typ-
ically participate in seminars on topics such as
psychotherapy, psychological testing, profes-
sional ethics, among others. Some internship
training sites specialize in certain patient pop-
ulations (e.g., children, adolescents, college
students, adults, the elderly) while certain
sites specialize in particular types of profes-
sional services (e.g., testing, psychotherapy,
consultation, acute hospital care). Research
experience and training may also be a part of
the internship experience. Following the suc-
cessful completion of the clinical internship
and all of the requirements of the graduate
training program (including the doctoral dis-
sertation), the doctorate is awarded.

Postdoctoral Fellowship

Contrary to what many assume, being
awarded the doctorate is not the end of the

organized training line for those wishing to
become clinical psychologists. Almost all
states now require one to two years of post-
doctoral training before one is eligible to
take the licensing examination. Anyone
wishing to practice clinical psychology must
obtain a license to practice from their state
licensing board. Some psychologists who
choose not to practice (e.g., full-time aca-
demics) do not necessarily need a license or
a postdoctoral fellowship in order to
teach and conduct their research in college
or university settings. The criteria for post-
doctoral training vary from state to state.
The APA provides accreditation for some
postdoctoral training sites. An organization
affiliated with the APA (the APPIC) provides
a list of member organizations that offer
postdoctoral training meeting APPIC guide-
lines for quality training. This includes about
80 programs.

Postdoctoral training occurs in a wide vari-
ety of settings including hospitals, clinics,
counseling centers, universities, and even
private practices. Postdoctoral training can
include clinical work such as psychotherapy,
psychological testing, and consultation as
well as research, teaching, and many other
professional activities. Some postdoctoral fel-
lowships (especially research fellowships)
last three or four years. The APA as well as
interested affiliated organizations such as
APPIC are working toward more structured
criteria, expectations, and accreditation pro-
cedures for postdoctoral training.

Finally, once postdoctoral training is suc-
cessfully completed, one is now eligible to
take the licensing examination in order to be
fully licensed as a psychologist and eligible
to practice and function as an independent
professional. Four years of college followed
by at least four years of graduate school, a
year of clinical internship and finally one or
more years of postdoctoral training have
been completed before licensing is possible.
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Specialization

Clinical psychology offers many specialties.
Various specialties and subspecialties (e.g., pe-
diatric neuropsychology) have developed and
become popular while others are popular
for a while and fade in interest over time (Nor-
cross et al., 2002; Plante, 1996b; Sayette &
Mayne, 1990). For example, neuropsychology
and health psychology have become very pop-
ular specialties in recent years (APA, 1995a,
2001). Postdoctoral training is generally the
time when most of the intensive specialization
training occurs. Some authors have warned
that clinical psychology students often try to
specialize too early in their careers and do not
adequately obtain basic clinical psychology
skills prior to specialization (Matarazzo, 1987;
Plante, 1996b). Matarazzo (1987) warned that
it is important to keep in mind that psychology
is one field that has many applications rather
than a set of numerous and distinct specialties.
Each specialization, through their representa-
tive professional organization(s), typically of-
fers guidelines for the specific training and
educational requirement that are suggested to
become competent in a specialty area. For in-
stance, Division 38 (Health Psychology) and
Division 40 (Neuropsychology) of the APA
offer guidelines on training in these specialty
areas. Furthermore, the board certification or
ABPP diploma process (discussed later in this
chapter) offers certification in a variety of spe-
cialty areas.

Certification and/or Licensure

Certification and licensure procedures are
legally defined and regulated at the state level
by state boards of psychology. The role of the
psychology board is to set minimum stan-
dards for admission to the profession, con-
duct licensing examinations, and regulate the
practice of psychology in order to protect the
public from professional misconduct.

Certification laws control the use of the
word psychologist such that only those who
meet legal state standards are allowed to call
themselves or represent themselves to the pub-
lic as psychologists. While certification laws
protect the title psychologist from being mis-
used, certification laws do not impact the prac-
tice of psychological services.

Licensing laws are more restrictive than
certification laws. In addition to protection of
the title psychologist, licensing laws provide
guidelines and restrictions in defining what
constitutes the practice of psychological ser-
vices. Almost all licensing laws provide a
generic license for psychologists without ac-
knowledgment or restrictions on specialty or
subspecialty (e.g., child clinical psychology,
neuropsychology, clinical health psychology,
counseling psychology). Therefore, contrary
to what many believe, states do not generally
recognize or have a specific license available
for clinical psychologists separate from other
practicing psychologists (e.g., counseling psy-
chologists). In fact, in many states, such as
California, it is not permissible to advertise to
the public as a “clinical psychologist” or a “li-
censed clinical psychologist” because the
state does not issue specialty licenses.

Since the certification and licensing
processes are conducted at the state level, each
state develops its own laws and procedures.
However, since 1955, the APA has offered
states a set of guidelines now called the “Model
Act for State Licensure of Psychologists” (APA,
1955, 1967, 1987b) which outlines suggested
rules and regulations for state licensing. The
Model Act includes minimum educational re-
quirements as well as guidelines concerning
the suspension and revocation of licenses.
While state licensing boards are not required
to use the Model Act, the vast majority of
states do in fact use the APA document in
drafting state licensing laws and regulations.

Because most states maintain licensing laws
rather than certification laws, licensing laws
will be highlighted here. First, an application
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must be submitted to the state board of psy-
chology in order to be allowed to take the li-
censing examination. While this procedure
differs from state to state, all boards
review applications to ensure that the state
criteria for exam eligibility have been met.
This includes ensuring that the applicant has
an appropriate doctorate in psychology with
the required amount of both predoctoral and
postdoctoral supervisory experiences and
training. Once the state licensing board re-
views the application and determines that it
meets all of the necessary criteria, the appli-
cant is allowed to take the written portion of
the examination.

The Written Examination

All states administer the same biannual na-
tional written examination for licensing (i.e.,
the Examination for Professional Practice
in Psychology [EPPP]). This exam consists
of 200 multiple choice items covering a vari-
ety of relevant areas within the field of psy-
chology. The exam does not focus solely on
the clinical practice of psychology as many
people often assume. Questions about test
construction, statistics, social psychology, ex-
perimental psychology, industrial/organiza-
tional psychology, developmental psychology,
and others are all included in the written li-
censing examination. Many applicants choose
to take structured preparatory courses pro-
vided by a few independent businesses such
as the Association for Advanced Training
in the Behavioral Sciences. These programs
sell study materials including audiotape lec-
tures, practice examinations, and detailed
outlines of various domains likely to be ad-
dressed on the examination. For an additional
charge, these companies also offer face-to-
face classroom instruction to assist in concen-
trated preparation. Because these preparatory
courses can be expensive, some applicants for
licensure prefer to share the materials and
thus the expense with a colleague who is also

taking the examination at the same time.
Others choose to borrow materials from a
colleague who recently took the examina-
tion. While the biannual national examina-
tion is renewed and updated each time it is
given, certain areas of psychology such as
statistics do not change radically between ad-
ministrations. Some choose not to use any of
these testing materials at all. With adequate
preparation, many successfully pass the writ-
ten examination.

States do vary in designating what consti-
tutes a passing score. Some states consider a
fixed number of correct items such as 150 out
of 200 as the criterion for passing, while oth-
ers use the national median, which changes
with each testing administration. Approxi-
mately 2,200 people take the examination
across the United States each time it is given.
An applicant may take the exam again if not
passed on the first (or subsequent) attempt(s).

The Oral Examination

After successful completion of the written ex-
amination, many states then require an oral
(or sometimes an essay) examination before
obtaining the license. The oral examination
differs from state to state. Typically, questions
about legal issues pertaining to the practice of
psychology (such as limits on confidentiality,
treatment of minors, child abuse reporting
laws, involuntary commitment) are discussed
along with ethical issues and clinical ques-
tions regarding diagnosis and treatment of hy-
pothetical patients. The examiners, typically
licensed psychologists who volunteer to con-
duct the examinations, assess the applicant’s
understanding of the laws and ethics of pro-
fessional practice as well as probing clinical
skills, sensitivity to multicultural issues, and
clinical judgment to determine if the appli-
cant is competent to act as an independent
and thus unsupervised professional.

Once an applicant successfully passes 
the state licensing requirements, he is issued
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a license number by the state and can finally
represent himself to the public as a psycholo-
gist capable of independent practice. In most
states, the license must be renewed every year
or two. To do so, the psychologist will typically
need to document that he has not been con-
victed of any felony offenses, are not in trouble
due to ethical violations, demonstrate success-
ful completion of a certain number of continu-
ing education credits (usually about 20 hours
per year), and pay a licensing fee. The number
of hours and the types of courses acceptable for
continuing education vary from state to state.
Topics for continuing education include the
current understanding of the assessment and
treatment of various psychiatric diagnoses,
learning new assessment or treatment tech-
niques, understanding specific concerns of di-
verse populations, how to avoid legal and
ethical dilemmas, and other topics.

Employment

The transition from student/trainee to an in-
dependent professional can be both exciting
and challenging. Most professional training
programs do surprisingly little to prepare
students for this transition. Because gradu-
ate training programs tend to emphasize the
academic, clinical, and research training of
graduate students, they usually offer little if
any attention to career development and
professional issues (Plante, 1995, 1996b).
Furthermore, many of the academic faculty
at most graduate programs are often not 
involved with many of the professional is-
sues that many of their students will typi-
cally experience during their nonacademic
careers (e.g., developing a private or group
practice, licensure and continuing education
requirements, dealing with managed health
care and hospital politics, working with a
wide variety of clinicians from different 

disciplines). Therefore, many new clinical 
psychologists are unprepared for the transi-
tion to employment.

Olson, Downing, Heppner, and Pinkney
(1986) reported a number of myths that af-
flict many early career psychologists:

As soon as I unpack my bags, I’ll be settled.

My new associates will welcome me enthu-
siastically and accept me as one of them.

I will never be an apprentice again.

I will easily master the varied demands of
my job.

I must perform perfectly, lest someone dis-
cover that I am a fraud.

Because I have worked so hard to get here,
I will love my job.

One of the great advantages of being a clin-
ical psychologist is that there are a wide vari-
ety of employment settings in which to work.
Many psychologists wish to enter the aca-
demic world. Some look toward large research
universities while others look toward small
liberal arts colleges that emphasize teaching.
Others wish for an academic career in a med-
ical center environment while still other psy-
chologists are interested in clinical practice.
Some prefer medical centers, outpatient clin-
ics, or solo or group private practice. Still oth-
ers are interested in careers in administration
and program development. Many new profes-
sionals wish to combine academic work with
clinical practice. Median starting salaries vary
depending on specialty area and job location.
For example, starting salaries in community
mental health centers are about $44,000,
while hospital salaries yield about $50,000,
and business and industry about $74,000 ini-
tially (APA, 2003c). Private practitioners can
earn much more. Strategies for finding a suit-
able first job vary significantly depending on
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which career direction the psychologist
chooses (APA, 1997b; Kilburg, 1991; Stern-
berg, 1997b). Strategies for academic and clin-
ical positions will be highlighted next.

Academic Positions

Full-time tenure-track academic positions are
a popular choice for many new psychologists.
After being in school for so many years
and being influenced by college and graduate
school professors, academic careers are ap-
pealing to many. Although doctorates in clin-
ical psychology can include the PhD or PsyD
degrees, tenure-track academic positions in
university settings generally prefer the PhD
rather than the PsyD degree. Tenure-track
academic positions are also very competitive
and can be hard to find (Brems, Lampman, &
Johnson, 1995). The American Psychological
Association Monitor, the Chronicle of Higher Edu-
cation, and the American Psychological Society
Observer are the most likely places to find
these jobs advertised. Current professors may
also provide an insider’s view of good jobs
that are available or at least imminent. After
completing the application procedure (typi-
cally mailing a Curriculum Vitae, reprints of
published professional articles, a cover letter
outlining teaching and research interests, and
having three letters of recommendation), the
applicant must wait to be selected for a job
interview. Typically, academic departments
invite a very small number of top applicants
(typically about three) for job interviews.
The interview usually lasts a full day or two
and includes individual meetings with the
department chair, faculty members on the
search committee, and sometimes the dean
and student representatives. Additionally,
most applicants are asked to present their re-
search to a group of faculty and students
during a one hour “job talk.” Applicants may
also be asked to give a guest lecture in a psy-
chology course as well. Finally, lunch and

dinner with faculty also can be expected dur-
ing the interview.

Clinical Positions

If a psychologist is primarily seeking a clini-
cal position in an outpatient clinic, hospital,
or group private practice, the application
and interview strategy will be very different
from those for an academic position. Typi-
cally, these jobs will be advertised in the APA
Monitor on Psychology only for organizations
who wish to pursue a national search for a
job candidate. Not all clinical settings are in-
terested in interviewing people from all over
the United States and therefore will not ad-
vertise in the APA Monitor on Psychology or
other national publications. The costs for ad-
vertising in these national publications can
be high, and many organizations may not be
interested in the expense of having job can-
didates fly in from all over the country to in-
terview for their job opening. Therefore,
finding out about job openings can be chal-
lenging. Often, word of mouth is the best
and most opportune way to find out about
job openings (APA, 1997, 2003d). Also, con-
tacting various hospitals, clinics, group prac-
tices, state and county psychological
associations, postgraduate training insti-
tutes, and colleagues may help to determine
if positions are available. Positions are also
often listed at local professional conferences
(e.g., state psychological associations). Net-
working is the key to ultimately securing
clinical jobs.

Clinical job applications usually require a
Curriculum Vitae, cover letter outlining clini-
cal interests and experiences, and three letters
of recommendation. Often, a sample assess-
ment or other clinical report (removed of all
identifying patient information) is requested.
All materials are reviewed and a small num-
ber of applicants are selected for interviews.
The interview often includes individual (and
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sometimes) group interviews with staff and
administrators. In some institutions, the ap-
plicant will be asked to present a clinical case
in front of staff in a clinical case conference or
treatment rounds format.

