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This book is dedicated to the memory of Cindy Sanderson
and of Paul Meehl—two great clinical psychologists.

In addition, this book is dedicated to the memory of my
colleague Liz Peterson-Homer, a truly remarkable woman
whose life and work touched many.
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Welcome to the seventh edition of Clinical Psy-
chology! Clinical Psychology strives to present an
in-depth look at the field of clinical psychology,
and documents the many activities of clinical
psychologists. This book emphasizes empirically
supported assessment and treatment approaches,
as well as the influence of culture, gender, and
diversity in these approaches. This edition of the
text has been updated to reflect changes in the
field of clinical psychology and new empirical
evidence evaluating major approaches to pre-
vention, assessment, and treatment. Briefly, I
would like to highlight some of this edition’s
major features.

Clinical Psychology: Defining the Field

What features define clinical psychology, and
what aspects of clinical psychology make it a
unique specialty? Chapters 1-3 present defini-
tions of clinical psychology and its historical
roots, contrast clinical psychology with other
related fields, and discuss trends and issues (e.g.,
managed care, prescription privileges) that are
influencing the field. In addition, information
regarding various training models for clinical
psychologists are presented in order to provide a
better understanding of the diversity of training
within the field. Furthermore, important issues
related to multiculturalism and diversity are pre-
sented in Chapter 3. Finally, I discuss how a clin-
ical psychologist might provide culturally sensi-
tive mental health services throughout the book
but particularly in Chapters 3, 11, and 16.

Scientific Foundations of
Clinical Psychology

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

Clinical Assessment

What clinical assessment procedures are used in
the field, and what procedures have the most
empirical support? Chapters 5-10 provide an in-
depth look into major assessment approaches and
procedures used by clinical psychologists, includ-
ing diagnostic assessment, interviewing, intelli-
gence testing, personality assessment, behavioral
assessment, and clinical judgment. There are new
assessment approaches covered in this edition
(including the DSM-IV-TR and the WISC-IV), new
technological advances (Internet assessment and
virtual reality assessment in neuropsychology), as
well as a focus on the issue of incremental valid-
ity of psychological tests and procedures.

XV
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Interventions

What are the leading empirically supported
treatments (ESTs) that are used by clinical psy-
chologists? Chapters 11-15 present the major
intervention models and techniques. These
chapters also take a critical look at the efficacy
and utility of these approaches. These issues are
further addressed in Chapters 16-20 (which dis-
cuss specialties). New to this edition is more
extended coverage of a general model of change
(stages of change; Chapter 11), the relationship
between psychotherapy process and outcome
(Chapter 11), the therapeutic alliance (Chapter
12), process-experiential therapy (Chapter 13),
dialectical behavior therapy (Chapter 14), group
therapy for social phobia (Chapter 15), and the
efficacy of psychopharmacology (medications)
in children and youth (Chapter 20).

Specialties in Clinical Psychology

As in previous editions, five specialty areas are
discussed in this textbook: community psychol-
ogy, health psychology and behavioral medicine,
neuropsychology, forensic psychology, and pedi-
atric and child clinical psychology. I focused on
these specialties because of their growth potential
and interest to students and clinical psycholo-
gists in training. In this edition, some new mate-
rial is presented on diversity and ecological levels
of analysis (Chapter 16); on substance use and on
obesity (Chapter 17); on new developments in
neuropsychology (Chapter 18); on new legal stan-
dards concerning the definition of insanity, com-
petency to stand trial, forcible medication, and
on predicting violence (Chapter 19); and on the
efficacy of psychological and pharmacological
treatment of children and youth (Chapter 20).

Ethical Guidelines

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

Practitioner Profiles

New to this edition are three “practitioner” pro-
files. Drs. Khadivi (chapter 12), Reitz (chapter 14),
and Klein-Trull (chapter 20) provided descrip-
tions of their own backgrounds and activities, as
well as their thoughts on what they enjoy most
about their work and the biggest challenges they
face. These practitioner profiles appear in addi-
tion to profiles of other prominent clinical psy-
chologists. A total of 22 profiles appear in the 7th
edition of Clinical Psychology. Here is the com-
plete list of those profiled in this edition:

Judith Beck, Ph.D., Beck Institute of Cognitive
Therapy and Research

Yossef Ben-Porath, Ph.D., Kent State University

Simon Budman, Ph.D., Innovative Training
Systems

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

David DuBois, Ph.D., University of Illinois at
Chicago

John Exner, Ph.D., Rorschach Workshops

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

Leslie Greenberg, Ph.D., York University

Stephen Haynes, Ph.D., University of Hawaii

Elaine Heiby, Ph.D., University of Hawaii

Brick Johnstone, Ph.D., University of Missouri

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

Meg Klein-Trull, Ph.D., Columbia, Missouri

Richard McFall, Ph.D., Indiana University

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

Rhonda Reitz, Ph.D., Fulton State Hospital

Martin Seligman, Ph.D., University of
Pennsylvannia

Kenneth Sher, Ph.D., University of Missouri

Hans Strupp, Ph.D., Vanderbilt University

Samuel Turner, Ph.D., University of Maryland

Thomas Widiger, Ph.D., University of Kentucky

Lawrence Wrightsman, Ph.D., University of
Kansas

Resources for Student Success

A textbook needs to be engaging, clearly written,
and organized well so that students can readily
comprehend and retain the information pro-



vided. Toward this end, a number of features and
additional resources are included in this edition.
At the beginning of each chapter, Focus Questions
and an Chapter Outline appear; and each chapter
closes with a Chapter Summary, definitions of Key
Terms, and a list of Web Sites of Interest.

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

Finally, InfoTrac College Edition is available
(free of charge) to students who purchase this book.
InfoTrac College Edition is a fully searchable online
university library that contains complete articles
and images from over 700 scholarly and popular
publications. Such access can help students with
their independent research on topics relevant to
clinical psychology. Journals relevant to clinical
psychology include (among others): Behavioral
Medicine, Harvard Mental Health Letter, Annual
Review of Psychology, British Journal of Psychology,
and the Journal of Abnormal Child Psychology.

The Future of Clinical Psychology

I continue to believe that the future of clinical
psychology is bright, provided that clinical psy-
chologists continue to receive rigorous training in
research methods and in empirically supported
approaches to assessment and intervention. Fur-
ther, we must anticipate trends in the market-
place. One important trend is that doctoral level
clinical psychologists are less frequently called
upon to provide direct services (e.g., psychother-
apy). Managed care (and the associated lower-
reimbursement rate for doctoral-level clinicians)
has made direct service a less attractive option for
clinical psychologists. Further, the mental health
field is becoming saturated with service providers
from other disciplines. In most cases, these other
mental health professionals charge less for their
services. However, the rigorous research training
and the training in empirically supported assess-
ment and treatment that defines clinical psychol-
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ogy will be an advantage in such a scenario.
Increasingly, clinical psychologists will be asked
to oversee the training of direct service providers
and to evaluate the effectiveness of the interven-
tions that are implemented.
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4 | cHAPTER ONE

What Is Clinical Psychology?

What is a clinical psychologist? Although it seems
as though we are inundated with real and fic-
tional portrayals of clinical psychologists in the
media, the general public remains rather con-
fused about what psychologists do as well as their
educational backgrounds (J. Peterson, 1995). Per-
haps this should not be too surprising given that
clinical psychologists are a heterogeneous group
with respect to age, gender, theoretical allegiance,
and roles (Norcross, Karpiak, & Santoro, 2004).
After all these years, people still confuse clinical
psychologists with medical doctors. Some con-
tinue to believe that clinical psychology is syn-
onymous with psychoanalysis. Others see a bit
of the witch doctor in clinical psychologists, and
still others view them as somewhat peculiar. For-
tunately, there are many who regard them as
researchers, therapists, or members of prestigious
professional societies.

In an attempt to define and describe clinical
psychology, J. H. Resnick (1991) proposed the
following definition and description of clinical

psychology:

The field of clinical psychology involves
research, teaching, and services relevant to
the applications of principles, methods,
and procedures for understanding, predict-
ing, and alleviating intellectual, emotional,
biological, psychological, social and behav-
ioral maladjustment, disability and discom-
fort, applied to a wide range of client
populations (p. 7).

According to Resnick, the skill areas central
to the field of clinical psychology include assess-
ment and diagnosis, intervention or treatment,
consultation, research, and the application of
ethical and professional principles. Clinical psy-
chologists are distinguished by their expertise in
the areas of personality and psychopathology
and their integration of science, theory, and
practice.

A more recent definition of clinical psychol-
ogy appears on the Web page of the American
Psychological Association’s Division 12 (Society

of Clinical Psychology; www.apa.org/divisions/
div12):

The field of Clinical Psychology integrates
science, theory, and practice to understand
and alleviate maladjustment, disability, and
discomfort as well as to promote human
adaptation, adjustment, and personal devel-
opment. Clinical Psychology focuses on the
intellectual, emotional, biological, psycho-
logical, social, and behavioral aspects of
human functioning across the life span, in
varying cultures, and at all socioeconomic
levels.

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

Closely Related Mental
Health Professions

Before we examine the nature of clinical psy-
chology, let us briefly review some of the other
major professions in the mental health field.
Because most confusion lies in contrasting clini-
cal psychology with psychiatry and with coun-
seling psychology, we focus most of our discus-
sion on these fields. Following this review, we
can better present the characteristics that give
clinical psychology its unique identity.

Psychiatrists

The psychiatrist is a physician. Psychiatry is
rooted in the medical tradition and exists within
the framework of organized medicine. Thus, psy-
chiatrists are often accorded the power and sta-



tus of the medical profession, even though their
intellectual heritage comes from the nonmedical
contributions of Freud, Jung, Adler, and others.
Although the latter were physicians, they
stepped out of the medical tradition to develop a
psychoanalytic system of thought that had very
little to do with medicine. The psychiatric pro-
fession has vocally and effectively pushed for a
superior role in the mental health professional
hierarchy, and much of the profession’s argu-
ment has been based on its medical background.

Because of their medical training, psychia-
trists may function as physicians. They may pre-
scribe medication, treat physical ailments, and
give physical examinations. In addition to their
concentration on psychotherapy and psychiatric
diagnosis, psychiatrists make extensive use of a
variety of medications in treating their patients’
psychological difficulties. Furthermore, their
medical training makes them potentially better
able to recognize medical problems that may be
contributing to the patient’s psychological dis-
tress. However, as Box 1-1 suggests, even these
traditional lines that have served to distinguish
psychiatrists from clinical psychologists may
become more blurred in the future.

Following completion of the medical degree
and the general medical internship required of
all physicians, the typical psychiatrist-to-be
receives psychiatric training during a 4-year resi-
dency. This apprenticeship period involves
supervised work with patients in an outpatient
or hospital setting, accompanied by seminars,
reading, discussion, and related activities. The
amount of formal psychiatric coursework varies,
but the core training experience is the treatment
of patients under the supervision of a more expe-
rienced psychiatrist.

The following description of a psychiatrist
appears on the Web page of the American Psy-
chiatric Association (www.psych.org):

A psychiatrist is a physician who specializes
in the diagnosis, treatment, and prevention
of mental illnesses and substance use disor-
ders . . . [The] extensive medical training
[required for psychiatry] enables the psychia-
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trist to understand the body’s functions and
the complex relationship between emotional
illness and other medical illnesses. The psy-
chiatrist is thus the mental health profes-
sional and physician best qualified to distin-
guish between physical and psychological
causes of both mental and physical distress.

In contrast to psychiatrists, clinical psychol-
ogists typically receive little training in medicine
and more extensive training in the psychological
principles governing human behavior, in formal
assessment of psychological functioning, and in
scientific research methods.