The American Board of Professional
Psychology Diploma

After being awarded the doctorate, a clinical
psychologist is eligible to become a diplo-
mate, an advanced level of certification. The
American Board of Professional Psychol-
ogy (ABPP) diploma is a post-licensing certi-
fication that reflects advanced competency in
a subspecialty of psychology. The American
Board of Professional Psychology acts as the
credentialing agency for psychology diplomas
in a variety of specialty areas including clinical
psychology, neuropsychology, counseling psy-
chology, health psychology, family psychology,
behavior therapy, school psychology, indus-
trial/organizational psychology, group ther-
apy, psychoanalysis, rehabilitation psychology,
and forensic psychology. The ABPP is an inde-
pendent organization closely associated with
the APA. It is modeled after medical boards in
that following medical school and residency
training, a physician may apply to be board
certified in a specialty area (e.g., Child Psychi-
atry, Neurology). These board exams are very
common in medicine and are becoming in-
creasingly common for psychologists.

The ABPP diploma application and examina-
tion process is a challenging, time-consuming,
and expensive endeavor. So, why do it? First,
board certification, modeled after medical
boards, recognizes an advanced level of pro-
fessional competence in a specialty area of
practice. This certification process and demon-
stration of advanced competence is often
helpful to the public and other consumers of
psychological services such as hospitals, clin-
ics, training programs, insurance companies,

and courts by suggesting that very high qual-
ity skills and services can be expected from a
diplomate. The ABPP diploma is becoming
more strongly suggested and even required in
some employment settings such as university
medical centers. For example, at Stanford
University Medical School, clinical and med-
ical staff faculty are required to be board cer-
tified in order to be promoted in the
academic ranks. Therefore, for a Clinical As-
sistant Professor to be promoted to a Clinical
Associate Professor or Clinical Professor posi-
tion, the ABPP diploma is required. Higher
salaries are offered for psychologists who are
diplomates in some settings such as in the
military and VA Hospitals. Thus, several
thousand dollars each year might be added to
the salary of psychologists in these settings.

The ABPP diploma is also expected in a va-
riety of professional circles in order to be con-
sidered an expert. For example, the diploma is
almost a requisite in many neuropsychology
and forensic psychology environments. Thus,
credibility and effectiveness in court testi-
mony, for example, is enhanced by having the
ABPP diploma. The ABPP also allows for li-
censing reciprocity in many states. Therefore,
psychologists who are diplomates often do not
need to go through the licensing process of ex-
aminations if they move from state to state.
Finally, distinguishing oneself professionally
and attaining the satisfaction of such an 
accomplishment often serves as sufficient mo-
tivators for pursuing diplomate status. Ap-
proximately 3% of all members of the APA
become diplomates, and about 10% of all eli-
gible psychologists become diplomates (APA,
2001). Therefore, diplomates are a select
group of psychologists. Although the numbers
are growing, the majority of clinical psycholo-
gists choose not to become diplomates.

Professionals are eligible to apply for an
ABPP diploma in one of several areas (Clini-
cal, Counseling, School, Family, Health, Be-
havior Therapy, Neuropsychology, Forensic,
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Group) several years after completing their doc-
toral degree. The application process includes
completing an application outlining training
and employment background as well as provid-
ing the committee with letters of recommenda-
tion from three or more professionals who are
either diplomates themselves or fellows of the
APA. Once these materials are reviewed and
deemed acceptable by the screening committee,
the applicant is asked to provide work samples
to submit to the committee.

The work samples typically include com-
plete written transcripts and videotapes of a
one-hour psychotherapy session and a one-
hour diagnostic interview or testing session.
Additionally, a written description of the pa-
tient background, diagnosis, treatment plan,
and the role of the session example in the con-
text of the overall assessment or treatment
plan is required. The work samples are then
reviewed by the committee.

The final step in the process is the oral ex-
amination. In 1997, the oral examination
was changed from a full day to a half day. A
committee of three diplomate examiners in-
cluding a nonvoting chairperson conducts the
examination. The examination includes: (1) a
discussion of the applicant’s theoretical ori-
entation and professional activities, (2) a dis-
cussion and defense of the applicant’s work
samples, and (3) a discussion of ethical vi-
gnettes presented by the committee.

Is Clinical Psychology Right for Me?

What does it take to become a clinical psy-
chologist? Is it right for me? Certainly drive
and dedication are needed to complete the
lengthy training process in order to become a
psychologist. A natural curiosity and interest
in human behavior and a desire to improve
the quality of life for others are also impor-
tant factors. Anyone interested in the field
of clinical psychology as a career option must,

of course, decide for himself or herself
whether clinical psychology is a good career
path to follow (Table 15.4). Decisions about
types of training programs, specializations,
and career emphasis (e.g., research, teaching,
administration, practice) must be made as
well. Generally, psychologists express a high
degree of satisfaction with their career choice.
In fact, 80% to 82% of clinical psychologists
report high degrees of job satisfaction (Nor-
cross et al., 1997b, 2004; Plante, Boccaccini,
& Andersen, 1998). This book was written in
the hope of providing enough background
about the field for a student to make an in-
formed decision.

How to Get More Information about
Current Issues in Clinical Psychology

Where does a student obtain the most up-to-
date information about clinical psychology?

Table 15.4 Some Pros and Cons of
Becoming a Clinical Psychologist

Pros

Exciting range of employment settings

Exciting range of employment activities

Opportunity to play significant role in helping
others

Opportunities for both personal and professional
growth

Cons

Long training process

Moderate salaries

Increased competition for jobs

Reduced research and training funding
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Useful sources of information include books
about the field (including this one), some fo-
cusing on admission to graduate school and
other training experiences (e.g., Keith-Spiegal,
1991; Megargee, 1990; Norcross, Sayette,
et al., 2002), and others on the role and activ-
ities of clinical and other psychologists (e.g.,
Kilburg, 1991; Sternberg, 1997). A number of
excellent professional journals, newsletters,
and other periodicals also provide compelling
and timely information. These include Profes-
sional Psychology: Research and Practice, the Jour-
nal of Consulting and Clinical Psychology, the

National Psychologist, the American Psychological
Association Monitor, the American Psychologist,
the Clinical Psychologist, and Clinical Psychology:
Science and Practice, among others. The APA
and appropriate divisions (e.g., Division 12-
Clinical Psychology), and state and county
psychological associations are additional re-
sources. Students may also join the APA as
student affiliated members at a very low cost.
Interested students can contact APA at 202-
336-5500 or via the Internet at www.apa.org.
Students from Canada may wish to contact the
Canadian Psychological Association via the

American Psychological Association (APA)
750 First Street, NW
Washington, DC 20002-4242
(202) 336-5500
www.apa.org

Society of Clinical Psychology
Division 12 Central Office
P.O. Box 1082
Niwot, CO 80544
(303) 652-3126
www.apa.org/divisions/div12

American Psychological Society (APS)
1010 Vermont Avenue, NW, Suite 1100
Washington, DC 20005-4907
(202) 783-2077
psych.hanover.edu/aps

National Register of Health Service
Providers in Psychology
1120 G Street, NW, Suite 330
Washington, DC 20005
(202) 783-7663
www.nationalregister.com

American Board of Professional
Psychology (ABPP)
300 Drayton Street, 3rd Floor
Savannah, GA 31401
(800) 255-7792
www.abpp.org

American Academy of Clinical Psychology
P.O. Box 1082
Niwot, CO 80544-1082
(303) 652-9154
www.aclinp.org

Canadian Psychological Association
151 Rue Slater Street, Suite 205
Ottawa, Ontario
K1P 5H3
Canada
(888) 472-0657
www.cpa.ca

British Psychological Society
St. Andrews House
48 Princess Road East
Leicester
LE1 7DR
England
Tel: 0116 254 9568
www.bps.org.uk

International Society of Clinical
Psychology (ISCP)
Contact: Susan F. Swierc, ISCP Secretary
900 N. Orange Street, Suite 301
Missoula, MT 59803 USA
(406) 327-3350
http://www.iscp.org

Table 15.5 Major Professional Associations in Clinical Psychology



Becoming a Clinical Psychologist: A Road Map 497

Internet at www.cpa.ca. Finally, individual
clinical psychologists themselves may offer help
to interested persons. Obtaining information
from several different sources (e.g., profes-
sional organizations, books, journals, profes-
sionals in the field, students in various stages of
training) is highly advised (Table 15.5).

The Big Picture

Such a detailed description of the step-by-step
process toward becoming a clinical psycholo-
gist may seem long and daunting as delineated
here. After completing college, it takes at least
six years of full-time training to become a li-
censed psychologist. Such is the preparation
required to ensure competency, if not excel-
lence, in psychologists’ contributions to pa-
tient care, diagnosis, teaching, and research.
Becoming a clinical psychologist allows one to
teach at the university level and elsewhere,
conduct research, provide consultation to a
wide variety of professionals and organiza-
tions, conduct psychotherapy, and psychologi-
cal testing with one’s own patients, and work
in numerous professional settings. While the
process is lengthy, it is important not to lose
sight of the fact that each step is ripe with new
experiences, rewards, exciting skill develop-
ment, and the ongoing satisfaction of moving
toward a personal and professional goal in a
field designed ultimately to contribute to the
quality of human life.

How will the road to becoming a clinical
psychologist change in the future? The appli-
cation and training process will likely change.
For example, the graduate curriculum must
accommodate important changes in society
such as multiculturalism. Postdoctoral train-
ing is likely to become mandatory while con-
tinuing education will become more rigorous
in the future. The training process must adapt
to the changing needs of both students and
society for clinical psychology to remain both
relevant and vibrant.

Key Points

1. The road to becoming a clinical psycholo-
gist is a long one divided by several dis-
tinct stages that include college, graduate
school, clinical internship, postdoctoral
fellowship, licensure, and finally employ-
ment and advanced certification (e.g., the
diplomate).

2. Overall, students interested in becoming
clinical psychologists and gaining admis-
sion into high-quality graduate pro-
grams must take their college experience
very seriously. Solid grades and high-
quality research and clinical experiences
during the college years are important to
acquire. Specifically, students must ob-
tain a solid GPA, high scores on the GRE,
obtain some clinical and research experi-
ence, and receive excellent letters of rec-
ommendation.

3. Graduate training in psychology in-
volves course work, clinical training,
and research experiences. There are ap-
proximately 180 accredited doctoral
graduate programs in clinical psychol-
ogy in the United States and Canada
and many nonaccredited programs as
well. Graduate school in clinical psy-
chology generally takes five years to
complete including the required one
year clinical internship.

4. A student interested in obtaining a doc-
torate in clinical psychology can choose
between two types of doctorates: the tra-
ditional PhD (or Doctor of Philosophy) or
the newer PsyD (Doctor of Psychology).
The most common model of training
is the scientist-practitioner, or Boulder,
model, which encourages equal training
emphases on both research and clinical
practice.

5. The PsyD degree seeks to train students
in the scholar-practitioner, or Vail,
model with much more emphasis on
clinical practice and minimal emphasis
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on research skills. While the majority of
graduate training programs currently
award students the traditional PhD de-
gree, more and more programs (espe-
cially free-standing professional schools)
are offering the PsyD degree.

6. Historically, graduate training in clinical
psychology has been the domain of
university programs throughout the
United States and Canada. However,
during the early 1970s, a number of
free-standing professional schools open-
ed to train graduate students in psy-
chology. Approximately 50% of all
doctorates in clinical psychology are
now awarded by these schools. The free-
standing schools tend to have large entry
classes, older students, and tend to be
less competitive regarding admission
than university-based programs.

7. Since 1948, the APA has accredited
graduate training programs in clinical
psychology. Accreditation by the APA as
well as regional accreditation agencies
are important to maximize the chances
of obtaining quality graduate educa-
tion, clinical internship, and postdoc-
toral training. APA accreditation also
improves the odds of being able to ob-
tain a license to practice in any state and
the ability to be employed in any appro-
priate setting.

8. All accredited graduate training pro-
grams are not alike. Each program main-
tains its own personality based on the
faculty and traditions of the program.

9. Almost all graduate training programs in
clinical psychology require that students
complete a one year, full-time (or two
years, part-time) clinical internship prior
to being awarded the doctorate. There
are about 400 APA accredited internship
programs in the United States and
Canada. This training almost always oc-
curs outside of the graduate training pro-

gram in hospitals, clinics, and various
clinical settings throughout the United
States. The activities during the clinical
internship focus specifically on clinical
training such as psychotherapy, psycho-
logical testing, and consultation with a
variety of patient populations.

10. Almost all states now require one to two
years of postdoctoral training before one is
eligible to take the licensing examination.
Postdoctoral training occurs in a wide va-
riety of settings including hospitals, clin-
ics, counseling centers, universities, and
even private practices. Postdoctoral train-
ing can include clinical work such as psy-
chotherapy, psychological testing, and
consultation as well as research, teaching,
and many other professional activities.
The APA, as well as interested affiliated
organizations such as APPIC, are working
toward more structured criteria, expecta-
tions, and accreditation for postdoctoral
training.

11. Since the certification and licensing
processes are conducted at the state
level, each state develops its own laws
and procedures. However, since 1955,
the APA has offered states a set of guide-
lines called the Model Act, which out-
lines suggested rules and regulations for
state licensing.

12. All states use the same national written
examination for licensing (the EPPP).
This exam consists of 200 multiple choice
items covering a variety of relevant areas
within the field of psychology. After suc-
cessful completion of the written exami-
nation, many states then require an oral
(or sometimes an essay) examination be-
fore obtaining the license.

13. One of the great advantages of being a
clinical psychologist is that there are 
a wide variety of employment settings 
in which to work. Becoming a clinical
psychologist allows one to teach at the
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university level, conduct research, 
provide consultation to a wide variety
of professionals and organizations, con-
duct psychotherapy, psychological test-
ing, and work in many different
environments.

14. Five years after being awarded the doctor-
ate, a clinical psychologist is eligible to
become a diplomate, an advanced level of
certification. The American Board of Pro-
fessional Psychology (ABPP) diploma is a
post-licensing certification that reflects
advanced competency in a specialty area
of psychology. The ABPP acts as the cre-
dentialing agency for psychology diplo-
mates in a variety of specialty areas such
as clinical psychology.

Key Terms

Accreditation
American Board of Professional Psychology

(ABPP)
Certification
Diplomate
Doctor of Philosophy (PhD)
Doctor of Psychology (PsyD)
Examination for Professional Practice in

Psychology (EPPP)
Free-Standing Professional School
Graduate Record Examination (GRE)
Internship
Licensure
Postdoctoral Fellowship

For Reflection

1. What should a college student do during
college to increase his or her chance of
being admitted to a high-quality gradu-
ate program in clinical psychology?

2. What is the difference between a PhD
and a PsyD degree?

3. What is the difference between university
and free-standing professional schools for
graduate training?

4. How long does it take from graduate
school to licensure to become a clinical
psychologist?

5. Why is accreditation important in select-
ing a graduate training program?

6. Which is the least regulated part of train-
ing for clinical psychology?

7. What is the ABPP diploma?
8. Why is licensure important?
9. What are the major training models in

clinical psychology?
10. In general, how does the application pro-

cess differ between academic and clinical
positions?

Real Students, Real Questions

1. Is it frowned upon to take some time off
before applying to graduate school?

2. If my GPA is low, do I have any chance of
getting into graduate school?

3. Are there any differences in the jobs I
could get if I get a PsyD rather than a
PhD?

Web Resources

www.gre.org
Learn more about the Graduate Record Ex-
amination.

www.psywww.com
Learn more about psychology specifically de-
signed for college and graduate students.

www.am.org/ncspp
Learn more about psychological training pro-
grams at professional schools
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Accreditation Organizational review of cur-
riculum to ensure training programs meet minimal
standards of quality.

Acquired Immune Deficiency Syndrome
(AIDS) Persons infected with one of several
HIV viruses that may result in a serious and
life-threatening disorder impacting the immune
system.

Active Listening Interviewing technique using
a variety of methods to maximize understanding
of what is being said.

Administration Clinical psychology activity in-
volving management of people and organizations.

Advocate Consultation approach that seeks to
convince a consultee to do something that the con-
sultant believes is desirable.

Alzheimer’s Disease Degenerative disease
involving memory loss, failure to recognize
well-known people and objects, difficulty in orga-
nizing and planning, suspiciousness, and language
problems.

American Board of Professional Psychology
(ABPP) The credentialing agency for postlicensing
psychology diplomas in a variety of specialty areas,
including clinical psychology.

American Psychological Association (APA)
Founded in 1892 and currently the largest organi-
zation of psychologists anywhere in the world rep-
resenting all specialties within psychology.

American Psychological Society (APS) Founded
in 1988 and includes members primarily interested
in research and scientific aspects of psychology.

Analogue Studies that use procedures, subjects,
and measures that approximate a real-life clinical
situation and are usually conducted in a labora-
tory where experimental conditions can be best
controlled.

Anorexia Nervosa A self-starvation problem
that affects about 1% of the adolescent female
population.

Assessment Clinical psychology activity involv-
ing various techniques, such as interviews and
tests, to evaluate and answer clinical questions.

Attention Deficit Hyperactivity Disorder
(ADHD) An inability to sustain attention and
concentration as well as problems with impulsiv-
ity, overactivity, irritability, and moodiness.

Beck Scales A series of inventories to assess de-
pression, anxiety, hopelessness, and suicidal
ideation developed by psychiatrist Aaron Beck.

Behavioral Applies theories of learning and
conditioning to the understanding of human be-
havior and the treatment of behavioral and psy-
chological problems.

Behavioral Rehearsal Behavioral technique
where someone practices how he or she might
handle a given problem situation.

Between Group Research designs that use two
or more separate groups of subjects, each of which
receives a different type of intervention or, in the
case of a control condition, no intervention.

Bias Attempt to minimize potential error in re-
search by controlling potentially influencing vari-
ables—also involves a point of view that is imposed
on the patient or client.

Binet Scales Revised versions of the first stan-
dardized intelligence test developed by Alfred Binet
in 1905. The current version, called the Stanford-
Binet, was published in 1986.

Biofeedback Behavioral technique that pro-
vides physiological information such as heart rate
and blood pressure to patient in an attempt to
learn to control these reactions to stress.

Biological Vulnerability Genetic or other bio-
logical factors that put someone more at risk for
the development of problems later.

Biopsychosocial An integrative perspective
that suggests that biological, psychological, and
social influences interact to contribute to both
physical and mental health and illness.

Glossary
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Boston Process Approach Neuropsychologi-
cal assessment approach developed by Edith Kap-
lan that uses a variety of tests to understand the
process of brain-behavior functioning.

Boulder Model Clinical psychology training
model developed at a conference in Boulder, Col-
orado, that places equal weight on science and
practice—also called the scientist-practitioner
model.

Brain-Behavior Relationships The focus of
the neuropsychology subspecialty that highlights
the examination of how the brain impacts behav-
ior and how behavior impacts the brain.

Brain Injuries Trauma to the brain from vehic-
ular accidents, falls, war wounds, sport injuries,
gunshot wounds, violent assaults, and other tragic
events that impact cognitive functioning.

Case Studies Research approach that conducts
an in-depth analysis of one person.

Certification Legal process that controls the
word psychologist from being misused,

Child Abuse and Neglect Physical, sexual, or
emotional misuse of children which puts them in
danger or risk of physical or emotional injury.

Child Behavior Checklist (CBCL) Popular
testing instrument used with children, parents,
and teachers to assess behavioral problems among
children ages 4 to 18.

Child Clinical Psychology Subspecialty area
that focuses on the problems and concerns of
children and their families.

Child Custody The legal determination of who
is the legal guardian of a minor following divorce,
death, or mental disability.

Chronic Pain Consistent discomfort or pain as-
sociated with a large range of medical and psychi-
atric conditions.

Clarification Interviewing technique where
questions are asked to ensure that the message is
being fully understood.

Classical Conditioning Behavioral technique
that maintains learning occurs and subsequently,
behavior, through the association of conditioned
and unconditioned stimuli.

Client-Centered Humanistic theoretical orien-
tation that highlights nondirective techniques such
as active listening, empathy, congruence, and un-
conditional positive regard to understand and help
others.

Client-Centered Case Consultation Involves
consultation with a fellow professional such as
another psychologist who is responsible for the
treatment or care of a particular patient.

Client-Therapist Variation Strategy Treat-
ment outcome research approach that alters the
types of therapists or patients to determine which
combinations optimize treatment outcome.

Clinical Psychology Discipline that uses what is
known about the principles of human behavior to
help people with the numerous troubles and con-
cerns they experience during the course of life in
their relationships, emotions, and physical selves.

Cognitive-Behavioral Approach that uses the
principles of learning, conditioning, and informa-
tion processing to understand, assess, and treat
emotional and behavioral problems.

Collaborative Multisite Research Projects
Common and popular research strategy that
uses researchers and subjects from a variety of
locations.

Collaborator Consultant role that suggests that
the consultant is an equal partner working with a
consultee to achieve a common goal.

Common Factors Elements of treatment that
are curative and common in many different types
of treatment approaches.

Community Mental Health Movement At-
tempt during the late 1950s and 1960s to develop
outpatient community mental health services
outside of the inpatient mental hospital setting.

Community-Wide Intervention Common
and popular research approach that attempts to
get large segments of entire communities to
change behavior.

Comparative Treatment Strategy Treatment
outcome research approach that generally com-
pares different strategies (e.g., psychodynamic ver-
sus behavioral techniques) for producing change in
a clinical problem.
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Competence Ethical principle requiring that
psychologists perform only the duties that they
have appropriate levels of training and experience
to perform.

Computerized Axial Tomography (CAT)
Neuroimaging technique that provides computer-
enhanced multiple pictures of the brain from mul-
tiple angles.

Confidentiality Ethical and legal issue re-
straining a psychologist from disclosing informa-
tion about a patient or research subject to a third
party.

Congruence Or genuineness, refers to har-
mony between ones feelings and actions.

Constructive Treatment Strategies Attempt
to answer the question, “What might be added to
an effective treatment to make it even more effec-
tive?” The constructive treatment approach adds
various components to the treatment to determine
whether the additions will improve treatment
outcome.

Consultation Clinical psychology activity that
uses knowledge about human behavior to help
individuals, groups, and organizations function
better.

Consultee-Centered Administrative Consul-
tation Consultation model that involves work-
ing on administrative and personnel issues within
an agency.

Consultee-Centered Case Consultation Con-
sultation model such that challenges experienced
by the consultee rather than problems concerning
an individual case or client are the focus.

Contingency Management Behavioral tech-
nique that focuses on changing behavior by alter-
ing the consequences that follow behavior.

Controlled Observation Behavioral tech-
nique that attempts to observe behavior in a pre-
scribed manner by forcing the behavior of interest
to occur in a simulated manner.

Correlational Research design that examines
the degree of association between two or more
variables.

Counseling Psychologists Specialty of psy-
chology similar to clinical psychology but gener-
ally with a historical focus on vocational and

college counseling mostly free of major psychiatric
disturbance.

Counterconditioning Behavioral technique that
attempts to develop a more adaptive response to en-
vironmental stimuli.

Countertransference Psychodynamic concept
where therapist responds to the transference of the
patient through projecting their needs, wishes, and
dynamics onto the patient.

Cross-Sectional Research design that provides
a “snapshot” view of behavior at a given moment
in time.

Curative Factors Elements of the psychother-
apy experience that contribute to he cure or the
significant reduction in symptoms.

Defense Mechanisms Psychodynamic term
that refers to strategies used to cope with anxiety
and other uncomfortable emotions and impulses.

Dementia A particular neurological and psy-
chiatric condition that results in a significant de-
crease in intellectual, memory, learning, and
problem-solving functioning.

Dementia Praecox Historical term referring to
today’s notion of schizophrenia.

Denial Defense mechanism such that person
believes that problematic feelings, thoughts, or
behaviors do not exist.

Diathesis-Stress A causal perspective for ill-
ness or problems in that it suggests that a biologi-
cal or other type of vulnerability in combination
with psychosocial or environmental stress creates
the necessary conditions for illness to occur.

Differentiation Family systems term to de-
scribe the need for family members to develop
more adaptive separation and independence from
other family members.

Diplomate Advanced level of certification
awarded to eligible psychologists several years
following training.

Disengagement Family systems term for a
family member being uninterested or uninvolved
with family members.

Dismantling Treatment outcome research ap-
proach that seeks to identify the active ingredient
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of a particular treatment strategy after the treat-
ment has been determined effective.

Diversity Refers to differences in age, gender,
ethnicity, sexual preference, socioeconomic, and
religious orientations.

Doctor of Philosophy (PhD) Traditional doc-
torate that balances research and practice or fo-
cuses on research only.

Doctor of Psychology (PsyD) Newer doctoral
degree that focuses on clinical practice.

Dualism Seventeeth-century notion that the
mind and body are separate and do not signifi-
cantly interact or influence each other.

Dual Relationships Ethical term referring to
psychologists maintaining outside relationships as
friends, lovers, or business partners with their
clients or patients.

Durham Rule 1954 law that added a “medical
disease or defect” to the criteria for insanity.

Dyslexia Type of learning disability that involves
difficulty reading.

Educator Type of consultation role such that
the consultant has specialized information that is
useful to the client and can be acquired through
education.

Ego Psychodynamic term that refers to the ra-
tional and reasonable aspects of our personality
helping us to adapt to a challenging world.

Electroencephalography (EEG) Technique that
assesses electrical brain wave activity.

Empathy Humanistic term conveying a sense
of being heard and understood.

Empirically Validated Treatments Treat-
ment approaches that have been found to be ef-
fective according to research studies and that use
treatment manuals.

Enmeshment Family systems term that refers
to maladaptive or over involvement in the lives of
family members.

Ephebophilia Adult sexual interest in postpu-
bescent minors.

Epilepsy Type of seizure disorder.

Ethics Code Ethical principles and standards
published by the APA (and other psychological as-

sociations) to provide ethical guidelines for their
members.

Evoked Potentials Electrical brain wave
readings.

Examination for Professional Practice in
Psychology (EPPP) National 200-item exami-
nation used to license psychologists.

Experimental Design Methods used to con-
struct experiments to minimize error or bias in
the results. Each design has unique advantages
and disadvantages.

Experimental Mortality Subject drops out
from an experiment.

Exposure Behavioral term that refers to grad-
ual or all at once approach to the feared situation
or stimuli.

Fact Finder Consultation role involves seeking
information and relaying the results to consultees
who lack the expertise, time, energy, or psycho-
logical sensitivities to do the task themselves.

Family Systems Theoretical orientation that
places a deemphasis on the problems of any one
member of a family in favor of attention to the
family system as a whole.

Forensic Psychology Clinical psychology sub-
specialty utilizing principles of human behavior
to inform the judicial and legal systems.

Free Association Psychodynamic term that
refers to saying whatever is on one’s mind with-
out censoring.

Free-Standing Professional School Graduate
training in clinical psychology not affiliated with
a college or university.

Functional Analysis Behavioral term for in-
vestigating the specific factors that precede and
result from a behavior of interest.

Geropsychology Clinical psychology subspe-
cialty utilizing principles of human behavior to
assist elderly persons.

Gestalt Humanistic approach that focuses on
being keenly aware of one’s “here and now” or
present experience.

Graduate Record Examination (GRE) Stan-
dardized examination for those interested in ap-
plying for graduate school.
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Health Maintenance Organization (HMO)
Provides comprehensive health, and usually men-
tal health services, within one organization.

Health Psychology Clinical psychology sub-
specialty utilizing principles of human behavior to
prevent health problems from occurring or help-
ing those with health problems cope better.

History Threat to validity of a research study
and refers to events outside the experimental sit-
uation that could have a significant impact on the
results of the study.

Humanistic A theoretical approach that em-
phasizes each individual’s perception and experi-
ence of his or her world and tends to view people
as being active, thinking, creative, and growth
oriented.