Psychiatry no longer enjoys the prestige and
popularity it once did. The proportion of medical
school graduates who choose psychiatric residen-
cies has generally declined since 1970 (Sierles &
Taylor, 1995). In 1994, only 3.4% of U.S. medical
school graduates chose psychiatry, the lowest
percentage since 1929 (Sierles & Taylor, 1995).
Reasons offered for this decline include psychia-
try’s recent emphasis on biological approaches
(thus making the field more conventional and
similar to other medical specialties), the eco-
nomic impact of managed care on psychiatric
practice, and the increased competition from
other mental health specialties, such as clinical
psychology (Sierles & Taylor, 1995).

As for practicing psychiatrists, one survey
highlighted several demographic trends (Zarin et
al., 1998). First, a higher percentage of psychia-
trists are now women (25% in 1996 vs. 14.5% in
1982). In addition, recent years have seen a
higher proportion of psychiatrists representing
minority ethnic groups. Finally, the mean num-
ber of hours worked per week by practicing psy-
chiatrists has been on the decrease.

Counseling Psychologists

The activities of counseling psychologists overlap
with those of clinical psychologists. Tradition-
ally, counseling psychologists work with normal
or moderately maladjusted individuals. Their
work may involve group counseling or counsel-
ing with individuals. Their principal method of
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BOX 1-1

But Is It the Right Prescription for Clinical Psychology?

Since the early 1990’s, a number of clinical
psychologists expressed the hope that they
may eventually be accorded the same privilege
of writing prescriptions that psychiatrists have
long enjoyed. In particular, they want to pre-
scribe psychotropic medications that affect
mental activity, mood, or behavior. But others
have urged caution here. They suggest that
the reason clinical psychology has flourished

is that it is different from psychiatry.

Clinical psychologists have developed
unique skills in psychological assessment. They
have built a profession on a solid scientific
basis. To imitate psychiatry by an ill-advised
attempt to write prescriptions might destroy
clinical psychology’s very uniqueness, they say.

Clinical psychologists frequently stress to
troubled clients their autonomy and the neces-
sity that they, as clients, collaborate with the
therapist in the change process. In contrast,
psychiatrists often come from an authoritarian
tradition. The doctor is an expert who tells
patients what is wrong with them and then
may prescribe medication to make life better.
Traditionally, clinical psychologists have been
committed to the power of words (“the talk-
ing cure”) and to the process of thought and
social learning. They do not subscribe to the
credo of “better living through chemistry”
when applied to psychological problems.
Although few clinical psychologists would
argue that medication is never necessary,

many would argue that, ultimately, most clients
must learn to come to grips psychologically
with their problems in living. The bottom line
seems to be that at present, the field is con-
flicted about the value of prescription privi-
leges. We'll have a lot more to say about this
debate in Chapter 3.

Despite the field’s ambivalence, the Ameri-
can Psychological Association did officially
endorse this pursuit in 1995 (Martin, 1995).
This decision has important implications for
research, training, and practice. For example,
major changes in graduate training would be
required to prepare clinical psychologists for
this new role.

In one survey, Riley, Elliott, and Thomas
(1992) reported that a majority (75%) of train-
ing directors indicated that their programs
would have to be lengthened by at least 1 year
should prescription privileges be granted to
psychologists, and 21.3% reported that their
programs would have to be completely
revamped. However, it currently appears that
the specialization required to earn the right to
prescribe will occur at the postdoctoral level
(after the Ph.D. or Psy.D. is granted). Most
agree that this decision by the APA to pursue
prescription privileges will have a lasting
impact on the direction of the field. Whether
it is a positive or negative effect remains to
be seen.

assessment is usually the interview, but counsel-
ing psychologists also do testing (e.g., assessment
of abilities, personality, interests, and vocational
aptitude). Historically, they have done a great
deal of educational and occupational counseling.
More recently, many counseling psychologists

have begun to employ cognitive-behavioral tech-
niques and even biofeedback.

Traditionally, the most frequent employment
areas for counseling psychologists have been edu-
cational settings, especially colleges and univer-
sities. However, counseling psychologists (like



clinical psychologists) also work in hospitals,
rehabilitation centers, mental health clinics, and
industry. A good example of the kind of work
conducted by counseling psychologists within
educational settings is suggested in the heading
that appeared above an article in a campus news-
paper several years ago: “Counseling Center
Responds to Married Students’ Needs.” The arti-
cle went on to describe group counseling ses-
sions designed to help students who are parents
deal with the special problems that marriage and
children create for them in pursuing their aca-
demic goals.

In general, counseling psychologists see
themselves in the following activities: (a) pre-
ventive treatment, (b) consultation, (c) develop-
ment of outreach programs, (d) vocational coun-
seling, and (e) short-term counseling/therapy of
from one to fifteen sessions. However, younger
counselors seem more and more to view them-
selves as engaged in activities, such as psy-
chotherapy, that are traditionally in the clinical
province. Today, they are frequently less inter-
ested in vocational or career counseling and
more interested in private practice.

Although there are a number of similarities
between counseling and clinical psychology,
there are several distinguishing features as well
(Norcross, Sayette, & Mayne, 2002). The field of
clinical psychology is much larger in terms of
the number of doctoral-level professionals as
well as the number of accredited doctoral train-
ing programs. There are approximately three
times as many accredited doctoral programs,
producing four times as many graduates, in clin-
ical psychology as in counseling psychology. In
contrast to the majority of clinical psychology
programs, counseling programs are less fre-
quently housed in psychology departments.
Finally, counseling psychologists are more likely
to provide services for mildly disturbed or mal-
adjusted clients and are more likely to specialize
in career or vocational assessment. Results from
a recent survey (Norcross, Sayette, Mayne, Karg,
& Turkson, 1998) indicate several further dis-
tinctions between doctoral programs in clinical
and counseling psychology.
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m  About twice as many people apply to clinical
programs, although acceptance rates are sim-
ilar.

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

m  Counseling programs accept a higher per-
centage of ethnic minority students and stu-
dents with a master’s degree.

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

m  Research focusing on psychological disorders
and clinical health psychology is more com-
mon among clinical faculty at doctoral pro-
grams.

There are more than 70 doctoral training pro-
grams in counseling psychology accredited by
the American Psychological Association (APA). It
is estimated that more than 500 doctoral degrees
in counseling psychology are granted annually
(Norcross et al., 2002).

Other Mental Health Professionals

Psychiatric Social Workers. The professional
activities of psychiatric social workers often seem
similar to those of psychiatrists and clinical psy-
chologists.

Many psychiatric social workers conduct psy-
chotherapy on an individual or group basis and
contribute to the diagnostic process as well.

In years past, social workers tended to deal
with the social forces and external agents that
were contributing to the patient’s difficulties.
The social worker would take the case history,
interview employers and relatives, make arrange-
ments for vocational placement, or counsel par-
ents; the psychiatrist conducted psychotherapy
with patients; and the clinical psychologist
tested them. However, these professional roles
have blurred over the years.

Perhaps it was the close association with psy-
chiatrists and psychologists that led many social
workers to focus less on social or environmental
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factors and to become, like their colleagues, pre-
occupied with internal, psychological factors.
Now, though, it appears that many social workers
are moving away from psychoanalytic influences
and returning to their earlier focus on the famil-
ial and social determinants of psychopathology.

The social work profession has been a leader
in the use of supervised fieldwork as a learning
device for students. Fieldwork placement is part
of the program for the master’s degree (usually
the terminal degree for social workers), which
typically requires 2 years. Compared to the train-
ing of clinical psychologists and psychiatrists,
social work training is rather brief. As a result,
the responsibilities of the social worker are gen-
erally not as great as those of the psychiatrist or
clinical psychologist. Characteristic of social
workers is their intense involvement with the
everyday lives and stresses of their patients. They
are more likely to visit the home, the factory, or
the street—the places where their patients spend
the bulk of their lives. Their role tends to be
active, and they are less concerned with the
abstract, theoretical generalizations that can be
drawn from a particular case than they are with
the practical matters of living.

Many psychiatric social workers are em-
ployed by public agencies of one sort or another.
Some find their way into private practice, where
their work in individual or family therapy is
often indistinguishable from that of psychiatrists
or clinical psychologists. Other social workers
function as part of the mental health team (psy-
chiatrist, clinical psychologist, and psychiatric
social worker) in hospitals, social service agen-
cies, or mental health clinics.

Currently, the field of social work appears to
be growing tremendously. It is estimated that
social workers now provide more than half of all
the nation’s mental health services, and social
workers are likely to gain an even greater foothold
in the mental health market in the future because
they are a low-cost alternative to psychiatrists
and psychologists (Clay, 1998). Enrollment in
social work programs continues to increase, and
the number of social workers is predicted to rise
by 34% by the year 2005 (Clay, 1998).

School Psychologists. School psychologists work
with educators and others to promote the intel-
lectual, social, and emotional growth of school-
age children. Toward this end, they may help to
plan the learning environment. For example,
they may generate programs to assist the devel-
opment of children with special intellectual,
emotional, or social needs. Often, they evaluate
such children and recommend special programs,
treatment, or placement if necessary. They also
consult with teachers and school officials on
issues of school policy or classroom manage-
ment. Their work settings range from schools,
nurseries, and day-care centers to hospitals, clin-
ics, and even penal institutions. A few are in pri-
vate practice. There are more than 50 APA-
accredited programs in school psychology, and it
is estimated that fewer than 100 doctoral degrees
in school psychology are awarded each year
(Norcross, Sayette, & Mayne, 1998).

Rehabilitation Psychologists. In both research
and practice, the focus of rehabilitation psycholo-
gists is on people who are physically or cognitively
disabled. The disability may result from a birth
defect or later illness or injury. Rehabilitation psy-
chologists help individuals adjust to their disabil-
ities and the physical, psychological, social, and
environmental barriers that often accompany
them. Their most frequent places of employment
are in rehabilitation institutes and hospitals.

Health Psychologists. The field of health psy-
chology has emerged in recent years and is grow-
ing rapidly (Brannon & Feist, 2004). Health psy-
chologists are those who, through their research
or practice, contribute to the promotion and
maintenance of good health. They are also
involved in the prevention and treatment of ill-
ness. They may design, execute, and study pro-
grams to help people stop smoking, manage
stress, lose weight, or stay fit. Because this is an
emerging field, those in it come from a variety of
backgrounds, including clinical psychology,
counseling psychology, social psychology, and
others. Many health psychologists are employed
in medical centers, but increasingly, they are



serving as consultants to business and industry—
in any organization that recognizes the impor-
tance of keeping its employees or members well.
As we will discuss in Chapter 3, this specialty is
likely to profit most from the sweeping changes
in health care. We will discuss health psychology
in greater detail in Chapter 17.

Psychiatric Nurses. In recent years, the roles of
other mental health personnel have been expand-
ing. We have long been aware of the role of psy-
chiatric nurses. Because they spend many hours
in close contact with patients, they are not only in
a position to provide information about patients’
hospital adjustment, but they can also play a cru-
cial and sensitive role in fostering an appropriate
therapeutic environment. Working in close col-
laboration with the psychiatrist or the clinical
psychologist, they (along with those they super-
vise—attendants, nurse’s aides, volunteers, etc.)
implement therapeutic recommendations.

Others. Most well-staffed hospitals employ a
variety of other therapeutic personnel, including
occupational therapists, recreational therapists,
art therapists, and so on. By virtue of their train-
ing and experience, these people can play a vital
adjunctive role in enhancing the adjustment pat-
terns of patients. They can teach skills that will
help patients in a variety of nonhospital settings.
They can help make hospitalization a more tol-
erable experience, and they can provide outlets
that increase the therapeutic value of institu-
tions. Whether their role is to help put patients
in touch with their feelings via art, music, gar-
dening, or dancing or to enhance patients’ per-
sonal and social skills, the contributions of such
therapeutic personnel are significant.

People who are trained to assist professional
mental health workers are called paraprofession-
als, and their role has expanded greatly in recent
years. Volunteers are often provided short train-
ing sessions and then become the most visible
personnel in crisis centers (both walk-in and
telephone). Certain paraprofessional activities
have become accepted practice. Research indi-
cates strongly that the efforts of paraprofession-
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als can effectively supplement the work of pro-
fessionals (Christensen & Jacobson, 1994). We
will discuss this issue extensively in Chapter 16.

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

The Clinical Psychologist

Trying to define clinical psychology in terms of
the problems with which clinicians deal is hope-
less. The number and kinds of problems are so ex-
tensive as to boggle the mind: depression, anxiety,
psychosis, personality disorders, mental retarda-
tion, addictions, learning disabilities, juvenile
delinquency, vocational problems, and sexual
difficulties, to name but a few. Further, this list
does not cover those individuals who seek out
psychotherapy not because of current dysfunc-
tional symptoms but as a way to better under-
stand themselves.

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

Activities of Clinical Psychologists

Much of our information about clinical activities
comes from a series of studies conducted between
1973 and 1995. Each study involved a random
sample of members of Division 12 (Division of
Clinical Psychology) of the American Psycholog-
ical Association (APA). Garfield and Kurtz (1976)
examined more than 800 questionnaires col-
lected in 1973; Norcross and Prochaska (1982)
studied nearly 500 returns gathered in 1981;
Norcross, Prochaska, and Gallagher (1989b) were
able to analyze 579 questionnaires from 1986;
Norcross, Karg, and Prochaska (1997a, 1997b)
surveyed 546 clinical psychologists in 1994-1995;
and finally, Norcross et al. (2004) surveyed 694
clinical psychologists in 2003. The results of
these five surveys are presented in Table 1-1 and
Table 1-2.
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l TABLE 1-1 Clinicians Activities

Percentage involved in

Mean percentage of time

Activity 1995 2003 1973 1981 1986 1995 2003
Psychotherapy 84 80 31 35 35 37 34
Diagnosis/Assessment 74 64 10 13 16 15 15
Teaching 50 49 14 12 14 09 10
Clinical Supervision 62 50 08 08 11 07 06
Research/Writing 47 51 07 08 15 10 14
Consultation 54 47 052 07 11 07 07
Administration 52 53 13 13 16 11 13

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

Source: Adapted from Norcross, Karpiak, and Santoro (2004). Clinical psychologists in the 2000s: A national study.

Manuscript under review.

From Table 1-1, it is apparent that psy-
chotherapy of one sort or another is the most
frequently engaged in activity and occupies the
most time, as it has in all the cited surveys from
1973 to 2003. Diagnosis and assessment also
continue as major activities. Research activity
has grown over the years (to around 14% of the
2003 respondents’ time), which is a bit surpris-
ing in light of the fact that 39% of the 2003
sample was employed full time in private prac-
tice. Still, it is important to note that some clin-
ical psychologists never publish a research paper
and that only 10-15% of all clinicians produce
40-50% of all the work published by clinical
psychologists (Norcross et al., 1989b, 1997b).
Teaching is another relatively common activity
among clinical psychologists. Unfortunately, the
time devoted to administration remains signifi-
cant, perhaps reflecting the bureaucracy that is
so prevalent in modern society. Let us now take
a closer look at the six activities represented in
Table 1-1.

Therapy/Intervention. It is clear from Table 1-1
that therapy is the activity that most frequently
engages the typical clinician’s efforts and to
which the most time is devoted. The layperson

often has an image of the therapy situation as
one in which the client lies on a couch while the
therapist, bearded and mysterious, sits behind
with notepad and furrowed brow. Actually, ther-
apy comes in many different sizes and shapes. A
few therapists still use a couch, but more often,
the client sits face-to-face across from the thera-
pist. In most cases, therapy involves a one-to-
one relationship, but today, couple’s therapy,
family therapy, and group therapy are also very
common. For example, a group of six or eight
clients, all having trouble with alcohol use, may
meet together with a therapist to work on their
problems. Finally, sizable proportions of thera-
pists are women, not men.

In some instances, therapy involves mainly a
search for insight into the origins of one’s prob-
lems or the purposes served by one’s undesirable
behavior. In other cases, therapy consists pri-
marily of a relationship between client and ther-
apist designed to produce an atmosphere of trust
that will help dissolve the client’s debilitating
defenses. Other forms of therapy are cognitive-
behavioral in the sense that the client learns new
and more satisfying ways of thinking and behav-
ing. Sometimes the goals of therapy are sweeping
and involve major changes in behavior. Other



times patients desire help only with a trouble-
some fear that prevents them from achieving
certain goals. Therapy varies, then, along many
different dimensions.

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

m A child who is failing the fourth grade is
administered an intelligence test. Is there an
intellectual deficit?

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

m [t has been decided that a client will profit
from therapy. But what form of therapy will
be most suitable?

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

Common to all these examples is the effort
to better understand the individual so that a
more informed decision can be made or the most
desirable course of action selected. Assessment,
whether through observation, testing, or inter-
viewing, is a way of gathering information so
that an important question can be answered or
so that a problem can be solved. These questions
or problems are virtually infinite in variety, as
the foregoing examples suggest. Assessment has
long been a critical part of the clinical psycholo-
gist’s role. Indeed, for many years, assessment,
especially testing, was the chief element in the
clinician’s professional identity.

Teaching. Clinical psychologists who have full-
or part-time academic appointments obviously
devote a considerable amount of time to teach-
ing. Those whose responsibilities are primarily in
the area of graduate education teach courses in
advanced psychopathology, psychological test-
ing, interviewing, intervention, personality the-
ory, experimental psychopathology, and so on.
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Some of them may also teach undergraduate
courses such as introductory psychology, person-
ality, abnormal psychology, introduction to clin-
ical psychology, psychological testing, and oth-
ers. Even clinicians whose primary appointments
are in clinics or hospitals or who operate a pri-
vate practice sometimes teach evening courses at
a nearby college or university or may even have
part-time appointments in graduate programs.

Much of this teaching is of the familiar class-
room-lecture type. But a considerable amount of
teaching is also done on a one-to-one, supervi-
sory basis. Clinical psychologists in clinical set-
tings may also teach informal classes or do orien-
tation work with other mental health personnel,
such as nurses, aides, social workers, occupa-
tional therapists, and so on. In some cases, the
clinician may go out into the community and
lead workshops on various topics for police offi-
cers, volunteers, ministers, probation officers,
and others.

Clinical Supervision. This activity is really
another form of teaching. However, it typically
involves more one-to-one teaching, small group
approaches, and other less formal, nonclassroom
varieties of instruction. Whether in university,
internship, or general clinical settings, clinical
psychologists often spend significant portions of
their time supervising students, interns, and oth-
ers. Becoming skilled in the intricacies of therapy
and assessment techniques requires more than
just reading textbooks. It also involves seeing
clients and then discussing their cases with a
more experienced supervisor. In short, one
learns by doing but under the controlled and
secure conditions of a trainee-supervisor rela-
tionship. This kind of “practicum” teaching and
supervision can occur both in university and
internship settings and in postdoctoral programs
as well.

Research. Clinical psychology has grown out of
an academic research tradition. As a result, when
clinical training programs were first established
after World War II, the scientist-practitioner
model was adopted. This meant that, in contrast
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to other mental health workers such as psychia-
trists or social workers, all clinicians were to be
trained as scientists and as practitioners. Al-
though this research emphasis may not be so
prominent in some training programs as it once
was, the fact remains that clinical psychologists
are in a unique position both to evaluate research
conducted by others and to conduct their own
research. By virtue of their training in research,
their extensive experience with people in dis-
tress, and their knowledge of both therapy and
assessment, clinical psychologists have the abil-
ity to consume and to produce new knowledge.

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

Consultation. In consultation and in teaching,
the goal is to increase the effectiveness of those
to whom one’s efforts are directed by imparting
to them some degree of expertise. Consultation
takes innumerable forms in many different set-
tings. For example, one might consult with a col-
league who is having difficulty with a therapy
case. Such consultation might be a one-shot
affair with someone who simply needs help with
one specific case. In other instances, however, a
clinician might be retained on a relatively per-
manent basis to provide the staff of an agency
with help. Perhaps, for example, our consulting
clinician is an expert on the problems of indi-
viduals addicted to drugs. By working with the
staff, the consultant can increase the effective-
ness of the entire agency. Consultation could
come in the form of case-by-case advice, or the
consultant might be asked to discuss general
problems associated with drug addiction. Fur-
ther, more police departments have begun using
clinical psychologists as consultants in hostage
negotiations. Finally, a growing number of clini-

cal psychologists serve as consultants to physi-
cians who deliver primary care services (Haley et
al., 1998; Pace, Chaney, Mullins, & Olson, 1995).

Consultation can run the gamut from clini-
cal cases to matters of business, personnel, and
profit. It can deal with individuals or entire
organizations. Sometimes it is remedial; other
times it is oriented toward prevention. Consult-
ing, regardless of the setting in which it occurs or
the particular purpose it has, is a significant
activity of many clinical psychologists today.
We will discuss consultation in more detail in
Chapter 16.

Administration. It has been said half jokingly
that no one in clinical psychology enjoys admin-
istrative work except masochists or those with
obsessive-compulsive personalities. Neverthe-
less, nearly every clinical psychologist spends
time on administrative tasks. For example, client
records must be maintained, those infernal effort
reports must be filled out each month, and
research projects must be cleared by committees
set up to safeguard the rights of human subjects.
Clinical psychologists who work for agencies or
institutions will likely serve on several commit-
tees: personnel, research, patient rights, or even
the committee to select films for the patients’
Friday night movies.

Some really hardy souls become full-time
administrators. They do so for many reasons.
Sometimes they are drafted by colleagues who
regard them as skillful in human relations. Oth-
ers may grow a bit weary of therapy or assess-
ment and want a change. Or maybe they have
the fantasy that administration is the route to
power and wealth. In any event, good adminis-
trators are the ones who keep their organization
running smoothly and efficiently. Being sensi-
tive to the needs and problems of people in the
organization and having the patience to some-
times suffer in silence are useful attributes of the
good administrator. The ability to communicate
well with those under supervision is also impor-
tant, as is a knack for selecting the right people
for the right jobs.
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FIGURE 1-1 Sample table of contents from the Journal of Consulting
and Clinical Psychology.
Copyright 2004 by the American Psychological Association. Reprinted by permission.
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l TABLE 1-2 Employment Settings of Clinical Psychologists

1973 1981 1986 1995 2003
Employment Site % % % % %
Psychiatric Hospital 08 08 09 05 04
General Hospital 06 08 05 04 03
Outpatient Clinic 05 05 04 04 04
Community Mental Health Ctr 08 06 05 04 02
Medical School 08 07 07 09 08
Private Practice 23 31 35 40 39
University, Psychology 22 17 17 15 18
University, Other 07 05 04 04 04
VA Medical Center - - - 03 03
None 01 01 04 01 00
Other? 01 12 10 11 15

aThis category includes professional schools, correctional facilities, managed care organizations, nursing homes, child
and family services, rehabilitation centers, school systems, psychoanalytic institutes, and health maintenance organiza-

tions, and so on.

Source: Adapted from Norcross, Karpiak, and Santoro (2004). Clinical psychologists in the 2000s: A national study.

Manuscript under review.

It would be difficult to list all the sorts of
administrative posts held by clinical psycholo-
gists. However, here are a few examples: head of
a university psychology department, director of
a Veterans Administration clinic, vice president
of a consulting firm, director of the clinical train-
ing program, director of the psychological clinic
in a university psychology department, chief
psychologist in a state hospital, and director of a
regional crisis center.