Id Psychodynamic term that refers to all primi-
tive impulses.

Insanity Defense Legal term that suggests that
someone is not responsible for their criminal ac-
tions if they suffer from a disorder that renders
them unaware of what they are doing or that what
they are doing is wrong.

Insanity Defense Reform Act States that
someone can be found innocent due to reasons of
insanity if unable to understand that criminal be-
havior was wrong at the time of the crime due to
a mental disease or mental retardation.

Insight Understanding of factors that con-
tribute to problems or concerns.

Instrumentation Threat to validity of research
that refers to the influences of the tests and mea-
surement devices used to measure constructs in
the study.

Integrative Combining two or more ap-
proaches to assessment, treatment, consultation,
and other professional activities.

Integrity Ethical term and principle that fo-
cuses on honesty.

Intellectual Testing Assessment approaches
used to measure cognitive abilities.

Intelligence Quotient (IQ) Term used to
refer to score obtained on tests of intellectual
functioning.

Internship Required one year of full-time clin-
ical training prior to being awarded a doctorate in
clinical psychology.

Involuntary Commitment Being held in a
hospital setting without agreeing to the hospital-
ization.

Joining Family systems term referring to the
therapist’s attempt to connect with the family and
become part of the family unit rather than act in a
detached observer manner in the sessions.

Joint Custody Legal term for both parents
who are divorced, maintaining legal custody of
their children.

Jury Selection The use of principles of psy-
chology to choose jury members that might max-
imize an advantage to one side of the legal case.

Kaufman Scales Cognitive tests that measure
intellectual and achievement functioning.

Learning Disorders Cognitive processing
problems in reading, writing, math, and other
skills important to success in school.

Licensure State document and registration that
allows a psychologist to practice and offer services
to the public.

Longitudinal Research method that follows
the responses of subjects over time.

Magnetic Resonance Imaging (MRI) Neu-
roimaging technique that analyzes the nuclear
magnetic movements of hydrogen in the water
and fat of the body.

Malingering Faking an illness to obtain some
desired gain.

Managed Health Care Organizational and in-
surance attempts to control the high cost of health
care.

Marriage, Family, and Child Counseling
Master’s-level discipline and license that focuses on
counseling.

Maturation Threat to validity of study and
refers to changes within subjects over the pas-
sage of time that may influence the experimental
results.

Medical Staff Privileges Ability to admit,
treat, and discharge patients in a hospital setting.
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Mental Status Interview Series of screening
questions to quickly assess a patient’s cognitive
functioning.

Meta-analysis Statistical technique that uses
data from a variety of studies to determine over-
all effects.

Milan Approach Family systems approach that
highly values neutrality as well as acceptance and
respect for the family system.

Millon Clinical Multiaxial Inventory (MCMI)
Popular personality test based on DSM-IV organi-
zation of personality disorders.

Minnesota Multiphasic Personality Inven-
tory (MMPI) Popular personality test.

Mixed Group Research design where experi-
ments are constructed in such a way that different
groups of subjects receive different treatment or
experimental experiences (between group) while
subject responses are assessed over time at differ-
ent phases of the experiment (within group).

M’Naghten Rule Legal term that suggests that
someone is not responsible for their criminal ac-
tions if they suffer from a disorder that renders
them unaware of what they are doing or that
what they are doing is wrong.

Moral Therapy Historical therapy sought to
treat patients as humanely as possible and en-
couraged the nurturance of interpersonal rela-
tionships.

Multicultural Attention and sensitivity to 
issues related to a variety of ethnic, racial, gen-
der, sexual orientation, and religious issues and
values.

Multiple-Treatment Interference Threat to
validity of study and refers to exposing a subject
to several treatment conditions or factors such
that the experimenter cannot isolate any specific
condition or factors.

Narrative Family systems approach that sug-
gests that family members conceptualize their
problems and concerns through a series of stories
about their lives and various members of the fam-
ily system.

Naturalistic Observation Involves entering
into the world of the patient in order to observe

the person interacting with the environment in
which problems occur.

Neuroimaging Techniques that involve ob-
taining a picture of internal brain and other bod-
ily organs and structures.

Neuropsychological Testing Assessment that
measures brain-behavior relationship such as cog-
nitive functioning, memory, visual motor skills,
and language functioning.

Neuropsychology The subspecialty of clinical
psychology that focuses on brain-behavior rela-
tionships.

Obesity Generally defined as being over 20%
above expected weight.

Object Relations A psychodynamic approach
that views infants as being relationship seeking
rather than pleasure seeking and believes that the
early relationship with the mother provides the
framework for the development of the sense of
self and later psychological functioning.

Objective Testing Highly structured tests that
compare scores to national norms.

Oedipal Complex Psychodynamic term refer-
ring to child’s admiration and love of their parent
of the opposite sex and disdain for parent of the
same sex.

Operant Perspective Behavioral approach that
maintains that all behavior can be understood
through a functional analysis of antecedents (the
conditions present just before a target behavior oc-
curs) and consequences (what occurs following the
target behavior) of behavior.

Paradoxical Family systems techniques that
involve prescribing the symptom of concern in an
exaggerated form, thus seeming to contradict the
goals of intervention.

Parametric Treatment outcome research ap-
proach that changes a specific aspect of the treat-
ment to determine whether the change can enhance
treatment effectiveness.

Paraphrasing Interviewing technique that in-
volves rephrasing the content of what is being said.

Peak Experience Humanistic concept that
refers to moments in life when self-actualization
is actually reached.
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Personality Testing Assessment that assesses
personality styles and psychological functioning.

Polygraph Machine that measures physiologi-
cal activity such as heart rate and blood pressure.

Positron Emission Tomography (PET) S type
of neuroimaging technique that uses radioactive
isotopes injected into the bloodstream of a patient
to create gamma rays in the body allowing for
views of internal structures.

Postdoctoral Fellowship Training after the
completion of the doctoral degree that is required
prior to licensing in most states.

Preferred Provider Organization (PPO)
Managed care organization that maintains a list
of practitioners who will see patients on an insur-
ance plan for reduced costs.

Prescription Privileges Ability to prescribe
psychotropic medication.

Private Practice Providing professional ser-
vices on one’s own without being employed by an
agency.

Process Research Strategy Attempts to an-
swer the question, “How does the actual process
of therapy impact treatment outcome?” This re-
search approach seeks to determine which aspects
of the psychotherapeutic process are associated
with positive treatment outcome.

Program-Centered Administrative Consulta-
tion Consultation model that focuses on a pro-
gram or system rather than on an individual case.

Projective Drawings Technique that requires
the subject or patient to draw pictures of objects
or persons such as a tree, house, person, or family
and is interpreted.

Projective Testing Testing that provides un-
structured or ambiguous stimuli such as inkblots
or drawings.

Pseudo Seizures Factitious seizures.

Psychiatric Nurses Nursing that specializes in
the care of psychiatric patients in both outpatient
and inpatient settings.

Psychiatry Medical specialty that focuses on
abnormal behavior.

Psychodynamic Theoretical approach that
focuses on unconscious conflicts, defenses, early

childhood experiences, dreams, impulses, and
fantasies.

Psychological Testing Assessment that exam-
ines personality, cognitive, mood, learning, and
other skills.

Psychosexual Stages Psychodynamic approach
to development that examines where energy is di-
rected during early childhood and adolescence.

Psychotherapy The informed and intentional
application of clinical methods and interpersonal
stances derived from established psychological
principles for the purpose of assisting people to
modify their behaviors, cognitions, emotions,
and/or other personal characteristics in directions
that the participants deem desirable.

Psychotherapy Treatment Outcome Results
of psychological intervention to determine if per-
son(s) is (are) improved following treatment.

Psychotropic Medication Medications used
to alter psychological functioning and mood.

Quasi-Experimental Research designs used
when random assignment to experimental and
control conditions is not possible because of ethi-
cal or other limitations.

Rapport Term used to describe the comfortable
working relationship that develops between the
professional and the client.

Reactivity Threat to validity of study regarding
the subject’s potential response to participating in
an experiment.

Reflection Rephrasing the feelings of what is
being said in order to encourage the person to ex-
press and better understand his or her feelings.

Reframing Family systems term involves rein-
terpretation of a behavior or issue in a new and
different light.

Reliable Change Index A statistic that mea-
sures the clinical significance of therapeutic
change.

Repression Psychodynamic term referring to
the defense mechanism that keeps uncomfortable
thoughts and feels out of consciousness.

Research Cinical psychology activity involving
the use of the scientific method to answer ques-
tions of interest to researchers and society.



508 Glossary

Research Program A series of experiments or
research studies that attempt to answer questions
one step at a time.

Revisionists Psychodynamic theorists who al-
tered or expanded upon Freud’s theory.

Rorschach Projective inkblot test used to assess
psychological functioning.

Scholar-Practitioner Model Graduate training
model that focuses on training practitioners who
are consumers of research but are likely not to
conduct research—also known as the Vail model.

School Psychologists Professionals who use
knowledge about human behavior and apply that
knowledge in a school setting.

Scientist-Practitioner Model Graduate train-
ing model that focuses on a balance between re-
search and practice—also known as the Boulder
model.

Seizures Intense muscle spasms, a complete or
partial loss of consciousness, and sometimes un-
conscious purposeful behavior.

Selection Bias Threat to validity of a study and
refers to a differential and problematic selection
procedure for choosing research subjects.

Self-Actualization Humanistic term that refers
to the forward movement in life toward greater
growth, peace, and acceptance of self and others.

Self-Efficacy Cognitive term that refers to the
belief that one can accomplish a goal.

Self-Monitoring Behavioral technique that in-
cludes maintaining a diary or log where one can
record problematic behaviors as well as other im-
portant information such as feelings and thoughts
associated with each behavioral occurrence.

Sentence Completion Projective assessment
where subjects are asked to complete an incom-
plete sentence with the first thing that comes to
their mind.

Sixteen Personality Factors Questionnaire
(16PF) Popular personality assessment ques-
tionnaire that assumes that the person does not
experience significant psychiatric disturbance.

Social Learning Cognitive-behavioral approach
that suggests that behavior is learned by modeling
others.

Social Work Generally a master’s-level disci-
pline that has historically focused on patient case
management, patient advocacy, and a liaison to
optimal social service agencies and benefits.

Specialization A specific area of expertise.

Statistical Regression Threat to validity of
study and concerns the tendency of extreme scores
on a measure to move toward the mean over time.

Strategic Family systems approach that utilizes
direct involvement by the clinician to combat re-
sistance by directing and altering the behavior of
others.

Stress Management A variety of techniques
and strategies to cope more effectively with
stress.

Structural Family systems approach that fo-
cuses on appropriate and adaptive levels of differ-
entiation among family members.

Structured Interview Interview techniques
that involve highly specific questions and often
scoring procedures.

Summarization Interviewing technique that
involves both paraphrasing and reflection in at-
tempting to pull together several points into a co-
herent brief review of the message.

Superego Represents the internalization of fa-
milial, cultural, and societal norms and mores.

Symptom Checklist-90-Revised (SCL-90-R)
A brief and multidimensional self-report mea-
sure to screen persons for major psychiatric
symptoms.

Teaching Clinical psychology activity involving
dispensing information to others and engaging
them in learning.

Testing A potential threat to both internal and
external validity of a research study. As a threat
to internal validity, testing concerns the influ-
ence of the testing or evaluation process itself on
research results, such as in the use of repeated
measures obtained on the same subjects over
time. As a threat to external validity, testing
refers to the use of a questionnaire or other as-
sessment device that may sensitize and alter the
subject’s response and, therefore, influence the
dependent measure.
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Thematic Apperception Test (TAT) Projec-
tive assessment that asks persons to examine pic-
tures and tell a story about each one.

Theoretical Orientation Philosophical per-
spectives used to approach assessment, treatment,
consultation, and research.

Thought Stopping Cognitive technique to
eliminate problematic and maladaptive thoughts.

Threats to External Validity Factors that de-
crease the generalizability of a research study.

Threats to Internal Validity Factors that de-
crease the experimental control and precision of a
research study.

Trainer Consultation role that assumes that the
consultant has specialized information that is
useful to the client and can be acquired through
education.

Transference Psychodynamic term that in-
volves the projection of early relationship dynam-
ics onto the therapist who represents an authority
figure similar to the patient’s parents, for example.

Treatment Clinical psychology activity involv-
ing intervention strategies to help others improve
their lives.

Treatment Outcome Research Strategy Ap-
proaches Various research methods to deter-
mine if and how treatment works.

Treatment Package Strategy Approach at-
tempts to answer the basic question, “Does treat-
ment work?” This approach seeks to determine
whether a specific treatment is effective for a spe-
cific clinical problem or disorder.

Unconditional Positive Regard Humanistic
term for allowing a client to discuss his or her
concerns without judgment.

Vail Model Graduate training model that sug-
gests that clinical psychologists are generally
practitioners and consumers of research—also re-
ferred to as the scholar-practitioner model.

Veterans Administration Government agency
that manages numerous hospitals and clinics
throughout the United States to assess and treat
veterans.

Wechsler Scales A series of intellectual assess-
ments for children and adults that are individu-
ally administered.

Within Group Research approach that exam-
ines research effects within the same group of sub-
jects.

Working Through Psychodynamic term that
refers to assimilating and incorporating new in-
sights into daily life.
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Introduction and Applicability

The American Psychological Association’s (APA’s)
Ethical Principles of Psychologists and Code of
Conduct (hereinafter referred to as the Ethics
Code) consists of an Introduction, a Preamble, five
General Principles (A—E), and specific Ethical
Standards. The Introduction discusses the intent,
organization, procedural considerations, and scope
of application of the Ethics Code. The Preamble
and General Principles are aspirational goals to
guide psychologists toward the highest ideals of
psychology. Although the Preamble and General
Principles are not themselves enforceable rules,
they should be considered by psychologists in ar-
riving at an ethical course of action. The Ethical
Standards set forth enforceable rules for conduct
as psychologists. Most of the Ethical Standards are
written broadly, in order to apply to psychologists
in varied roles, although the application of an Eth-
ical Standard may vary depending on the context.
The Ethical Standards are not exhaustive. The fact
that a given conduct is not specifically addressed
by an Ethical Standard does not mean that it is
necessarily either ethical or unethical.