Employment Sites

Where are clinical psychologists employed? Data
from the previously noted surveys will again
help answer this question. The results pertaining
to work settings from the 1973 survey (Garfield
& Kurtz, 1976) and the 1981, 1986, 1995, and
2003 surveys (Norcross & Prochaska, 1982 ; Nor-
cross, Prochaska, & Gallagher, 1989a; Norcross et
al., 1997a, Norcross et al., 2004, respectively) are
shown in Table 1-2. It is evident that private

practice has grown steadily over the years and is
now clearly the most frequent employment set-
ting for clinical psychologists. University set-
tings are the second most common employment
sites, with medical schools a distant third.
Although not shown in Table 1-2, the data from
Norcross et al. (1997b) indicate that of those
clinical psychologists whose primary job is that
of a full-time university professor, 59% are
engaged in some part-time form of private prac-
tice or supervision. From Tables 1-1 and 1-2, the
diversity of both activities and work settings is
very obvious. This is also evident in the increase
over time in the numbers in the “Other” cate-
gory in Table 1-2. This diversity is illustrated in
the background and activities of the hypotheti-
cal clinician described in the next section.

A Week in the Life of Dr. Karen C.

Karen C. began her undergraduate career in jour-
nalism. However, following a course in general



psychology, she decided to switch to psychology.
After fulfilling the usual requirements for a psy-
chology major (courses in psychobiology, statis-
tics, cognitive psychology, history and systems,
personality, social psychology, etc.), she applied
to 11 graduate schools. With a strong grade
point average and an equally strong set of scores
on the Graduate Record Examination, she was
accepted by four schools. She chose a large mid-
western state university and later did her intern-
ship at a local state hospital.

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

Monday, Wednesday, Friday

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

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

10:00-10:30 A.M. Psychotherapy. This patient,
Sam F, is 19 years old. He has history of arrests
for shoplifting, truancy, and public intoxication.
His intellectual potential is limited, and his
learning history is quite deprived. The therapy
employed might be described as behavioral in
character. The focus is on enhancing Sam E’s
repertoire of social skills and decreasing the fre-
quency of his maladaptive behaviors.

10:30 A.M.-12:00 noon. This period is reserved
for psychological testing, both for Dr. C.’s
patients and for the patients of other therapists.
Typically, intelligence tests, projective tests, and
self-report tests are employed. Occasionally, neu-
ropsychological assessment is also done.
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1:00-2:00 p.Mm. Clinical supervision. The local
university places several interns with Dr. C.’s
agency. This period is devoted to supervising
their psychotherapy and their diagnostic efforts.
The supervision of two M.A.-level psychologists
employed by the agency is also included here.

2:00-3:00 p.M. Psychotherapy. Bob S. is a univer-
sity student. His major difficulty might be
termed alienation. Dr. C. has tried a variety of
therapeutic techniques, but nothing has seemed
to work. Although the patient has been able to
continue with his classes so far, the prospects of
hospitalization seem to be increasing.

3:00—4:30 r.M. Group psychotherapy. This period
is devoted to the treatment of a group of six male
alcoholics with heterogeneous backgrounds. The
treatment approach is largely supportive.

4:30-5:00 p.M. This time is typically devoted to
report writing, administrative details, and so on.

Tuesday, Thursday

8:00-10:00 a.M. Dr. C. is engaged in a research
project to determine whether certain psycholog-
ical test responses (e.g., from the MMPI-2) can be
used to predict responsiveness to various forms
of therapy. Dr. C. is using cases from her own
agency along with cases from four other local
clinics and institutions.

10:00 A.M.-12:00 noon. Psychological testing.

1:00-3:00 p.M. Dr. C. is a consultant to the local
school system. She serves four schools and meets
with teachers to discuss their handling of spe-
cific problem children. She provides consulta-
tion for the school psychologist as well.
3:00-5:00 r.M. Dr. C. is advising a local institu-
tion for the mentally retarded on the establish-
ment of a token economy. The goal is to upgrade
the self-care habits of a group of children and
young adults who are moderately retarded in the
institution. It is hoped that the project can serve
as a prototype demonstration for use throughout
the institution.

7:00-8:30 pM. Two evenings a week, Dr. C.
teaches a course in abnormal psychology at the
local university. It is a fully accredited course
that enrolls both full- and part-time students.
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l TABLE 1-3 Wednesday at the University with Professor L.

8:30-9:00 A.M.
9:00-10:00 A.Mm.
10:00-11:30 A.M.

11:30 AM.~12:30 .M. Jog at the track

Proofread test for class in Introduction to Clinical Psychology
Research meeting with two graduate students

Teaching: Clinical practicum supervision

12:30-1:00 pP.m. Brown-bag lunch in the office (read journal articles)

1:00-2:00 p.m. Office hour for undergraduate students

2:00-2:30 p.m. Check the mail and e-mail

2:30-4:00 p.m. Attend meeting of the campus committee on computer use

4:00-5:00 p.m. Work on a revision of a manuscript submitted earlier to a journal

7:00-9:00 p.m. Teaching: Seminar on empirically supported psychological treatments
9:30-11:00 p.M. Rest and relaxation

Saturday As for primary theoretical orientation, 29% of

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

In contrast to Dr. C., a clinical psychologist
who teaches at a major university might have a
quite different schedule. Table 1-3 offers a glimpse
of one such day for a new assistant professor.

Some Demographic Notes

Several demographic characteristics have been
noted by Norcross et al. (2004). First, in this sur-
vey of 694 randomly selected clinical psycholo-
gists from the APA Division 12 (Clinical Psychol-
ogy) roster, roughly 34% were women. Only 7%
of clinicians were members of racial minorities.
Although these numbers seem low, they are
roughly comparable to those published by the
APA Office of Demographic, Employment, and
Educational Research (ODEER), suggesting the
Norcross et al.’s sample was representative of
Division 12 members.

the sample described themselves as eclectic/inte-
grative, 28% as cognitive, 15% as psychody-
namic, and 10% as behavioral. Table 1-4 presents
the theoretical orientations of clinical psycholo-
gists in the Norcross et al. (2004) survey as well
as those identified in four other surveys dating
back to 1960. As can be seen, the percentage of
clinicians adhering to a psychodynamic orienta-
tion has declined over the years, whereas the cor-
responding percentage for a cognitive orienta-
tion has increased dramatically. The popularity
of the eclectic orientation has been strong for
some time.

Finally, although hardly a demographic fea-
ture, it is reassuring to note that of all the clini-
cal psychologists sampled, only 12% expressed
any dissatisfaction with their choice of clinical
psychology as a career (Norcross et al., 2004).

Research and the Scientific Tradition

Although clinical psychology is dedicated to the
improvement of human welfare, it springs from
a research tradition that emphasizes the quest
for knowledge. This research tradition does not
imply that every clinician should be heavily
engaged in research or other scholarly pursuits.
What it does suggest is that training in clinical
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. TABLE 1-4 Theoretical Orientations of Clinical Psychologists

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

aHumanistic includes existential and Gestalt.

bPsychodynamic includes psychoanalytic and psychodynamic. The corresponding 1960 and 1973 figures are for

psychoanalysis and Neo-Freudian.

Source: Adapted from Norcross, Karpiak, and Santoro (2004). Clinical psychologists in the 2000s: A national study.

Manuscript under review.

psychology that incorporates courses and experi-
ence in research and statistical methods gives cli-
nicians unique skills that help establish their
professional identity. Such methodological train-
ing helps develop a capacity for evaluation and
an attitude of caution and skepticism that per-
mits clinical psychologists to become better,
more perceptive diagnosticians and therapists as
well as researchers.

Art or Science?

Because clinical psychology deals with the prob-
lems of individuals, its focus is often on individ-
ual differences rather than the commonalities
among persons. Consider an example. Suppose
that the author is conducting an experiment on
the effects of an attitude of personal control on
problem solving. His goal is to develop certain
principles that will indicate how a feeling of
being in control of outcomes affects the ability to
solve problems. Suppose, further, that he induces
a feeling of control through verbal instructions.

He instructs some subjects that they have much
control and others that they have little. Several
subjects may respond very differently from oth-
ers in the same group. This, of course, increases
the variance of the group and, statistically speak-
ing, reduces the likelihood that significant differ-
ences between experimental groups will be
found. As a result, the researcher will study ways
to eliminate such variance. In searching for gen-
eral principles of behavior (the so-called nomo-
thetic approach), the research psychologist gener-
ally is less concerned with individual differences.
The focus is on group differences that occur as
a function of some experimental treatment or
manipulation. The goal is the abstraction of gen-
eral principles of behavior from the observation
of many people.

The clinical approach, however, seeks the
understanding of individual differences (often
called the idiographic approach). Why is this
patient so anxiety ridden? Why is this patient
unresponsive to certain reinforcements? This
focus is perhaps responsible for the continuing
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debate over whether clinical psychology is an art
or a science. For the more subjectively oriented
clinician, it more often seems to be an art. Stated
another way, there are clinicians who feel that
when they make diagnostic judgments or thera-
peutic decisions, they do so largely on the basis
of their own skill, experience, and subjective or
intuitive awareness. Just as a person cannot be
taught to paint a masterpiece, they believe, nei-
ther can one be taught to make highly sensitive
and penetrating interpretations of a projective
test or of a patient’s report about a dream. Of
course, the rudimentary elements of scoring a
test or the basic mechanisms of therapy can be
transmitted from one person to another. How-
ever, some believe that these other high-level
skills cannot be taught.

Empirically oriented clinicians possess a more
objective orientation. They argue that the answers
lie in more research and in the objective applica-
tion of the principles of human behavior to each
case. Where subjectively oriented clinicians
might seek the answer to a diagnostic problem in
their own intuition, more empirically oriented
clinicians may put their faith in the best possible
statistical formula or actuarial prediction.

It is expected that through research and the
development of general principles, a greater level
of understanding of specific patients will be at-
tained. At the same time, just as there are indi-
vidual differences among patients, there are in-
dividual differences among clinicians. Some are
smarter, more experienced, or harder working
than others. The application of general princi-
ples to individual cases is not easy. The discovery
of the sameness within diversity is difficult; but
so too is locating the unique within the homo-
geneous. Furthermore, seeing the relevance of
laboratory or field research to a person in distress
is an important and difficult task that requires its
own brand of sensitivity and intelligence.

In the end, the art-versus-science dichotomy
may be a “red herring.” When making clinical
decisions or predictions, all clinical psychologists
should attend to relevant empirical research, rec-
ognize and overcome potential cultural biases,

use reliable assessment methods, and perhaps
even refuse to offer predictions or make decisions
in some instances where reliability and validity
of clinical judgment are poor (Garb, 1998). In
this way, it is more likely that clinical judgment
will be scientifically based, accurate, and useful.
We will have more to say about these issues in
Chapter 10.

Training: Toward a Clinical Identity

The preceding pages have provided a sketch of
some of the activities, affiliations, and orienta-
tions of clinicians, touched upon the scientific
tradition, and raised the issue of art versus sci-
ence in clinical psychology. Now let us turn to a
discussion of the unique background and skills
that set clinical psychologists apart from other
mental health professionals. None of this is set
in stone, of course. The field is changing, and as
always, there are disagreements among clini-
cians as to how to train students and in what
direction the field should move. However, it is
useful to remember that clinical psychology is
but a specialized application of the more basic
core of psychology.

An Overview

The typical clinical psychologist completes a
bachelor’s degree and then S years of graduate
work. The latter typically includes training in
assessment, research, diagnosis, and therapeutic
skills, along with an internship. Most often, this
effort culminates in a Ph.D. (Doctor of Philoso-
phy) degree from a university psychology depart-
ment. In some instances, the degree awarded is
the Psy.D. (Doctor of Psychology) either from a
university department of psychology or from a
training institution not affiliated with a univer-
sity. There are also 2-year programs that award
the master’s degree. Because of contemporary
licensing laws that dictate who may practice inde-
pendently as a psychologist, fewer individuals
graduating from master’s programs can achieve



much in the way of professional independence.
Many of them hope to transfer to Ph.D. or Psy.D.
programs later, and indeed, some are quite suc-
cessful in doing so. Past evidence suggests that
master’s-level clinicians are less in demand than
doctoral-level clinicians, are paid less, and are
perceived as less competent. Few states allow
master’s-level clinicians to be fully licensed to
practice independently in psychology. However,
the number of master’s degree programs and the
number of master’s degrees conferred appear to
be growing. For example, in 2000, over three
times as many master’s degrees as doctoral degrees
were awarded in psychology (APA Office of
Research; http://research.apa.org/WPA2003.pdf).