This Ethics Code applies only to psychologists’
activities that are part of their scientific, educa-
tional, or professional roles as psychologists.
Areas covered include but are not limited to the
clinical, counseling, and school practice of psy-
chology; research; teaching; supervision of
trainees; public service; policy development; so-
cial intervention; development of assessment in-
struments; conducting assessments; educational
counseling; organizational consulting; forensic
activities; program design and evaluation; and
administration. This Ethics Code applies to these
activities across a variety of contexts, such as in
person, postal, telephone, Internet, and other
electronic transmissions. These activities shall be
distinguished from the purely private conduct of

psychologists, which is not within the purview of
the Ethics Code.

Membership in the APA commits members and
student affiliates to comply with the standards of
the APA Ethics Code and to the rules and proce-
dures used to enforce them. Lack of awareness or
misunderstanding of an Ethical Standard is not it-
self a defense to a charge of unethical conduct.

The procedures for filing, investigating, and re-
solving complaints of unethical conduct are de-
scribed in the current Rules and Procedures of the
APA Ethics Committee. APA may impose sanc-
tions on its members for violations of the stan-
dards of the Ethics Code, including termination of
APA membership, and may notify other bodies
and individuals of its actions. Actions that violate
the standards of the Ethics Code may also lead to
the imposition of sanctions on psychologists or
students whether or not they are APA members
by bodies other than APA, including state psycho-
logical associations, other professional groups,
psychology boards, other state or federal agencies,
and payors for health services. In addition, APA
may take action against a member after his or her
conviction of a felony, expulsion or suspension
from an affiliated state psychological association,
or suspension or loss of licensure. When the sanc-
tion to be imposed by APA is less than expulsion,
the 2001 Rules and Procedures do not guarantee
an opportunity for an in-person hearing, but gen-
erally provide that complaints will be resolved
only on the basis of a submitted record.

The Ethics Code is intended to provide guid-
ance for psychologists and standards of profes-
sional conduct that can be applied by the APA and
by other bodies that choose to adopt them. The
Ethics Code is not intended to be a basis of civil li-
ability. Whether a psychologist has violated the
Ethics Code standards does not by itself deter-
mine whether the psychologist is legally liable in
a court action, whether a contract is enforceable,
or whether other legal consequences occur.

The modifiers used in some of the standards of
this Ethics Code (e.g., reasonably, appropriate, po-
tentially) are included in the standards when they
would (1) allow professional judgment on the
part of psychologists, (2) eliminate injustice or in-
equality that would occur without the modifier,
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(3) ensure applicability across the broad range of
activities conducted by psychologists, or (4) guard
against a set of rigid rules that might be quickly
outdated. As used in this Ethics Code, the term
reasonable means the prevailing professional judg-
ment of psychologists engaged in similar activities
in similar circumstances, given the knowledge the
psychologist had or should have had at the time.

In the process of making decisions regarding
their professional behavior, psychologists must
consider this Ethics Code in addition to applicable
laws and psychology board regulations. In apply-
ing the Ethics Code to their professional work,
psychologists may consider other materials and
guidelines that have been adopted or endorsed by
scientific and professional psychological organi-
zations and the dictates of their own conscience,
as well as consult with others within the field. If
this Ethics Code establishes a higher standard of
conduct than is required by law, psychologists
must meet the higher ethical standard. If psychol-
ogists’ ethical responsibilities conflict with law,
regulations, or other governing legal authority,
psychologists make known their commitment to
this Ethics Code and take steps to resolve the con-
flict in a responsible manner. If the conflict is un-
resolvable via such means, psychologists may
adhere to the requirements of the law, regula-
tions, or other governing authority in keeping
with basic principles of human rights.

Preamble

Psychologists are committed to increasing scien-
tific and professional knowledge of behavior and
people’s understanding of themselves and others
and to the use of such knowledge to improve the
condition of individuals, organizations, and soci-
ety. Psychologists respect and protect civil and
human rights and the central importance of free-
dom of inquiry and expression in research, teach-
ing, and publication. They strive to help the
public in developing informed judgments and
choices concerning human behavior. In doing so,
they perform many roles, such as researcher, edu-
cator, diagnostician, therapist, supervisor, consul-
tant, administrator, social interventionist, and

expert witness. This Ethics Code provides a com-
mon set of principles and standards upon which
psychologists build their professional and scien-
tific work.

This Ethics Code is intended to provide specific
standards to cover most situations encountered
by psychologists. It has as its goals the welfare
and protection of the individuals and groups with
whom psychologists work and the education of
members, students, and the public regarding ethi-
cal standards of the discipline.

The development of a dynamic set of ethical
standards for psychologists’ work-related conduct
requires a personal commitment and lifelong ef-
fort to act ethically; to encourage ethical behavior
by students, supervisees, employees, and col-
leagues; and to consult with others concerning
ethical problems.

General Principles

This section consists of General Principles. Gen-
eral Principles, as opposed to Ethical Standards,
are aspirational in nature. Their intent is to guide
and inspire psychologists toward the very highest
ethical ideals of the profession. General Princi-
ples, in contrast to Ethical Standards, do not rep-
resent obligations and should not form the basis
for imposing sanctions. Relying upon General
Principles for either of these reasons distorts both
their meaning and purpose.

Principle A: Beneficence and
Nonmaleficence

Psychologists strive to benefit those with whom
they work and take care to do no harm. In their
professional actions, psychologists seek to safe-
guard the welfare and rights of those with whom
they interact professionally and other affected
persons, and the welfare of animal subjects of re-
search. When conflicts occur among psycholo-
gists’ obligations or concerns, they attempt to
resolve these conflicts in a responsible fashion
that avoids or minimizes harm. Because psychol-
ogists’ scientific and professional judgments and
actions may affect the lives of others, they are
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alert to and guard against personal, financial, so-
cial, organizational, or political factors that might
lead to misuse of their influence. Psychologists
strive to be aware of the possible effect of their
own physical and mental health on their ability to
help those with whom they work.

Principle B: Fidelity and Responsibility

Psychologists establish relationships of trust with
those with whom they work. They are aware of
their professional and scientific responsibilities to
society and to the specific communities in which
they work. Psychologists uphold professional stan-
dards of conduct, clarify their professional roles
and obligations, accept appropriate responsibility
for their behavior, and seek to manage conflicts of
interest that could lead to exploitation or harm.
Psychologists consult with, refer to, or cooperate
with other professionals and institutions to the ex-
tent needed to serve the best interests of those with
whom they work. They are concerned about the
ethical compliance of their colleagues’ scientific
and professional conduct. Psychologists strive to
contribute a portion of their professional time for
little or no compensation or personal advantage.

Principle C: Integrity

Psychologists seek to promote accuracy, honesty,
and truthfulness in the science, teaching, and
practice of psychology. In these activities psychol-
ogists do not steal, cheat, or engage in fraud, sub-
terfuge, or intentional misrepresentation of fact.
Psychologists strive to keep their promises and to
avoid unwise or unclear commitments. In situa-
tions in which deception may be ethically justifi-
able to maximize benefits and minimize harm,
psychologists have a serious obligation to con-
sider the need for, the possible consequences of,
and their responsibility to correct any resulting
mistrust or other harmful effects that arise from
the use of such techniques.

Principle D: Justice

Psychologists recognize that fairness and justice
entitle all persons to access to and benefit from

the contributions of psychology and to equal
quality in the processes, procedures, and services
being conducted by psychologists. Psychologists
exercise reasonable judgment and take precau-
tions to ensure that their potential biases, the
boundaries of their competence, and the limita-
tions of their expertise do not lead to or condone
unjust practices.

Principle E: Respect for People’s
Rights and Dignity

Psychologists respect the dignity and worth of all
people, and the rights of individuals to privacy,
confidentiality, and self-determination. Psycholo-
gists are aware that special safeguards may be nec-
essary to protect the rights and welfare of persons
or communities whose vulnerabilities impair
autonomous decision making. Psychologists are
aware of and respect cultural, individual, and role
differences, including those based on age, gender,
gender identity, race, ethnicity, culture, national
origin, religion, sexual orientation, disability, lan-
guage, and socioeconomic status and consider
these factors when working with members of such
groups. Psychologists try to eliminate the effect on
their work of biases based on those factors, and
they do not knowingly participate in or condone
activities of others based upon such prejudices.

Ethical Standards

1. Resolving Ethical Issues

1.01 Misuse of Psychologists’ Work

If psychologists learn of misuse or misrepresen-
tation of their work, they take reasonable steps
to correct or minimize the misuse or misrepre-
sentation.

1.02 Conflicts Between Ethics and
Law, Regulations, or Other Governing
Legal Authority

If psychologists’ ethical responsibilities conflict
with law, regulations, or other governing legal
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authority, psychologists make known their com-
mitment to the Ethics Code and take steps to re-
solve the conflict. If the conflict is unresolvable
via such means, psychologists may adhere to the
requirements of the law, regulations, or other
governing legal authority.

1.03 Conflicts Between Ethics and
Organizational Demands

If the demands of an organization with which
psychologists are affiliated or for whom they are
working conflict with this Ethics Code, psycholo-
gists clarify the nature of the conflict, make known
their commitment to the Ethics Code, and to the
extent feasible, resolve the conflict in a way that
permits adherence to the Ethics Code.

1.04 Informal Resolution of
Ethical Violations

When psychologists believe that there may have
been an ethical violation by another psychologist,
they attempt to resolve the issue by bringing it to
the attention of that individual, if an informal res-
olution appears appropriate and the intervention
does not violate any confidentiality rights that may
be involved. (See also Standards 1.02, Conflicts
Between Ethics and Law, Regulations, or Other
Governing Legal Authority, and 1.03, Conflicts Be-
tween Ethics and Organizational Demands.)

1.05 Reporting Ethical Violations

If an apparent ethical violation has substantially
harmed or is likely to substantially harm a person
or organization and is not appropriate for informal
resolution under Standard 1.04, Informal Resolu-
tion of Ethical Violations, or is not resolved prop-
erly in that fashion, psychologists take further
action appropriate to the situation. Such action
might include referral to state or national commit-
tees on professional ethics, to state licensing
boards, or to the appropriate institutional authori-
ties. This standard does not apply when an inter-
vention would violate confidentiality rights or
when psychologists have been retained to review

the work of another psychologist whose profes-
sional conduct is in question. (See also Standard
1.02, Conflicts Between Ethics and Law, Regula-
tions, or Other Governing Legal Authority.)

1.06 Cooperating with Ethics Committees

Psychologists cooperate in ethics investigations,
proceedings, and resulting requirements of  the
APA or any affiliated state psychological association
to which they belong. In doing so, they address any
confidentiality issues. Failure to cooperate is itself
an ethics violation. However, making a request for
deferment of adjudication of an ethics complaint
pending the outcome of litigation does not alone
constitute noncooperation.

1.07 Improper Complaints

Psychologists do not file or encourage the filing of
ethics complaints that are made with reckless dis-
regard for or willful ignorance of facts that would
disprove the allegation.

1.08 Unfair Discrimination Against
Complainants and Respondents

Psychologists do not deny persons employment,
advancement, admissions to academic or other
programs, tenure, or promotion, based solely upon
their having made or their being the subject of an
ethics complaint. This does not preclude taking ac-
tion based upon the outcome of such proceedings
or considering other appropriate information.

2. Competence

2.01 Boundaries of Competence

(a) Psychologists provide services, teach, and con-
duct research with populations and in areas only
within the boundaries of their competence, based
on their education, training, supervised experience,
consultation, study, or professional experience.

(b) Where scientific or professional knowledge in
the discipline of psychology establishes that an un-
derstanding of factors associated with age, gender,
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gender identity, race, ethnicity, culture, national
origin, religion, sexual orientation, disability, lan-
guage, or socioeconomic status is essential for ef-
fective implementation of their services or
research, psychologists have or obtain the training,
experience, consultation, or supervision necessary
to ensure the competence of their services, or they
make appropriate referrals, except as provided in
Standard 2.02, Providing Services in Emergencies.

(c) Psychologists planning to provide services,
teach, or conduct research involving populations,
areas, techniques, or technologies new to them
undertake relevant education, training, supervised
experience, consultation, or study.

(d) When psychologists are asked to provide ser-
vices to individuals for whom appropriate mental
health services are not available and for which
psychologists have not obtained the competence
necessary, psychologists with closely related prior
training or experience may provide such services
in order to ensure that services are not denied if
they make a reasonable effort to obtain the com-
petence required by using relevant research,
training, consultation, or study.

(e) In those emerging areas in which generally
recognized standards for preparatory training do
not yet exist, psychologists nevertheless take rea-
sonable steps to ensure the competence of their
work and to protect clients/patients, students, su-
pervisees, research participants, organizational
clients, and others from harm.

(f) When assuming forensic roles, psychologists
are or become reasonably familiar with the judi-
cial or administrative rules governing their roles.

2.02 Providing Services in Emergencies

In emergencies, when psychologists provide ser-
vices to individuals for whom other mental health
services are not available and for which psycholo-
gists have not obtained the necessary training,
psychologists may provide such services in order
to ensure that services are not denied. The ser-
vices are discontinued as soon as the emergency
has ended or appropriate services are available.

2.03 Maintaining Competence

Psychologists undertake ongoing efforts to de-
velop and maintain their competence.

2.04 Bases for Scientific and
Professional Judgments

Psychologists’ work is based upon established
scientific and professional knowledge of the dis-
cipline. (See also Standards 2.01e, Boundaries of
Competence, and 10.01b, Informed Consent to
Therapy.)

2.05 Delegation of Work to Others

Psychologists who delegate work to employees, su-
pervisees, or research or teaching assistants or who
use the services of others, such as interpreters,
take reasonable steps to (1) avoid delegating such
work to persons who have a multiple relationship
with those being served that would likely lead to
exploitation or loss of objectivity; (2) authorize
only those responsibilities that such persons can
be expected to perform competently on the basis
of their education, training, or experience, either
independently or with the level of supervision
being provided; and (3) see that such persons per-
form these services competently. (See also Stan-
dards 2.02, Providing Services in Emergencies;
3.05, Multiple Relationships; 4.01, Maintaining
Confidentiality; 9.01, Bases for Assessments; 9.02,
Use of Assessments; 9.03, Informed Consent in As-
sessments; and 9.07, Assessment by Unqualified
Persons.)

2.06 Personal Problems and Conflicts

(a) Psychologists refrain from initiating an activ-
ity when they know or should know that there is
a substantial likelihood that their personal prob-
lems will prevent them from performing their
work-related activities in a competent manner.

(b) When psychologists become aware of personal
problems that may interfere with their performing
work-related duties adequately, they take appro-
priate measures, such as obtaining professional
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consultation or assistance, and determine whether
they should limit, suspend, or terminate their
work-related duties. (See also Standard 10.10,
Terminating Therapy.)

3. Human Relations

3.01 Unfair Discrimination

In their work-related activities, psychologists do
not engage in unfair discrimination based on age,
gender, gender identity, race, ethnicity, culture,
national origin, religion, sexual orientation, dis-
ability, socioeconomic status, or any basis pro-
scribed by law.

3.02 Sexual Harassment

Psychologists do not engage in sexual harassment.
Sexual harassment is sexual solicitation, physical
advances, or verbal or nonverbal conduct that is
sexual in nature, that occurs in connection with
the psychologist’s activities or roles as a psycholo-
gist, and that either (1) is unwelcome, is offen-
sive, or creates a hostile workplace or educational
environment, and the psychologist knows or is
told this or (2) is sufficiently severe or intense to
be abusive to a reasonable person in the context.
Sexual harassment can consist of a single intense
or severe act or of multiple persistent or pervasive
acts. (See also Standard 1.08, Unfair Discrimina-
tion Against Complainants and Respondents.)

3.03 Other Harassment

Psychologists do not knowingly engage in behav-
ior that is harassing or demeaning to persons with
whom they interact in their work based on factors
such as those persons’ age, gender, gender iden-
tity, race, ethnicity, culture, national origin, reli-
gion, sexual orientation, disability, language, or
socioeconomic status.

3.04 Avoiding Harm

Psychologists take reasonable steps to avoid harm-
ing their clients/patients, students, supervisees,

research participants, organizational clients, and
others with whom they work, and to minimize
harm where it is foreseeable and unavoidable.

3.05 Multiple Relationships

(a) A multiple relationship occurs when a psy-
chologist is in a professional role with a person
and (1) at the same time is in another role with
the same person, (2) at the same time is in a rela-
tionship with a person closely associated with or
related to the person with whom the psychologist
has the professional relationship, or (3) promises
to enter into another relationship in the future
with the person or a person closely associated
with or related to the person.

A psychologist refrains from entering into a
multiple relationship if the multiple relationship
could reasonably be expected to impair the psy-
chologist’s objectivity, competence, or effective-
ness in performing his or her functions as a
psychologist, or otherwise risks exploitation or
harm to the person with whom the professional
relationship exists.

Multiple relationships that would not reason-
ably be expected to cause impairment or risk ex-
ploitation or harm are not unethical.

(b) If a psychologist finds that, due to unforeseen
factors, a potentially harmful multiple relation-
ship has arisen, the psychologist takes reasonable
steps to resolve it with due regard for the best in-
terests of the affected person and maximal com-
pliance with the Ethics Code.

(c) When psychologists are required by law, insti-
tutional policy, or extraordinary circumstances to
serve in more than one role in judicial or admin-
istrative proceedings, at the outset they clarify
role expectations and the extent of confidentiality
and thereafter as changes occur. (See also Stan-
dards 3.04, Avoiding Harm, and 3.07, Third-Party
Requests for Services.)

3.06 Conflict of Interest

Psychologists refrain from taking on a professional
role when personal, scientific, professional, legal,
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financial, or other interests or relationships could
reasonably be expected to (1) impair their objec-
tivity, competence, or effectiveness in performing
their functions as psychologists or (2) expose the
person or organization with whom the profes-
sional relationship exists to harm or exploitation.

3.07 Third-Party Requests for Services

When psychologists agree to provide services to a
person or entity at the request of a third party,
psychologists attempt to clarify at the outset of the
service the nature of the relationship with all indi-
viduals or organizations involved. This clarifica-
tion includes the role of the psychologist (e.g.,
therapist, consultant, diagnostician, or expert wit-
ness), an identification of who is the client, the
probable uses of the services provided or the in-
formation obtained, and the fact that there may be
limits to confidentiality. (See also Standards 3.05,
Multiple Relationships, and 4.02, Discussing the
Limits of Confidentiality.)

3.08 Exploitative Relationships

Psychologists do not exploit persons over whom
they have supervisory, evaluative, or other au-
thority such as clients/patients, students, super-
visees, research participants, and employees. (See
also Standards 3.05, Multiple Relationships; 6.04,
Fees and Financial Arrangements; 6.05, Barter
With Clients/Patients; 7.07, Sexual Relationships
With Students and Supervisees; 10.05, Sexual In-
timacies With Current Therapy Clients/Patients;
10.06, Sexual Intimacies With Relatives or Signif-
icant Others of Current Therapy Clients/Patients;
10.07, Therapy With Former Sexual Partners; and
10.08, Sexual Intimacies With Former Therapy
Clients/Patients.)

3.09 Cooperation with Other Professionals

When indicated and professionally appropriate,
psychologists cooperate with other professionals
in order to serve their clients/patients effectively
and appropriately. (See also Standard 4.05, Dis-
closures.)

3.10 Informed Consent

(a) When psychologists conduct research or
provide assessment, therapy, counseling, or con-
sulting services in person or via electronic trans-
mission or other forms of communication, they
obtain the informed consent of the individual or
individuals using language that is reasonably un-
derstandable to that person or persons except
when conducting such activities without consent
is mandated by law or governmental regulation
or as otherwise provided in this Ethics Code. (See
also Standards 8.02, Informed Consent to Re-
search; 9.03, Informed Consent in Assessments;
and 10.01, Informed Consent to Therapy.)

(b) For persons who are legally incapable of
giving informed consent, psychologists neverthe-
less (1) provide an appropriate explanation,
(2) seek the individual’s assent, (3) consider
such persons’ preferences and best interests, and
(4) obtain appropriate permission from a legally
authorized person, if such substitute consent is
permitted or required by law. When consent by
a legally authorized person is not permitted
or required by law, psychologists take reasonable
steps to protect the individual’s rights and
welfare.

(c) When psychological services are court ordered
or otherwise mandated, psychologists inform the
individual of the nature of the anticipated services,
including whether the services are court ordered
or mandated and any limits of confidentiality, be-
fore proceeding.

(d) Psychologists appropriately document writ-
ten or oral consent, permission, and assent. (See
also Standards 8.02, Informed Consent to Re-
search; 9.03, Informed Consent in Assessments;
and 10.01, Informed Consent to Therapy.)

3.11 Psychological Services Delivered
To or Through Organizations

(a) Psychologists delivering services to or
through organizations provide information be-
forehand to clients and when appropriate those
directly affected by the services about (1) the 
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nature and objectives of the services, (2) the in-
tended recipients, (3) which of the individuals
are clients, (4) the relationship the psychologist
will have with each person and the organization,
(5) the probable uses of services provided and
information obtained, (6) who will have access
to the information, and (7) limits of confiden-
tiality. As soon as feasible, they provide informa-
tion about the results and conclusions of such
services to appropriate persons.

(b) If psychologists will be precluded by law or by
organizational roles from providing such infor-
mation to particular individuals or groups, they
so inform those individuals or groups at the out-
set of the service.

3.12 Interruption of Psychological Services

Unless otherwise covered by contract, psycholo-
gists make reasonable efforts to plan for facilitat-
ing services in the event that psychological
services are interrupted by factors such as the
psychologist’s illness, death, unavailability, relo-
cation, or retirement or by the client’s/patient’s
relocation or financial limitations. (See also Stan-
dard 6.02c, Maintenance, Dissemination, and Dis-
posal of Confidential Records of Professional and
Scientific Work.)

4. Privacy and Confidentiality

4.01 Maintaining Confidentiality

Psychologists have a primary obligation and take
reasonable precautions to protect confidential in-
formation obtained through or stored in any
medium, recognizing that the extent and limits of
confidentiality may be regulated by law or estab-
lished by institutional rules or professional or sci-
entific relationship. (See also Standard 2.05,
Delegation of Work to Others.)

4.02 Discussing the Limits of
Confidentiality

(a) Psychologists discuss with persons (including,
to the extent feasible, persons who are legally in-
capable of giving informed consent and their legal

representatives) and organizations with whom
they establish a scientific or professional relation-
ship (1) the relevant limits of confidentiality and
(2) the foreseeable uses of the information gener-
ated through their psychological activities. (See
also Standard 3.10, Informed Consent.)

(b) Unless it is not feasible or is contraindicated,
the discussion of confidentiality occurs at the out-
set of the relationship and thereafter as new cir-
cumstances may warrant.

(c) Psychologists who offer services, products, or
information via electronic transmission inform
clients/patients of the risks to privacy and limits
of confidentiality.

4.03 Recording

Before recording the voices or images of individ-
uals to whom they provide services, psycholo-
gists obtain permission from all such persons or
their legal representatives. (See also Standards
8.03, Informed Consent for Recording Voices and
Images in Research; 8.05, Dispensing With In-
formed Consent for Research; and 8.07, Decep-
tion in Research.)

4.04 Minimizing Intrusions on Privacy

(a) Psychologists include in written and oral re-
ports and consultations, only information germane
to the purpose for which the communication is
made.

(b) Psychologists discuss confidential informa-
tion obtained in their work only for appropriate
scientific or professional purposes and only with
persons clearly concerned with such matters.

4.05 Disclosures

(a) Psychologists may disclose confidential infor-
mation with the appropriate consent of the orga-
nizational client, the individual client/patient, or
another legally authorized person on behalf of
the client/patient unless prohibited by law.

(b) Psychologists disclose confidential informa-
tion without the consent of the individual only as
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mandated by law, or where permitted by law for a
valid purpose such as to (1) provide needed pro-
fessional services; (2) obtain appropriate profes-
sional consultations; (3) protect the client/patient,
psychologist, or others from harm; or (4) obtain
payment for services from a client/patient, in
which instance disclosure is limited to the mini-
mum that is necessary to achieve the purpose.
(See also Standard 6.04e, Fees and Financial
Arrangements.)

4.06 Consultations

When consulting with colleagues, (1) psycholo-
gists do not disclose confidential information that
reasonably could lead to the identification of a
client/patient, research participant, or other per-
son or organization with whom they have a confi-
dential relationship unless they have obtained the
prior consent of the person or organization or the
disclosure cannot be avoided, and (2) they dis-
close information only to the extent necessary to
achieve the purposes of the consultation. (See
also Standard 4.01, Maintaining Confidentiality.)

4.07 Use of Confidential Information for
Didactic or Other Purposes

Psychologists do not disclose in their writings, lec-
tures, or other public media, confidential, person-
ally identifiable information concerning their
clients/patients, students, research participants,
organizational clients, or other recipients of their
services that they obtained during the course of
their work, unless (1) they take reasonable steps
to disguise the person or organization, (2) the
person or organization has consented in writing,
or (3) there is legal authorization for doing so.

5. Advertising and Other
Public Statements

5.01 Avoidance of False or
Deceptive Statements

(a) Public statements include but are not limited
to paid or unpaid advertising, product endorse-
ments, grant applications, licensing applications,

other credentialing applications, brochures,
printed matter, directory listings, personal re-
sumes or curricula vitae, or comments for use in
media such as print or electronic transmission,
statements in legal proceedings, lectures and
public oral presentations, and published materi-
als. Psychologists do not knowingly make public
statements that are false, deceptive, or fraudu-
lent concerning their research, practice, or other
work activities or those of persons or organiza-
tions with which they are affiliated.

(b) Psychologists do not make false, deceptive, or
fraudulent statements concerning (1) their train-
ing, experience, or competence; (2) their academic
degrees; (3) their credentials; (4) their institutional
or association affiliations; (5) their services; (6) the
scientific or clinical basis for, or results or degree of
success of, their services; (7) their fees; or (8) their
publications or research findings.

(c) Psychologists claim degrees as credentials for
their health services only if those degrees (1) were
earned from a regionally accredited educational
institution or (2) were the basis for psychology li-
censure by the state in which they practice.

5.02 Statements by Others

(a) Psychologists who engage others to create or
place public statements that promote their profes-
sional practice, products, or activities retain pro-
fessional responsibility for such statements.

(b) Psychologists do not compensate employees
of press, radio, television, or other communica-
tion media in return for publicity in a news item.
(See also Standard 1.01, Misuse of Psychologists’
Work.)

(c) A paid advertisement relating to psycholo-
gists’ activities must be identified or clearly rec-
ognizable as such.

5.03 Descriptions of Workshops and Non-
Degree-Granting Educational Programs

To the degree to which they exercise control,
psychologists responsible for announcements,
catalogs, brochures, or advertisements describing
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workshops, seminars, or other non-degree-granting
educational programs ensure that they accurately
describe the audience for which the program is in-
tended, the educational objectives, the presenters,
and the fees involved.

5.04 Media Presentations

When psychologists provide public advice or com-
ment via print, Internet, or other electronic trans-
mission, they take precautions to ensure that
statements (1) are based on their professional
knowledge, training, or experience in accord with
appropriate psychological literature and practice;
(2) are otherwise consistent with this Ethics Code;
and (3) do not indicate that a professional relation-
ship has been established with the recipient. (See
also Standard 2.04, Bases for Scientific and Profes-
sional Judgments.)