Master’s-level training in clinical psychol-
ogy has always been somewhat controversial.
Master’s-level psychologists claim that research
indicates that master’s-level clinicians are as
effective as doctoral-level clinicians. The Ameri-
can Psychological Association, however, accepts
the doctoral degree alone as the key to work as an
independent professional. The presidents of the
American Psychological Association continue to
assert that a doctoral degree is a prerequisite for
the title “psychologist” and that a doctoral
degree should be required for those who wish to
practice psychology independently (Lowe Hayes-
Thomas, 2000). Nevertheless, master’s-level cli-
nicians continue to work in a variety of service-
delivery settings. The increasing influence of
managed care in the mental health care market-
place may lead to a resurgence of the popularity
of master's programs in clinical psychology
(Lowe Hayes-Thomas, 2000; Sleek, 1995a). In
general, master’s-level practitioners charge lower
fees, making them an attractive alternative (in
managed care insurers’ eyes) to doctoral-level cli-
nicians. It will be interesting to see how this con-
troversial issue unfolds as lobbying efforts to give
master’s-level clinicians “psychologist” status
increase and as increasing economic pressures
come into play.

With this thumbnail sketch of training in
clinical psychology, we can now examine the
content of doctoral training more closely.
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Clinical Training Programs

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

Training programs that emerged after World
War II were based on the principle that the sci-
entist and practitioner roles could be integrated.
The goal was the creation of a unique profession.
More recently, this training model has come
under attack as unrealistic and unresponsive to
the needs of students who aspire only to clinical
practice. Nevertheless, a majority of clinical pro-
grams still subscribe to it in varying degrees. It is
this model that differentiates clinical psycholo-
gists from the rest of the mental health pack.

A Sample Program. How does this model trans-
late into a program that trains clinical psycholo-
gists? Table 1-5 presents a fairly typical program
of study.

Several points should be made about the pro-
gram outlined in Table 1-5. First, it is just one
example. Some programs place less emphasis on
research and more on clinical techniques. Some
are structured so that one can complete all the
work in 4 years, especially if summers can be de-
voted to coursework. In some programs, the in-
ternship comes in the fourth year, often before
the dissertation has been completed. A few
schools still require competence in a foreign lan-
guage, although many now allow the student to
substitute courses in statistics or computer tech-
nology. It is also true that each school tends to
have its own “personality.” Some programs have
a distinct cognitive-behavioral orientation,
emphasizing such techniques as cognitive ther-
apy for depression. Others have a psychody-
namic flavor and emphasize projective testing.
Faculty interests in some programs center on
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l TABLE 1-5 Sample Ph.D. Program of Study (Scientist-Practitioner Model)

Year 1 Fall
Statistics (Analysis of Variance)
Systems of Psychotherapy
Departmental Core Course:
Social Psychology
Introduction to Data Analysis
M.A. Thesis Research

Winter

Statistics (Regression)

Psychometrics (Test Construction)

Assessment (choose Adult or Child
Assessment)

Introduction to Data Analysis

M.A. Thesis Research

Clinical Practicum

Year 2 Fall
Ethical and Professional Issues
Psychopathology
M.A. Thesis Research
Clinical Practicum

Winter

Departmental Core Course: Functional
Neuroscience

Elective: Family and Group Process

M.A. Thesis Research

Clinical Practicum

Year 1

Year 2

Year 3 Fall

Departmental Core Course: Cognitive

Elective: Experimental Psychopathology

Dissertation Research

Clinical Practicum

Winter

Statistics (Latent Variables and Structural
Equation Modeling)

Departmental Core Course:
Developmental

Dissertation Research

Clinical Practicum

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

Winter
Outside Course: Violence in the Family
Dissertation Research

Fall and Winter
Clinical Internship

Year 3

Year 4

Year 5

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

children, whereas others focus on adults. Al-
though there is diversity among clinical pro-
grams, there is a great deal of commonality as
well. A student applying for graduate work
should investigate such emphases so as to make
informed choices.

Coursework. Clinical students normally must
take a series of basic courses such as statistics and
research design, biological foundations of behav-
ior, social psychology, developmental psychol-
ogy, and cognitive psychology. The exact num-
ber and content of these courses vary somewhat
from program to program. The intent is to give
the student an understanding of the basics that
underlie human behavior or that permit us to in-

vestigate that behavior. These courses provide a
strong scientific foundation for the student’s
clinical training and give life to the scientist-
practitioner model in clinical psychology. De-
pending on the student’s interests, several elec-
tives, advanced courses, and seminars in these
same topics are often taken as well.

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



Practicum Work. Books and coursework are
fine, but ultimately, one must learn by doing. As
a result, all programs seek to build the student’s
clinical skills through exposure to clinical prac-
tica. The dictionary defines a practicum as “work
done by an advanced student that involves the
practical application of previously studied the-
ory.” In many instances, the practicum will com-
bine academic content with practical experience.
Typically, there are practica or clinics in assess-
ment (intelligence, neuropsychology, personal-
ity, etc.), therapy (psychodynamic treatment,
cognitive-behavioral interventions), interview-
ing, and even methods of consulting with school
officials, community agencies, or industry.
Whatever the specific form or content of the
practicum experience, it is a major vehicle for
the acquisition of specific clinical skills. The stu-
dent’s practicum work is supervised by clinical
faculty members or by clinicians in the commu-
nity who have special skills. Most psychology
departments that have clinical training pro-
grams also operate a psychological clinic. This
clinic often provides assessment, therapy, and
consulting services to university students, staff,
and faculty, as well as to families of university
personnel and to people in the surrounding
community. Cases are accepted selectively in
terms of their teaching value. Such a clinic may
be staffed by a full-time secretary, a social worker,
and clinical faculty.

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

Programs that emphasize the research com-
mitment usually see to it that research experience
is not confined to the thesis and dissertation. In
one department, for example, each clinical stu-
dent joins the research “team” of a faculty mem-
ber. The team consists of from four to eight grad-
uate students who are at varying year levels in the
program. The team meets one evening per week
for 2 or 3 hours. Research topics are discussed,
and research projects are designed. Thesis and
dissertation proposals may be discussed and de-
fended. The more advanced students can provide
guidance and also serve as role models for the
younger students. In any case, the vigorous give-
and-take of such meetings can go a long way to-
ward building the research commitment.

The Qualifying Examination. Most clinical pro-
grams require students to pass a qualifying exam-
ination, sometimes called the preliminary exami-
nation or the comprehensive examination.
Whatever its title, some students regard it as the
most anxiety-provoking experience in their
training. It is a written examination that takes
different forms at different universities. In some
cases, three written examinations, each lasting 4
hours, are spread over a week; others have a 5-
day examination. Some schools require an oral
examination as well. In certain programs, the
tests cover all areas of psychology, whereas in
others, they are confined to the field of clinical
psychology. Most often, these examinations are
taken during the third year. Qualifying examina-
tions serve a very useful function in ensuring the
student’s overall academic competence. A few
programs, however, employ “innovative” alter-
natives. For example, students might prepare a
research grant application or perhaps complete
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several integrative literature reviews of impor-
tant topics in clinical psychology (e.g., the etiol-
ogy of schizophrenia).

The Internship. The internship is a vital part of
any training program. It is the capstone of the stu-
dent’s previous experiences in clinical courses and
practica and provides the experience that begins
to consolidate the scientist-practitioner role. An
internship of one sort or another is required of
all students in clinical programs accredited by
the APA. In the years immediately following
World War II, the internship was most com-
monly taken during the third year of training.
Now, however, so many programs are essentially
5 years in length that the internship most often
seems to come at the end of graduate training. In
a few instances, students may take halftime
internships over a 2-year period. Usually, an
intern works at an independent facility off cam-
pus. However, some intern in such university
facilities as counseling centers and medical
schools. Over 450 predoctoral internship sites
are fully approved by the American Psychologi-
cal Association; these “approved” internship
programs are listed each year in the December
issue of the American Psychologist.

The values of internship training are many.
For example, it allows the student to work full
time in a professional setting. New skills can be
acquired; older ones can be sharpened. Experi-
ence in a professional setting gives the student a
real taste of the demands of professional life. Stu-
dents are also exposed to clinical psychologists
who may have ideas and orientations different
from those of their university faculty. Thus, the
experience can help break down any provincial-
ism that may have crept into the student’s uni-
versity training. Exposure to different kinds of
clients can likewise enhance the student’s com-
petence. Students encounter the clinical condi-
tions that they have studied, and this experience
can help stimulate research ideas. Ideally, the
internship provides the opportunity to expand
one’s professional horizons and to integrate
what one has learned at the university with the
demands of the professional world. It becomes

the final element in the three-dimensional world
of academics, research, and experience.

Admission to Graduate Programs

The previous section described training in clini-
cal psychology. But how does one get into grad-
uate school in the first place? There are, of
course, no guarantees, but the following pages
should help answer some of the more frequently
asked questions about admission to graduate
training programs in clinical psychology.

Step 1: Know Your Programs

To some degree, the purpose of graduate training
is to challenge your intellect, open new vistas,
and help you focus your aspirations. You should
have a mental set receptive to new ideas. At the
same time, you should be familiar with programs
before you apply. Some have a psychodynamic
orientation; others are cognitive-behavioral or
perhaps eclectic. Some emphasize research; oth-
ers are more practice oriented. The guidebook
survey by Norcross et al. (2002) provides some
good information about clinical and research
emphases of various programs.

There is no single authoritative source that
will tell you everything you need to know about
graduate programs in clinical psychology. How-
ever, the more sources you check, the more likely
you are to make informed decisions. Here are
some possibilities:

1. Talk to your psychology faculty, especially
those who are clinical psychologists. They
will have both formal information as well as
informal impressions through which you can
sift to arrive at your own ideas.

2. The APA annually publishes a list of graduate
programs called Graduate Study in Psychology.
It contains a wealth of information on each
school, including programs and degrees,
addresses, application procedures, tuition
charges, data on financial assistance, size of
faculty, admission requirements, average test



scores and GPAs of students admitted the
previous year, and so on. Many psychology
departments have a copy you can borrow, or
you may purchase a copy from the APA.

3. Very often, university libraries or psychology
departments have copies of many catalogs
from universities across the country. These
are especially useful in discovering what
courses are offered as well as the names of the
faculty. Also, visit the programs’ Web sites.
These sites typically have all of the informa-
tion presented in a brochure and sometimes
even additional information.

4. Once you know who is on the faculty at a
given school, you can check the APA Mem-
bership Directory for additional information
on faculty interests and background. Nor-
mally, your psychology department office
will have a copy of this directory.

5. A more laborious but sometimes more inter-
esting strategy is to examine copies of journals
that publish the research of clinical psychol-
ogists. This can give you an idea of who is
active in research, the kind of research they
do, and the programs with which they are
affiliated. This is a “must” step for those apply-
ing to research-oriented clinical programs.

Once you have completed your preliminary
examination of programs, you will probably
want to write to several schools for more detailed
information and application forms. A good time
to do this is in September of the year preceding
your planned enrollment. With this information
in hand, you can further narrow your list of
prospective schools.

Financing Your Education. Because of economic
pressure and shifting priorities, both the federal
government and state governments are provid-
ing less money to help students finance their
graduate education. Historically, money has
been available from four major sources:

1. Loan programs underwritten by the federal
government allow students to borrow money
at favorable interest rates and repay after
leaving school. However, these loans have
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become increasingly difficult for graduate
students to obtain as the federal government
has begun to withdraw from the support of
higher education.