5.05 Testimonials

Psychologists do not solicit testimonials from cur-
rent therapy clients/patients or other persons who
because of their particular circumstances are vul-
nerable to undue influence.

5.06 In-Person Solicitation

Psychologists do not engage, directly or through
agents, in uninvited in-person solicitation of
business from actual or potential therapy clients/
patients or other persons who because of their
particular circumstances are vulnerable to undue
influence. However, this prohibition does not
preclude (1) attempting to implement appropriate
collateral contacts for the purpose of benefiting
an already engaged therapy client/patient or
(2) providing disaster or community outreach
services.

6. Record Keeping and Fees

6.01 Documentation of Professional and
Scientific Work and Maintenance of Records

Psychologists create, and to the extent the records
are under their control, maintain, disseminate,
store, retain, and dispose of records and data 

relating to their professional and scientific work
in order to (1) facilitate provision of services later
by them or by other professionals, (2) allow for
replication of research design and analyses, (3)
meet institutional requirements, (4) ensure accu-
racy of billing and payments, and (5) ensure com-
pliance with law. (See also Standard 4.01,
Maintaining Confidentiality.)

6.02 Maintenance, Dissemination, and
Disposal of Confidential Records of
Professional and Scientific Work

(a) Psychologists maintain confidentiality in cre-
ating, storing, accessing, transferring, and dispos-
ing of records under their control, whether these
are written, automated, or in any other medium.
(See also Standards 4.01, Maintaining Confiden-
tiality, and 6.01, Documentation of Professional
and Scientific Work and Maintenance of Records.)

(b) If confidential information concerning recip-
ients of psychological services is entered into
databases or systems of records available to per-
sons whose access has not been consented to by
the recipient, psychologists use coding or other
techniques to avoid the inclusion of personal
identifiers.

(c) Psychologists make plans in advance to facili-
tate the appropriate transfer and to protect the
confidentiality of records and data in the event of
psychologists’ withdrawal from positions or prac-
tice. (See also Standards 3.12, Interruption of
Psychological Services, and 10.09, Interruption of
Therapy.)

6.03 Withholding Records for Nonpayment

Psychologists may not withhold records under
their control that are requested and needed for a
client’s/patient’s emergency treatment solely be-
cause payment has not been received.

6.04 Fees and Financial Arrangements

(a) As early as is feasible in a professional or sci-
entific relationship, psychologists and recipients of
psychological services reach an agreement specify-
ing compensation and billing arrangements.
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(b) Psychologists’ fee practices are consistent with
law.

(c) Psychologists do not misrepresent their fees.

(d) If limitations to services can be anticipated
because of limitations in financing, this is dis-
cussed with the recipient of services as early as is
feasible. (See also Standards 10.09, Interruption
of Therapy, and 10.10, Terminating Therapy.)

(e) If the recipient of services does not pay for
services as agreed, and if psychologists intend to
use collection agencies or legal measures to col-
lect the fees, psychologists first inform the person
that such measures will be taken and provide that
person an opportunity to make prompt payment.
(See also Standards 4.05, Disclosures; 6.03, With-
holding Records for Nonpayment; and 10.01, In-
formed Consent to Therapy.)

6.05 Barter with Clients/Patients

Barter is the acceptance of goods, services, or
other nonmonetary remuneration from clients/
patients in return for psychological services.
Psychologists may barter only if (1) it is not clin-
ically contraindicated, and (2) the resulting
arrangement is not exploitative. (See also Stan-
dards 3.05, Multiple Relationships, and 6.04,
Fees and Financial Arrangements.)

6.06 Accuracy in Reports to Payors
and Funding Sources

In their reports to payors for services or sources of
research funding, psychologists take reasonable
steps to ensure the accurate reporting of the na-
ture of the service provided or research con-
ducted, the fees, charges, or payments, and where
applicable, the identity of the provider, the find-
ings, and the diagnosis. (See also Standards 4.01,
Maintaining Confidentiality; 4.04, Minimizing
Intrusions on Privacy; and 4.05, Disclosures.)

6.07 Referrals and Fees

When psychologists pay, receive payment from,
or divide fees with another professional, other
than in an employer-employee relationship, the

payment to each is based on the services pro-
vided (clinical, consultative, administrative, or
other) and is not based on the referral itself. (See
also Standard 3.09, Cooperation With Other Pro-
fessionals.)

7. Education and Training

7.01 Design of Education and
Training Programs

Psychologists responsible for education and train-
ing programs take reasonable steps to ensure that
the programs are designed to provide the appro-
priate knowledge and proper experiences, and to
meet the requirements for licensure, certification,
or other goals for which claims are made by the
program. (See also Standard 5.03, Descriptions of
Workshops and Non-Degree-Granting Educational
Programs.)

7.02 Descriptions of Education and
Training Programs

Psychologists responsible for education and train-
ing programs take reasonable steps to ensure that
there is a current and accurate description of
the program content (including participation in
required course- or program-related counseling,
psychotherapy, experiential groups, consulting
projects, or community service), training goals
and objectives, stipends and benefits, and require-
ments that must be met for satisfactory comple-
tion of the program. This information must be
made readily available to all interested parties.

7.03 Accuracy in Teaching

(a) Psychologists take reasonable steps to ensure
that course syllabi are accurate regarding the sub-
ject matter to be covered, bases for evaluating
progress, and the nature of course experiences.
This standard does not preclude an instructor
from modifying course content or requirements
when the instructor considers it pedagogically
necessary or desirable, so long as students are
made aware of these modifications in a manner
that enables them to fulfill course requirements.
(See also Standard 5.01, Avoidance of False or
Deceptive Statements.)
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(b) When engaged in teaching or training, psychol-
ogists present psychological information accurately.
(See also Standard 2.03, Maintaining Competence.)

7.04 Student Disclosure of
Personal Information

Psychologists do not require students or super-
visees to disclose personal information in course-
or program-related activities, either orally or in
writing, regarding sexual history, history of abuse
and neglect, psychological treatment, and relation-
ships with parents, peers, and spouses or signifi-
cant others except if (1) the program or training
facility has clearly identified this requirement in
its admissions and program materials or (2) the in-
formation is necessary to evaluate or obtain assis-
tance for students whose personal problems could
reasonably be judged to be preventing them from
performing their training- or professionally related
activities in a competent manner or posing a threat
to the students or others.

7.05 Mandatory Individual or
Group Therapy

(a) When individual or group therapy is a pro-
gram or course requirement, psychologists re-
sponsible for that program allow students in
undergraduate and graduate programs the option
of selecting such therapy from practitioners unaf-
filiated with the program. (See also Standard 7.02,
Descriptions of Education and Training Programs.)

(b) Faculty who are or are likely to be responsi-
ble for evaluating students’ academic perfor-
mance do not themselves provide that therapy.
(See also Standard 3.05, Multiple Relationships.)

7.06 Assessing Student and
Supervisee Performance

(a) In academic and supervisory relationships,
psychologists establish a timely and specific process
for providing feedback to students and supervisees.
Information regarding the process is provided to
the student at the beginning of supervision.

(b) Psychologists evaluate students and super-
visees on the basis of their actual performance on
relevant and established program requirements.

7.07 Sexual Relationships with Students
and Supervisees

Psychologists do not engage in sexual relationships
with students or supervisees who are in their de-
partment, agency, or training center or over whom
psychologists have or are likely to have evaluative
authority. (See also Standard 3.05, Multiple Rela-
tionships.)

8. Research and Publication

8.01 Institutional Approval

When institutional approval is required, psycholo-
gists provide accurate information about their re-
search proposals and obtain approval prior to
conducting the research. They conduct the research
in accordance with the approved research protocol.

8.02 Informed Consent to Research

(a) When obtaining informed consent as required
in Standard 3.10, Informed Consent, psychologists
inform participants about (1) the purpose of the
research, expected duration, and procedures; (2)
their right to decline to participate and to with-
draw from the research once participation has
begun; (3) the foreseeable consequences of declin-
ing or withdrawing; (4) reasonably foreseeable
factors that may be expected to influence their
willingness to participate such as potential risks,
discomfort, or adverse effects; (5) any prospective
research benefits; (6) limits of confidentiality;
(7) incentives for participation; and (8) whom to
contact for questions about the research and re-
search participants’ rights. They provide opportu-
nity for the prospective participants to ask
questions and receive answers. (See also Stan-
dards 8.03, Informed Consent for Recording
Voices and Images in Research; 8.05, Dispensing
With Informed Consent for Research; and 8.07,
Deception in Research.)

(b) Psychologists conducting intervention re-
search involving the use of experimental treat-
ments clarify to participants at the outset of the
research (1) the experimental nature of the treat-
ment; (2) the services that will or will not be
available to the control group(s) if appropriate;
(3) the means by which assignment to treatment
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and control groups will be made; (4) available
treatment alternatives if an individual does not
wish to participate in the research or wishes to
withdraw once a study has begun; and (5) com-
pensation for or monetary costs of participating
including, if appropriate, whether reimbursement
from the participant or a third-party payor will be
sought. (See also Standard 8.02a, Informed Con-
sent to Research.)

8.03 Informed Consent for Recording
Voices and Images in Research

Psychologists obtain informed consent from re-
search participants prior to recording their voices
or images for data collection unless (1) the re-
search consists solely of naturalistic observations
in public places, and it is not anticipated that the
recording will be used in a manner that could
cause personal identification or harm, or (2) the
research design includes deception, and consent
for the use of the recording is obtained during de-
briefing. (See also Standard 8.07, Deception in
Research.)

8.04 Client/Patient, Student, and
Subordinate Research Participants

(a) When psychologists conduct research with
clients/patients, students, or subordinates as par-
ticipants, psychologists take steps to protect the
prospective participants from adverse conse-
quences of declining or withdrawing from partici-
pation.

(b) When research participation is a course re-
quirement or an opportunity for extra credit, the
prospective participant is given the choice of eq-
uitable alternative activities.

8.05 Dispensing with Informed
Consent for Research

Psychologists may dispense with informed consent
only (1) where research would not reasonably
be assumed to create distress or harm and involves 
a) the study of normal educational practices,
curricula, or classroom management methods con-
ducted in educational settings; (b) only anony-
mous questionnaires, naturalistic observations, or

archival research for which disclosure of responses
would not place participants at risk of criminal or
civil liability or damage their financial standing,
employability, or reputation, and confidentiality is
protected; or (c) the study of factors related to
job or organization effectiveness conducted in
organizational settings for which there is no risk to
participants’ employability, and confidentiality is
protected or (2) where otherwise permitted by law
or federal or institutional regulations.

8.06 Offering Inducements for
Research Participation

(a) Psychologists make reasonable efforts to
avoid offering excessive or inappropriate finan-
cial or other inducements for research participa-
tion when such inducements are likely to coerce
participation.

(b) When offering professional services as an in-
ducement for research participation, psycholo-
gists clarify the nature of the services, as well as
the risks, obligations, and limitations. (See also
Standard 6.05, Barter With Clients/Patients.)

8.07 Deception in Research

(a) Psychologists do not conduct a study involv-
ing deception unless they have determined that
the use of deceptive techniques is justified by the
study’s significant prospective scientific, educa-
tional, or applied value and that effective nonde-
ceptive alternative procedures are not feasible.

(b) Psychologists do not deceive prospective par-
ticipants about research that is reasonably ex-
pected to cause physical pain or severe emotional
distress.

(c) Psychologists explain any deception that is an
integral feature of the design and conduct of an
experiment to participants as early as is feasible,
preferably at the conclusion of their participation,
but no later than at the conclusion of the data col-
lection, and permit participants to withdraw their
data. (See also Standard 8.08, Debriefing.)

8.08 Debriefing

(a) Psychologists provide a prompt opportunity
for participants to obtain appropriate information
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about the nature, results, and conclusions of the
research, and they take reasonable steps to cor-
rect any misconceptions that participants may
have of which the psychologists are aware.

(b) If scientific or humane values justify delaying
or withholding this information, psychologists take
reasonable measures to reduce the risk of harm.

(c) When psychologists become aware that re-
search procedures have harmed a participant,
they take reasonable steps to minimize the harm.

8.09 Humane Care and Use of
Animals in Research

(a) Psychologists acquire, care for, use, and dis-
pose of animals in compliance with current fed-
eral, state, and local laws and regulations, and
with professional standards.

(b) Psychologists trained in research methods and
experienced in the care of laboratory animals su-
pervise all procedures involving animals and are
responsible for ensuring appropriate consideration
of their comfort, health, and humane treatment.

(c) Psychologists ensure that all individuals
under their supervision who are using animals
have received instruction in research methods
and in the care, maintenance, and handling of the
species being used, to the extent appropriate to
their role. (See also Standard 2.05, Delegation of
Work to Others.)

(d) Psychologists make reasonable efforts to min-
imize the discomfort, infection, illness, and pain
of animal subjects.

(e) Psychologists use a procedure subjecting ani-
mals to pain, stress, or privation only when an al-
ternative procedure is unavailable and the goal is
justified by its prospective scientific, educational,
or applied value.

(f) Psychologists perform surgical procedures
under appropriate anesthesia and follow tech-
niques to avoid infection and minimize pain dur-
ing and after surgery.

(g) When it is appropriate that an animal’s life be
terminated, psychologists proceed rapidly, with
an effort to minimize pain and in accordance with
accepted procedures.

8.10 Reporting Research Results

(a) Psychologists do not fabricate data. (See also
Standard 5.01a, Avoidance of False or Deceptive
Statements.)

(b) If psychologists discover significant errors in
their published data, they take reasonable steps to
correct such errors in a correction, retraction, er-
ratum, or other appropriate publication means.

8.11 Plagiarism

Psychologists do not present portions of another’s
work or data as their own, even if the other work
or data source is cited occasionally.

8.12 Publication Credit

(a) Psychologists take responsibility and credit,
including authorship credit, only for work they
have actually performed or to which they have
substantially contributed. (See also Standard
8.12b, Publication Credit.)