2. Fellowships and scholarships are available in
a number of programs. These are outright
grants given to strong students to help them
finance their training. Again, with the coun-
try’s changing priorities, these grants are
harder to get than formerly. Typically, the
programs themselves nominate applicants
for these awards, and such a nomination is
accompanied by an offer of acceptance.

3. Research and teaching assistantships are fre-
quently available. Research assistantships are
often financed through research grants
obtained by faculty members and require the
student to work on a particular research proj-
ect. Teaching assistantships may involve a
variety of duties, from grading papers or lead-
ing discussion sessions to actual classroom
teaching. Both kinds of assistantships nor-
mally require up to 20 hours of work per
week.

4. Traineeships in clinical psychology are some-
times available, although again there have
been cutbacks in recent years. These are
usually financed by the federal government
and are often outright grants to promising
students.

Financing one’s education is clearly becom-
ing more difficult. On the one hand, a number
of schools charge graduate assistants lower
tuition rates, and students with fellowships or
traineeships often pay no tuition at all. On the
other hand, competition for all these forms of
financial assistance is becoming increasingly
keen. Information about financial matters will
obviously be helpful in deciding where to apply
for graduate study.

APA Accreditation. The APA maintains a Com-
mittee on Accreditation, which approves pro-
grams that meet acceptable professional training
standards. The list of approved schools is pub-
lished each year in the December issue of the
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American Psychologist. Currently, more than 200
institutions have APA-approved programs in
clinical psychology. This list can be found at
Web site 1-2 (see Web Sites of Interest at the end
of this chapter).

When to Apply. Schools vary in their deadlines,
although most range from January 1 to February
15. However, students are advised to check care-
fully to make sure there is not, for example, a
December deadline for a given school. Although
master’s-level programs sometimes have deadlines
as late as August, it is best not to gamble because
many schools enforce their deadlines rigidly.

Number of Applications to Submit. There is no
magic number of programs to which one should
apply. A few students may apply to only a hand-
ful of programs and be accepted. Others may
apply to 20 and be rejected by all of them. Obvi-
ously, the competition is fierce. Indeed, it has
reached the point where the ratio of accepted
applications to those submitted is lower for clin-
ical psychology programs offering a Ph.D. than
for medical schools. It is not unusual for a school
to receive 400 applications and accept fewer
than 10.

The best strategy usually is to apply to as
many schools as one can afford or for which one
can find the time and energy to prepare applica-
tions. Some schools have application fees as high
as $50, although most are no higher than $25. A
few charge nothing at all. Remember that official
transcripts may cost as much as $10 and repre-
sent an added expense in the application
process. Check with your school early in the
process to avoid surprises.

In view of all these considerations, it is best
to rank-order the schools you are willing to
attend. From this list, select several at or near the
top, several from the middle, and a few others
from the bottom tier. Thus, you will not have
put all your eggs in one very small basket. To a
certain extent, too, being accepted is an unpre-
dictable event. It is not unusual for a student to
be rejected by a program that has a modest
national reputation and accepted by one that is

highly recognized. Each school’s selection com-
mittee has a somewhat different set of biases and
guidelines. Therefore, do not give up hope when
that first letter of rejection arrives.

Step 2: Application Materials

Several elements comprise one’s completed ap-
plication package. The elements summarized
here are typical.

Test Scores. Virtually every school requires appli-
cants to submit test scores. The test most fre-
quently required is the Graduate Record Examina-
tion (GRE). In some cases, the Miller Analogies
Test (MAT) is required. Information about these
tests is usually available from campus counseling
centers or student personnel services as well as
from your own psychology department. Addi-
tional information may be obtained by writing.

GRE

Graduate Record Examinations
Educational Testing Service
P.O. Box 6000

Princeton, NJ 08541-6000
(also: www.gre.org)

MAT

Psychological Corp.
304 East 4th St.
New York, NY 10017

The GRE General Test consists of questions
that tap quantitative and verbal abilities; it also
assesses analytical writing skills. In addition,
there is a subject test in psychology. Some schools
require the psychology subject test, but others do
not. A computer-based GRE is offered year round;
the traditional paper-based GRE is offered less fre-
quently (in October, March, and June). The paper-
based GRE General Test is being phased out.
Because it may take up to 6 weeks for the results
to be reported, most students choose the October
date, which allows them to meet most schools’
application deadlines. However, even this may be
cutting it close. It is recommended that you com-
plete the GRE in the spring or summer before the



fall you plan to apply. See Web site 1-8 for current
information on the GRE, including schedules,
fees, and sample items.

Transcripts. Most schools require transcripts
detailing your work at each institution you have
attended. The application form may have a space
for you to indicate your grade point average.
Transcripts will be mailed by the institution’s
office of student records to those schools you
request. Usually, a fee is charged for the service
(at the University of Missouri, for example, the
fee is $7 per transcript).

Another point to consider is that some pro-
grams may require or strongly prefer coursework
in certain areas. For example, one survey (Mayne,
Norcross, & Sayette, 1994a) found that the fol-
lowing courses were either required or recom-
mended by at least one third of the 108 APA-
accredited clinical psychology doctoral programs
sampled: statistics (94%); experimental methods/
research design (68%); abnormal psychology
(51%); physiological psychology/biopsychology
(33%). You will want to make sure that your
transcript reflects that you have met any course
requirements for a particular clinical program.

Letters of Recommendation. Three or four let-
ters of recommendation are also required. The
best persons to ask to write letters for you are
professors who are familiar with your academic
work and research experience. Letters from
friends or relatives attesting to your high moral
character are not very useful (even if they are
truthful!). The best letters are those from psy-
chology professors with whom you have
worked—not only in class but on special topics
or research projects. A letter from a professor
who taught you in a class of 249 others and who
can only remember (by consulting the grade
book) that you received an “A” is not nearly as
useful as one from a professor with whom you
worked on an independent project. A letter from
a professional for whom you worked in a mental
health-related job may also be quite helpful.
Unless you have specifically waived your
right to see your letters of recommendation, the
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assumption by the readers of those letters will
be that they are not confidential and that you
have in fact seen them. It is often felt that such
letters may be less frank and open in their
assessment of your ability and potential than
confidential statements. If you have doubts
about how positive the letter of recommenda-
tion will be, you can always ask your potential
reference for a candid assessment of your possi-
bilities beforehand.

Personal Statement. Most application forms
contain a section for a personal statement. This
gives the selection committee a view of how you
regard yourself in relation to clinical psychology.
What are your motives? Why are you interested
in clinical psychology? How did this interest
develop? How have you prepared yourself? What
are your career goals? Why are you interested in
this particular clinical psychology program?
These are just a few of the points often covered
in such statements. They help to flesh out your
application and also provide a glimpse of your
verbal and writing abilities.

Experience. Evidence of quality research experi-
ence will usually be a definite plus and will give
you a competitive edge. It suggests that you have
had the interest and motivation to seek out
something beyond routine courses or ordinary
classroom experience. It indicates that you are
involved and is usually taken as a positive sign of
your potential for professional growth. In addi-
tion, such experience can be very helpful in your
doctoral studies. For research-oriented programs,
prior research experience is essential.

Practical experiences in mental health work
can be helpful as well. Many students have been
employed as aides in hospitals or as paraprofes-
sionals in clinics, schools, community centers,
crisis hotlines, and similar situations. Some have
had practicum work associated with certain
courses. Such experience suggests a greater level
of sophistication—a sense that you already have
some insight into what a career in the mental
health field will be like. It also signifies some-
thing about your motivation.
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Essential Qualifications

Students often ask about the minimum grade
point average (GPA) required for admission or
about the cutoff points for the GRE. These are
difficult questions because programs vary con-
siderably. Mayne et al.’s survey, however, did
indicate that 90% of all doctoral programs in
clinical psychology use GRE scores to screen ap-
plicants (Mayne et al., 1994a). Therefore, for bet-
ter or for worse, it appears that admissions com-
mittees do place a great deal of emphasis on GRE
scores. In general, schools that receive very large
numbers of applications tend to require high
GPA levels and GRE scores. Research-oriented
Ph.D. programs tend to prefer higher GRE scores
and GPAs than do practice-oriented Ph.D. pro-
grams or Psy.D. programs (Mayne et al., 1994a).
As might be expected from these survey results,
Mayne et al. report that it is much harder to gain
admission into a research-oriented Ph.D. pro-
gram in clinical psychology (acceptance rate is
6% of applicants) than into a Psy.D. program in
clinical psychology (acceptance rate is 23%).

Some selection committees are concerned
more with the student’s GPA over the last 2 years
than with that of the entire 4 years. A GPA of less
than 3.5 on a 4.0 scale is, however, likely to
make admission difficult. In the case of schools
with a strong reputation, a GPA of 3.7 may be
the minimum. High GRE scores are important.
However, a number of schools will tolerate more
modest scores if there are other compensating
factors such as a high GPA or particularly strong
letters of recommendation.

The foregoing comments do not apply to
master’s programs in clinical psychology. There
is not as much competition for admission to
these programs, and as a result, the GPA and GRE
scores need not be as high. At the same time, it
should be noted that completing such a program
does not inevitably enhance one’s chances of
being admitted to a Ph.D. program later. In sum-
marizing these matters, one clinical director at a
major university had this to say about admission
qualifications:

First, and most important, is a psychology
undergraduate degree with a high grade

point average. Incidentally, we prefer a sci-
ence/math-based array of courses rather
than a soft set of courses. Approximately a
fourth of our students enter with M.A.
degrees, but this does not help them. We
generally find that most everyone gets A’s

in M.A.-level programs, and thus we end up
going back to the undergraduate record.
Second, letters of recommendation are
exceedingly important. Such letters are most
informative when they are authored by
people who truly know the applicant. Third,
additional research or therapy experience is
a plus. Fourth, good GRE scores are desirable
but not absolutely necessary. In this latter
vein, we are much more prone to weigh the
undergraduate performance and letters of
recommendation (personal communication).

A Profession in Movement

Clinical psychology is a profession in flux and
ferment. Although clinical psychology retains its
basic mission of applying psychological princi-
ples to the problems of individuals, the methods
and the professional framework through which
it seeks to accomplish this mission are undergo-
ing change. Whether such change is good or
reflects a major identity crisis that bodes ill for
the profession is unclear. But one thing is cer-
tain. This is an exciting time to be a clinical psy-
chologist and to participate in the ongoing shap-
ing of a profession.

Demographics

One demographic trend is important to note.
Earlier in this chapter, we indicated that only
approximately one quarter to one third of APA
Division 12 (Society of Clinical Psychology)
members are women. However, this percentage
is likely to increase dramatically in the future.
More women than men are receiving their doc-
torates in psychology, and this is especially true
for clinical psychology. Some have referred to
this as the “feminization” of clinical psychology.
What effect this change will have on the field is



unclear. For example, it has been argued that the
trend toward lower salaries for clinical psycholo-
gists in private practice may be directly related
(Philipson, 1993). On the other hand, it is clear
that an increased representation of women in
clinical psychology will serve to greatly advance
the field because it will bring a broader range of
perspectives to problems encountered in both
clinical practice and clinical research.

Training Models

Although the scientist-practitioner training
model is still dominant, it is under fire. New
models have emerged. Professional schools with
no university affiliation have sprung up. New
degree programs have been established within
the structure of universities. For example, the
Doctor of Psychology (Psy.D.) degree has become a
more common alternative to traditional research-
oriented Ph.D. degrees, with more than 500
Psy.D. degrees in clinical psychology awarded
each year. There are over 45 APA-accredited clin-
ical programs that award the Psy.D.

Others have called for a new model of train-
ing housed in university professional schools.
Professional schools now award more than half of
all doctorates in clinical psychology. L. H. Levy
(1984) outlined a charter for a new human ser-
vices psychology. This would be a generic train-
ing program composed of all the specialties con-
cerned with promoting human welfare through
psychological principles, including clinical psy-
chology, counseling psychology, school psychol-
ogy, community psychology, health psychology,
and other specialties.

A training model that has gained some
prominence over the past decade is the clinical
science model. This model arose from concerns
that clinical psychology, as currently practiced,
is not firmly grounded in science. Programs that
adhere to this model focus training on empiri-
cally supported approaches to assessment, pre-
vention, and clinical intervention. Roughly 17%
of clinical training programs identify themselves
as clinical science training programs. This train-
ing model as well as others will be discussed in
more detail in Chapter 3.

Clinical Psychology: An Introduction | 27

Clinical Practice

Despite the financial impact of managed care,
recently trained clinical psychologists continue
to go into private practice in large numbers.
Issues of licensing and certification, participation
in governmental health-care programs, and
other guild concerns seem to be preoccupying
the clinical psychologist more and more. Para-
professionals and subdoctoral mental health pro-
fessionals are being employed with greater fre-
quency in a variety of mental health settings.
They are performing routine testing functions,
assisting in group therapy, carrying out various
administrative jobs in agencies, and so on. This
trend has been reinforced by the fact that mod-
ern clinical psychologists seem less and less will-
ing to invest their time in diagnostic testing.
Where once we had traditional individual psy-
chotherapy and some group psychotherapy, we
now have brief therapy, cognitive-behavioral
therapy, couples therapy, Gestalt therapy, family
therapy, exposure therapy, rational-emotive ther-
apy, and so on.

Some may find signs of the demise of clini-
cal psychology in all of the foregoing; others
may be excited by the sheer conflict of it all. But
for the prospective student of clinical psychol-
ogy, the current situation offers an unparalleled
opportunity to participate in shaping the future
of a profession.

A Tolerance for Ambiguity and
a Thirst for New Knowledge

The orderly thing to do would be to conclude this
chapter with a final, crisp definition of clinical
psychology—one that would summarize and
integrate our previous discussion and could read-
ily be committed to memory. However, such a
definition does not seem possible or even useful.
The problem resides in the range, diversity, and
patterning of the interests and activities of clini-
cal psychologists. To encompass such diversity, a
definition would have to be so lengthy or so gen-
eral as to be essentially meaningless. For example,
some feel that Resnick’s (1991) and Division 12’s
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definitions presented at the beginning of this
chapter are too broad and not specific to clinical
psychology. More than fifty years ago, Shaffer
and Lazarus (1952), in their textbook of clinical
psychology, commented, “Nowhere is there real
agreement over the exact role which should be
played by the clinical psychologist” (p. 25). Lit-
tle has occurred in the meantime to persuade
one to reject their evaluation. It might be well,
then, to mention an important characteristic of
the clinical psychologist: the capacity to tolerate
ambiguity.

Assailed by some as charlatans, adored by
others as saviors, depressed at times by their lack
of knowledge about human behavior, exhilarated
at other times by the remarkable improvement in
their patients, bombarded by the conflicting
claims of success made by cognitive-behaviorists
on the one hand and psychodynamic psycholo-
gists on the other, criticized by academicians as
being too applied and by other mental health
colleagues as being too abstract or scientific—is it
any wonder that a tolerance for ambiguity can be
a helpful quality for clinicians? For students who
want all the answers about human behavior, clin-
ical psychology can be a very disturbing enter-
prise. But for those who wish to participate in a
search for increasingly effective means to
improve the human condition, it can be reward-
ing indeed.

Chapter Summary

Clinical psychology, as a field, is rather difficult
to define in a precise way. The activities of clini-
cal psychologists vary greatly, and there is some
overlap with other mental health professions. In
this chapter, we have presented the most current
data available on the characteristics and activi-
ties of clinical psychologists within a historical
context. The modern clinical psychologist typi-
cally spends a significant amount of the work-
week engaged in direct clinical service, diagnosis/
assessment, administration, and research/writing.
Teaching, supervision, and consultation are also

important roles. Clinical psychologists are
employed in a wide range of settings, especially
private practice, universities, and medical cen-
ters. According to surveys, most clinical psychol-
ogists are men, and the most frequently endorsed
theoretical orientations are eclectic/integrative,
cognitive, and psychodynamic. Above all, the
field of clinical psychology is strongly committed
to the research tradition, with an emphasis on
empirically supported approaches to assessment,
prevention, and intervention. The chapter con-
cluded with an overview of training in clinical
psychology, including descriptions of the major
components of graduate training as well as steps
for gaining admission into a doctoral program in
clinical psychology.

Key Terms

accreditation A designation bestowed by the Amer-
ican Psychological Association on psychological
training programs that meet acceptable training
standards.

clinical practicum A training experience designed
to build specific clinical skills (in assessment, psy-
chotherapy, etc.). Often, a practicum combines aca-
demic content, or theory, with practical experience.

clinical psychologist A member of a profession de-
voted to understanding and treating individuals af-
fected by a variety of emotional, behavioral, and/or
cognitive difficulties. Clinical psychologists may be
involved in numerous activities, including psycho-
therapy, assessment and diagnosis, teaching, super-
vision, research, consultation, and administration.

clinical science model A clinical psychology train-
ing model that emphasizes empirically supported
approaches to assessment, prevention, and clinical
intervention. This model arose from concerns that
clinical psychology was not firmly grounded in sci-
ence.

counseling psychologists Psychologists whose inter-
ests and activities overlap significantly with those
of clinical psychologists. Traditionally, counseling
psychologists have provided individual and group
psychotherapy for normal or moderately malad-
justed individuals and have offered educational and
occupational counseling.



Doctor of Psychology (Psy.D.) degree An advanced
degree in psychology that is emerging as an alterna-
tive to traditional research-oriented Ph.D. degrees.
doctoral degree A degree that requires training be-
yond the master’s degree. In clinical psychology, the
doctoral degree is usually obtainable after 4 years of
graduate training in assessment, diagnosis, psy-
chotherapy, and research, plus a 1-year internship.
Graduate Record Examination A test frequently re-
quired of applicants to graduate training programs.
The GRE assesses quantitative, verbal, and analyti-
cal abilities. In addition, the GRE offers subject tests
for several disciplines, including psychology.

health psychologists Psychologists whose research
or practical work focuses on the prevention of ill-
ness, the promotion and maintenance of good
health, or the treatment of individuals with diag-
nosed medical conditions.

idiographic approach The approach that empha-
sizes individual differences over general behavioral
principles. This approach is associated with subjec-
tively oriented clinical practice.

internship An intensive clinical experience re-
quired of all clinical psychology students and usu-
ally occurring at the very end of their graduate
training. Typically, internships last 1 year and in-
volve full-time work at an independent facility.
master’s degree An advanced degree, usually ob-
tainable after 2 years of graduate work. Individuals
with master’s-level training in clinical psychology
work in a variety of service-delivery settings but
may be less likely to gain professional indepen-
dence than individuals with doctoral degrees.
nomothetic approach The approach that examines
or attempts to identify general principles of behav-
ior, deemphasizing individual differences. This ap-
proach is associated with empirically oriented clin-
ical practice.

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

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

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

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

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

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

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

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

scientist-practitioner model of training The pre-
dominant training philosophy in clinical psychol-
ogy today. This model is based on the idea that clin-
ical psychologists should integrate their roles of
scientist and practitioner.

theoretical orientation The theoretical framework
that a psychologist relies on to conceptualize and
treat clients’ problems. Examples of such orienta-
tions include psychodynamic, cognitive, behavioral,
interpersonal, systems, and eclectic/integrative.
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Web Sites of Interest

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

1-1  Accredited internship programs

1-2  Accredited doctoral training programs in
clinical psychology

1-3  Financial aid resources

1-4  Getting into graduate school in psychology

1-5

1-6
1-7

1-8

1-9

Comparison of psychiatrists and
psychologists

List of internship sites with Web pages
Example of a clinical psychology program’s
Web page (University of Missouri)
Graduate Record Examination (GRE)
information

U.S. News rankings of clinical psychology
programs
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Reflection on the roots of clinical psychology
can promote a better understanding of the field.
This chapter provides a view of both the histori-
cal sweep of clinical psychology and some of the
current issues that confront the field.

Historical Roots

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

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

olution is unclear. In any event, his work was a
milestone in the development of psychiatry, the
mental health approach, and ultimately, of clin-
ical psychology.

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

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

Out of the efforts of such people, the ground-
work was laid for a field of clinical psychology.
However, it would be a mistake to evaluate these
contributions apart from the social forces and
ideas of the time. In the 19th century, philoso-
phers and writers were proclaiming the dignity
and equality of all. Governments were beginning
to respond. Even science, which was just coming
into its own, contributed to the movement. An
atmosphere of “knowledge through experimenta-
tion” began to prevail. A feeling that people can
predict, understand, and perhaps even control
the human condition began to replace older wis-
dom. This ferment in science, literature, politics,
government, and reform combined to produce
the first clear and unmistakable signs of new pro-
fessions in what would come to be referred to as
“mental health.”



FIGURE 2-1 Dorothea Dix traveled
from state to state for 40 years cam-
paigning for more humane treatment
and better facilities for the insane and
the mentally retarded. During the
Civil War, she was chief of hospital
nurses for the Union forces.
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These short sketches represent some of the
roots of clinical psychology. In the following
pages, we trace its development in the specific
areas of diagnosis and assessment, intervention,
research, and professional matters.

Diagnosis and Assessment

The Beginnings (1850-1899)

For many, the essence of clinical psychology has
always been its emphasis on assessing differences
among people. Much of that emphasis can be
traced to Francis Galton, an Englishman. Galton
devoted a great deal of effort to the application
of quantitative methods to understanding differ-
ences among people. Pursuing his interests in
sensory acuity, motor skills, and reaction time,
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he established an anthropometric laboratory in
1882.

This tradition was furthered by the work of
James McKeen Cattell, an American. Despite the
disapproval of Wilhelm Wundt, in whose labora-
tory he assisted, Cattell turned his attention to
reaction time differences among people. He
believed, as did Galton, that this was a way of
approaching the study of intelligence. In fact, he
coined the term mental tests to describe his mea-
sures (Thorndike, 1997). Through the use of a
battery of 10 tests, Cattell hoped to discover the
constancy of mental processes, even predicting
that such tests could be used in the selection and
training of people as well as in the detection of
disease. In this early work, we can see the first
halting steps of the testing movement.

A related trend of the same general period is
illustrated by the diagnostic work of Emil Krae-
pelin in 1913. Few psychiatrists of the time could
equal his professional stature. When Kraepelin
divided mental illness into those types deter-
mined by exogenous factors (curable) and those
caused by endogenous factors (incurable), he ini-
tiated a romance with classification schemes that
persists even today. His descriptions and classifi-
cations of patients were heuristic and have
served to stimulate an enormous amount of dis-
cussion about psychopathology.

The Advent of the Modern Era
(1900-1919)

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

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

Some progress was also being made in the
area of personality testing. Carl Jung began using
word-association methods around 1905 to
attempt to uncover unconscious complexes. In
1910, the Kent-Rosanoff Free Association Test
was published. Even though Galton had been
experimenting with such techniques as early as
1879, these free-association tests marked a sig-
nificant advance in diagnostic testing.

In 1904, Charles Spearman offered the con-
cept of a general intelligence that he termed g.
Edward Thorndike countered with a conceptual-
ization that emphasized the importance of sepa-
rate abilities. Whatever the truth, the great
debate regarding the nature of intelligence was
on—a debate that still rages today.

When the United States entered World War I
in 1917, the need arose to screen and classify the
hordes of military recruits being pressed into ser-
vice. A committee of five members from the
American Psychological Association (APA) was
appointed by the Medical Department of the
Army. Its chairman was Robert Yerkes. The com-
mittee was charged with the task of creating a
system for classifying men according to their
ability levels. It designed the Army Alpha test in
1917. This verbal scale was quickly followed by a
nonverbal version, the Army Beta test. In a simi-
lar vein, Robert Woodworth developed his Psy-
choneurotic Inventory in 1917. This was perhaps
the first questionnaire designed to assess abnor-
mal behavior. With the advent of such rough
screening instruments as Woodworth'’s Personal
Data Sheet and the Army Alpha and Beta, the
group testing movement was on its way.