(b) Principal authorship and other publication
credits accurately reflect the relative scientific or
professional contributions of the individuals in-
volved, regardless of their relative status. Mere
possession of an institutional position, such as de-
partment chair, does not justify authorship credit.
Minor contributions to the research or to the writ-
ing for publications are acknowledged appropri-
ately, such as in footnotes or in an introductory
statement.

(c) Except under exceptional circumstances, a stu-
dent is listed as principal author on any multiple-
authored article that is substantially based on the
student’s doctoral dissertation. Faculty advisors
discuss publication credit with students as early
as feasible and throughout the research and pub-
lication process as appropriate. (See also Standard
8.12b, Publication Credit.)

8.13 Duplicate Publication of Data

Psychologists do not publish, as original data,
data that have been previously published. This
does not preclude republishing data when they
are accompanied by proper acknowledgment.
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8.14 Sharing Research Data
for Verification

(a) After research results are published, psychol-
ogists do not withhold the data on which their
conclusions are based from other competent pro-
fessionals who seek to verify the substantive
claims through reanalysis and who intend to use
such data only for that purpose, provided that the
confidentiality of the participants can be pro-
tected and unless legal rights concerning propri-
etary data preclude their release. This does not
preclude psychologists from requiring that such
individuals or groups be responsible for costs as-
sociated with the provision of such information.

(b) Psychologists who request data from other
psychologists to verify the substantive claims
through reanalysis may use shared data only for
the declared purpose. Requesting psychologists
obtain prior written agreement for all other uses
of the data.

8.15 Reviewers

Psychologists who review material submitted for
presentation, publication, grant, or research pro-
posal review respect the confidentiality of and the
proprietary rights in such information of those
who submitted it.

9. Assessment

9.01 Bases for Assessments

(a) Psychologists base the opinions contained in
their recommendations, reports, and diagnostic or
evaluative statements, including forensic testi-
mony, on information and techniques sufficient to
substantiate their findings. (See also Standard 2.04,
Bases for Scientific and Professional Judgments.)

(b) Except as noted in 9.01c, psychologists pro-
vide opinions of the psychological characteristics
of individuals only after they have conducted an
examination of the individuals adequate to sup-
port their statements or conclusions. When, de-
spite reasonable efforts, such an examination is
not practical, psychologists document the efforts
they made and the result of those efforts, clarify
the probable impact of their limited information

on the reliability and validity of their opinions,
and appropriately limit the nature and extent of
their conclusions or recommendations. (See also
Standards 2.01, Boundaries of Competence, and
9.06, Interpreting Assessment Results.)

(c) When psychologists conduct a record review
or provide consultation or supervision and an in-
dividual examination is not warranted or neces-
sary for the opinion, psychologists explain this
and the sources of information on which they
based their conclusions and recommendations.

9.02 Use of Assessments

(a) Psychologists administer, adapt, score, inter-
pret, or use assessment techniques, interviews,
tests, or instruments in a manner and for pur-
poses that are appropriate in light of the research
on or evidence of the usefulness and proper appli-
cation of the techniques.

(b) Psychologists use assessment instruments
whose validity and reliability have been established
for use with members of the population tested.
When such validity or reliability has not been es-
tablished, psychologists describe the strengths and
limitations of test results and interpretation.

(c) Psychologists use assessment methods that are
appropriate to an individual’s language preference
and competence, unless the use of an alternative
language is relevant to the assessment issues.

9.03 Informed Consent in Assessments

(a) Psychologists obtain informed consent for as-
sessments, evaluations, or diagnostic services, as
described in Standard 3.10, Informed Consent, ex-
cept when (1) testing is mandated by law or gov-
ernmental regulations; (2) informed consent is
implied because testing is conducted as a routine
educational, institutional, or organizational activ-
ity (e.g., when participants voluntarily agree to as-
sessment when applying for a job); or (3) one
purpose of the testing is to evaluate decisional ca-
pacity. Informed consent includes an explanation
of the nature and purpose of the assessment, fees,
involvement of third parties, and limits of confi-
dentiality and sufficient opportunity for the client/
patient to ask questions and receive answers.
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(b) Psychologists inform persons with question-
able capacity to consent or for whom testing is
mandated by law or governmental regulations
about the nature and purpose of the proposed as-
sessment services, using language that is reason-
ably understandable to the person being assessed.

(c) Psychologists using the services of an inter-
preter obtain informed consent from the client/
patient to use that interpreter, ensure that confi-
dentiality of test results and test security are main-
tained, and include in their recommendations,
reports, and diagnostic or evaluative statements,
including forensic testimony, discussion of any
limitations on the data obtained. (See also Stan-
dards 2.05, Delegation of Work to Others; 4.01,
Maintaining Confidentiality; 9.01, Bases for As-
sessments; 9.06, Interpreting Assessment Results;
and 9.07, Assessment by Unqualified Persons.)

9.04 Release of Test Data

(a) The term test data refers to raw and scaled
scores, client/patient responses to test questions
or stimuli, and psychologists’ notes and recordings
concerning client/patient statements and behav-
ior during an examination. Those portions of test
materials that include client/patient responses are
included in the definition of test data. Pursuant to
a client/patient release, psychologists provide test
data to the client/patient or other persons identi-
fied in the release. Psychologists may refrain from
releasing test data to protect a client/patient or
others from substantial harm or misuse or mis-
representation of the data or the test, recognizing
that in many instances release of confidential in-
formation under these circumstances is regulated
by law. (See also Standard 9.11, Maintaining Test
Security.)

(b) In the absence of a client/patient release, psy-
chologists provide test data only as required by
law or court order.

9.05 Test Construction

Psychologists who develop tests and other assess-
ment techniques use appropriate psychome-tric
procedures and current scientific or professional
knowledge for test design, standardization, 

validation, reduction or elimination of bias, and
recommendations for use.

9.06 Interpreting Assessment Results

When interpreting assessment results, including
automated interpretations, psychologists take
into account the purpose of the assessment as
well as the various test factors, test-taking abili-
ties, and other characteristics of the person being
assessed, such as situational, personal, linguistic,
and cultural differences, that might affect psy-
chologists’ judgments or reduce the accuracy of
their interpretations. They indicate any signifi-
cant limitations of their interpretations. (See also
Standards 2.01b and c, Boundaries of Compe-
tence, and 3.01, Unfair Discrimination.)

9.07 Assessment by Unqualified Persons

Psychologists do not promote the use of psycho-
logical assessment techniques by unqualified per-
sons, except when such use is conducted for
training purposes with appropriate supervision.
(See also Standard 2.05, Delegation of Work to
Others.)

9.08 Obsolete Tests and Outdated
Test Results

(a) Psychologists do not base their assessment or
intervention decisions or recommendations on
data or test results that are outdated for the cur-
rent purpose.

(b) Psychologists do not base such decisions or
recommendations on tests and measures that are
obsolete and not useful for the current purpose.

9.09 Test Scoring and Interpretation
Services

(a) Psychologists who offer assessment or scoring
services to other professionals accurately describe
the purpose, norms, validity, reliability, and appli-
cations of the procedures and any special qualifi-
cations applicable to their use.

(b) Psychologists select scoring and interpreta-
tion services (including automated services) on
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the basis of evidence of the validity of the pro-
gram and procedures as well as on other appro-
priate considerations. (See also Standard 2.01b
and c, Boundaries of Competence.)

(c) Psychologists retain responsibility for the ap-
propriate application, interpretation, and use of
assessment instruments, whether they score and
interpret such tests themselves or use automated
or other services.

9.10 Explaining Assessment Results

Regardless of whether the scoring and interpreta-
tion are done by psychologists, by employees or
assistants, or by automated or other outside ser-
vices, psychologists take reasonable steps to en-
sure that explanations of results are given to the
individual or designated representative unless the
nature of the relationship precludes provision of
an explanation of results (such as in some organi-
zational consulting, preemployment or security
screenings, and forensic evaluations), and this
fact has been clearly explained to the person
being assessed in advance.

9.11 Maintaining Test Security

The term test materials refers to manuals, instru-
ments, protocols, and test questions or stimuli
and does not include test data as defined in Stan-
dard 9.04, Release of Test Data. Psychologists
make reasonable efforts to maintain the integrity
and security of test materials and other assess-
ment techniques consistent with law and con-
tractual obligations, and in a manner that permits
adherence to this Ethics Code.

10. Therapy

10.01 Informed Consent to Therapy

(a) When obtaining informed consent to therapy
as required in Standard 3.10, Informed Consent,
psychologists inform clients/patients as early as is
feasible in the therapeutic relationship about the
nature and anticipated course of therapy, fees, in-
volvement of third parties, and limits of confi-
dentiality and provide sufficient opportunity for
the client/patient to ask questions and receive

answers. (See also Standards 4.02, Discussing the
Limits of Confidentiality, and 6.04, Fees and Fi-
nancial Arrangements.)

(b) When obtaining informed consent for treat-
ment for which generally recognized techniques
and procedures have not been established, psy-
chologists inform their clients/patients of the de-
veloping nature of the treatment, the potential
risks involved, alternative treatments that may be
available, and the voluntary nature of their par-
ticipation. (See also Standards 2.01e, Boundaries
of Competence, and 3.10, Informed Consent.)

(c) When the therapist is a trainee and the legal
responsibility for the treatment provided resides
with the supervisor, the client/patient, as part of
the informed consent procedure, is informed that
the therapist is in training and is being supervised
and is given the name of the supervisor.

10.02 Therapy Involving Couples
or Families

(a) When psychologists agree to provide services
to several persons who have a relationship (such
as spouses, significant others, or parents and chil-
dren), they take reasonable steps to clarify at the
outset (1) which of the individuals are clients/pa-
tients and (2) the relationship the psychologist
will have with each person. This clarification in-
cludes the psychologist’s role and the probable
uses of the services provided or the information
obtained. (See also Standard 4.02, Discussing the
Limits of Confidentiality.)

(b) If it becomes apparent that psychologists may
be called on to perform potentially conflicting
roles (such as family therapist and then witness
for one party in divorce proceedings), psycholo-
gists take reasonable steps to clarify and modify,
or withdraw from, roles appropriately. (See also
Standard 3.05c, Multiple Relationships.)

10.03 Group Therapy

When psychologists provide services to several
persons in a group setting, they describe at the
outset the roles and responsibilities of all parties
and the limits of confidentiality.



530 Appendix

10.04 Providing Therapy to Those
Served by Others

In deciding whether to offer or provide services
to those already receiving mental health services
elsewhere, psychologists carefully consider the
treatment issues and the potential client’s/pa-
tient’s welfare. Psychologists discuss these issues
with the client/patient or another legally autho-
rized person on behalf of the client/patient in
order to minimize the risk of confusion and con-
flict, consult with the other service providers
when appropriate, and proceed with caution and
sensitivity to the therapeutic issues.

10.05 Sexual Intimacies with Current
Therapy Clients/Patients

Psychologists do not engage in sexual intimacies
with current therapy clients/patients.

10.06 Sexual Intimacies with Relatives
or Significant Others of Current Therapy
Clients/Patients

Psychologists do not engage in sexual intimacies
with individuals they know to be close relatives,
guardians, or significant others of current
clients/patients. Psychologists do not terminate
therapy to circumvent this standard.

10.07 Therapy with Former
Sexual Partners

Psychologists do not accept as therapy clients/pa-
tients persons with whom they have engaged in
sexual intimacies.

10.08 Sexual Intimacies with Former
Therapy Clients/Patients

(a) Psychologists do not engage in sexual intima-
cies with former clients/patients for at least two
years after cessation or termination of therapy.

(b) Psychologists do not engage in sexual intima-
cies with former clients/patients even after a

two-year interval except in the most unusual cir-
cumstances. Psychologists who engage in such
activity after the two years following cessation or
termination of therapy and of having no sexual
contact with the former client/patient bear the
burden of demonstrating that there has been no
exploitation, in light of all relevant factors, in-
cluding (1) the amount of time that has passed
since therapy terminated; (2) the nature, dura-
tion, and intensity of the therapy; (3) the circum-
stances of termination; (4) the client’s/patient’s
personal history; (5) the client’s/patient’s current
mental status; (6) the likelihood of adverse im-
pact on the client/patient; and (7) any statements
or actions made by the therapist during the
course of therapy suggesting or inviting the possi-
bility of a posttermination sexual or romantic
relationship with the client/patient. (See also
Standard 3.05, Multiple Relationships.)

10.09 Interruption of Therapy

When entering into employment or contractual
relationships, psychologists make reasonable ef-
forts to provide for orderly and appropriate reso-
lution of responsibility for client/patient care in
the event that the employment or contractual re-
lationship ends, with paramount consideration
given to the welfare of the client/patient. (See
also Standard 3.12, Interruption of Psychological
Services.)

10.10 Terminating Therapy

(a) Psychologists terminate therapy when it be-
comes reasonably clear that the client/patient no
longer needs the service, is not likely to benefit,
or is being harmed by continued service.

(b) Psychologists may terminate therapy when
threatened or otherwise endangered by the client/
patient or another person with whom the client/
patient has a relationship.

(c) Except where precluded by the actions of
clients/patients or third-party payors, prior to
termination psychologists provide pretermina-
tion counseling and suggest alternative service
providers as appropriate.
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History and Effective Date Footnote

This version of the APA Ethics Code was adopted
by the American Psychological Association’s Coun-
cil of Representatives during its meeting, August
21, 2002, and is effective beginning June 1, 2003.
Inquiries concerning the substance or interpreta-
tion of the APA Ethics Code should be addressed to
the Director, Office of Ethics, American Psycholog-
ical Association, 750 First Street, NE, Washington,
DC 20002-4242. The Ethics Code and information
regarding the Code can be found on the APA
web site, http://www.apa.org/ethics. The stan-
dards in this Ethics Code will be used to adjudicate
complaints brought concerning alleged conduct
occurring on or after the effective date. Com-
plaints regarding conduct occurring prior to the ef-
fective date will be adjudicated on the basis of the
version of the Ethics Code that was in effect at the
time the conduct occurred.
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