Between the Wars (1920-1939)

Between the two world wars, there was substan-
tial progress in diagnostic psychological testing.

Pintner and Paterson introduced their nonverbal
intelligence scale. In 1930, the Arthur Point Scale
appeared, and in 1934, it was followed by the
Cornell-Coxe test. In 1926, the Goodenough
Draw-a-Man technique for measuring intelli-
gence was published. The psychologist now had
individual and group tests as well as verbal and
nonverbal tests, and clinicians were using terms
like “intelligence quotients.”

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

The continuing debate on theoretical issues
in intelligence was further sparked in 1927 by
Louis Thurstone’s contribution based on factor
analysis. Spearman, Thorndike, and Thurstone
had all now entered the intelligence arena, and
each made important contributions. In 1928,
Gesell’s developmental scales were published,
and in 1936, Doll’s Vineland Social Maturity
Scale appeared. Doll’s scale approached behavior
not strictly in terms of intelligence but in terms
of an individual’s social maturity or competence.

A major development in the intelligence test-
ing movement occurred in 1939, when David
Wechsler published the Wechsler-Bellevue test.
Until then, there had been no satisfactory indi-
vidual measure of adult intelligence. Subsequent
revisions of the Wechsler-Bellevue have served as
the premier individual tests for adult intelligence.

Tests of intelligence, interests, and abilities
were not the only testing developments in these
years. The field of personality testing was also
making great strides. Woodworth'’s Personal Data
Sheet was followed in 1921 by the Pressey X-0
Test for emotions and in 1923 by the Downey
Will-Temperament Test. The Allport-Vernon
Study of Values came along in 1931.

However, the big news was projective testing.
Although some beginning progress had already
been made through the word-association
research of Galton, Jung, and Kent and Rosanoff,
the watershed event for projective testing
occurred in 1921, when Hermann Rorschach, a



Swiss psychiatrist, published Psychodiagnostik.
In this book, Rorschach described his use of
inkblots to diagnose psychiatric patients.
Rorschach’s work suggested that when people
respond to an ambiguous test stimulus, they will
reveal something of their responses to real-life
experiences.

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

Another aspect of the projective movement
is represented by the 1935 publication by Chris-
tiana Morgan and Henry Murray of the Thematic
Apperception Test (TAT). This test requires the
person to look at ambiguous pictures and then
make up a story to describe the activities,
thoughts, and feelings of the people in those pic-
tures. The TAT remains a widely used projective
device, probably second only to the Rorschach
in popularity among projective tests. Then, in
1938, Lauretta Bender published her Bender-
Gestalt test, which has also been used as a pro-
jective measure of personality.

World War Il and Beyond (1940—Present)

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

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

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

In the aftermath of World War II, the impor-
tance of intelligence testing continued. In 1949,
Wechsler published another individual test. This
one, the Wechsler Intelligence Scale for Chil-
dren, was to become a serious alternative to the
Stanford-Binet. Later, in 1955, the Wechsler
Adult Intelligence Scale (a revision of the Wech-
sler-Bellevue Scale) appeared. These tests marked
the beginning of a whole series of subsequent
revisions of children and adult forms of the
Wechsler scales.

The 1940s and 1950s saw an explosive
growth of personality tests, especially projective
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CHAPTER TWO

TIMELINE: Significant Events in Assessment
1882
Galton establishes anthropometric laboratory.

1890
Cattell coins the term mental test.

1904
Binet begins work on his intelligence scale.

1905
Jung begins using the word-association method.

1913
Kraepelin publishes work on diagnosis.
1914
Terman's American version of Binet scale.
1921
Rorschach's Psychodiagnostics is published.
1935
TAT is published.
1937
Term projective techniques is coined.
1939
Wechsler-Bellevue Intelligence Scale is published.
1943
MMPI is published.
1949
Halstead introduces neuropsychological test battery.
1952
DSM-1is published.
1968
DSM-Ilis published.
1970s
Rise of behavioral assessment.
1980
DSM-Ilis published.
1980s

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

1987
DSM-1II-R is published.

1990s
Managed health care impacts
psychological assessment.

1994
DSM-1Vis published.

1900 1920



tests. The Rorschach and the TAT continued in a
preeminent position. Clinical psychologists were
seen as experts in psychodiagnosis—the use and
interpretation of psychological test scores as a
basis for diagnostic formulation as well as treat-
ment planning. However, a rift was growing
within the profession as to whether objective or
projective assessment measures were better
suited to accurately describe personality and psy-
chopathology. Objective measures, such as the
MMPI and its revision, MMPI-2 (Butcher,
Dahlstrom, Graham, Tellegen, & Kaemmer,
1989), are based on a nomothetic approach to
assessment in which test scores are interpreted
using empirically based rules involving the con-
trast between an obtained score and the average
score obtained from a large representative sam-
ple. Responses from projective measures, in con-
trast, are often interpreted using an idiographic
approach. The focus may be more on the indi-
vidual, and interpretations are often guided as
much by psychodynamic theory as they are by
empirically supported rules. This rift between
those who favor either objective or projective
techniques continues to this day.

Surprisingly, however, the major challenger
to personality testing came from outside these
ranks. Beginning in the late 1950s, a movement
termed radical behaviorism began to assert its
influence. Those who adhered to this orientation
held that only overt behavior can be measured
and that it is neither useful nor desirable to infer
the level or existence of personality traits from
psychological test results; personality traits,
according to the radical behaviorists, cannot be
measured directly. Personality assessment came
under attack, and clinical psychology programs
in the 1960s took on much more of a behavioral
bent. In 1968, Walter Mischel made a strong case
that traits exist more in the minds of observers
than in the behavior of the observed. Situations,
and not some nebulous set of traits, were said to
be responsible for the ways we behave. In tune
with this view, the 1970s would witness the rise
of behavioral assessment. Behaviors were under-
stood within the context of the stimuli or situa-
tions that either preceded or followed them.
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Did this in turn mark the death of personality
assessment? Actually, it did not. A resurgence of
interest in the 1980s and 1990s can be attributed
to the presentation and coverage of a variety of
personality disorders in the American diagnostic
system for mental disorders, the introduction of
a number of more contemporary and psychomet-
rically sound personality inventories (e.g., the
Millon Clinical Multiaxial Inventory and the
NEO-Personality Inventory), and several empiri-
cal demonstrations that personality traits do ap-
pear to be fairly stable across time and across sit-
uations (e.g., Costa & McCrae, 1988; Epstein &
O’Brien, 1985).

As we mentioned, the official American diag-
nostic classification system has influenced the
clinical assessment field. The first edition of the
American Psychiatric Association’s Diagnostic and
Statistical Manual of Mental Disorders (DSM-I)
appeared in 1952. Revisions of this manual have
appeared periodically, the most recent one in
2000 (DSM-IV-TR). In addition to this diagnostic
system’s influence on the content of self-report
inventories (new inventories were designed to
measure the DSM mental disorders), it spurred
the growth of another line of assessment tools—
the structured diagnostic interviews. These inter-
views consist of a standard list of questions that
are keyed to the diagnostic criteria for various dis-
orders from the DSM. Clinicians (or researchers)
who need to formulate a DSM diagnosis for a
patient (or research participant) can use these
interviews; it is no longer necessary to administer
a psychological test and then infer a patient’s
diagnostic status from his or her test scores.

Interest in neuropsychological assessment has
grown tremendously as well. Neuropsychological
assessment is used to evaluate relative strengths
and deficits of patients based on empirically
established brain-behavior (test responses) rela-
tionships. Several devices were introduced to
detect impaired brain functioning. In 1947, Hal-
stead introduced an entire test battery to aid in
the diagnosis of neuropsychological problems.
Contemporary neuropsychological assessment
typically involves one of two approaches. Some
use a uniform group, or battery, of tests for all
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patients. Others use a small subset of tests ini-
tially and then, based on the results of these ini-
tial tests, use additional tests to resolve and
answer the referral questions. Some of the more
popular neuropsychological test batteries include
the Halstead-Reitan (Reitan, 1969) and the Luria-
Nebraska Neuropsychological Battery (Golden,
Purisch, & Hammeke, 1985). The field of neu-
ropsychology is becoming increasingly sophisti-
cated. Many neuropsychological tests are now
computer administered, more attention is being
directed to identifying neuropsychological corre-
lates of mental disorder, and test results are inte-
gral components of rehabilitation planning
(Golden, Zillmer, & Spiers, 1992; Jones & Butters,
1991).

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

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

Interventions
The Beginnings (1850-1899)

Emil Kraepelin’s focus was on the classification
of psychoses. But others were investigating new

treatments for neurotic patients, such as sugges-
tion and hypnosis. Specifically, Jean Charcot
gained a widespread reputation for his investiga-
tions of patients with hysteria—patients with
“physical symptoms” (e.g., blindness, paralysis)
that did not seem to have an identifiable physical
cause (Figure 2-2). He was a master of the dramatic
clinical demonstration with hypnotized patients.
As a matter of fact, he believed that only patients
with hysteria could be hypnotized. However, he
was probably investigating hypnosis rather than
hysteria. Others, such as Hippolyte Bernheim and
Pierre Janet, were critical of Charcot’s work. Bern-
heim felt that the symptomatology of hysteria
was nothing more than suggestibility. Janet, on
the other hand, came to regard hysteria as a man-
ifestation of a “split personality” and also as a
kind of hereditary degeneration.

At about the same time, the momentous col-
laboration of Josef Breuer and Sigmund Freud
began. In the early 1880s, Breuer was treating
a young patient named “Anna O,” who was
diagnosed with hysteria. Anna O’s treatment pre-
sented many challenges but also led to theoreti-
cal breakthroughs that would influence psy-
chotherapy practice for years to come. Breuer
discussed the case extensively with Freud, who
became so interested that he went to Paris to
learn all that Charcot could teach him about
hysteria. To considerably shorten a long story, in
1895, Breuer and Freud published Studies on Hys-
teria. For a variety of reasons, the relationship
between the two men subsequently became
quite strained. But their collaboration served as
the launching pad for psychoanalysis, the single
most influential theoretical and treatment devel-
opment in the history of psychiatry and clinical

psychology.

The Advent of the Modern Era
(1900-1919)

Reformers such as Clifford Beers have been
important in the history of clinical psychology.
Beers was hospitalized in the wake of severe
depressions. While hospitalized, he passed into a
manic phase and began recording his experi-



Historical Overview of Clinical Psychology | 39

FIGURE 2-2 Jean Charcot demonstrated with a patient called “Wit.”
Although trained as a neurologist, Charcot employed a psychosocial
approach to explaining hysteria.

© Bettmann/Corbis

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

In 1900, shortly before Beers entered the hos-
pital, Freud published The Interpretation of
Dreams. With this event, the psychoanalytic
movement was in full swing. Concepts such as
the unconscious, the Oedipus complex, and the
ego began their ascendance, and sexuality
became the coin of the psychological realm.

Freud’s ideas were by no means an overnight
success. Recognition was slow in coming, but
converts did begin to beat a path to his door.
Alfred Adler, Carl Jung, and others began to take

notice. Freud published other books, and the list
of converts grew still longer, including A. A. Brill,
Paul Federn, Otto Rank, Ernest Jones, Wilhelm
Stekel, Sandor Ferenczi, and others.

Later in this chapter, we will note Lightner
Witmer'’s establishment of the first psychological
clinic. Also important was William Healy’s estab-
lishment of a child guidance clinic in Chicago in
1909. This clinic used a team approach involving
psychiatrists, social workers, and psychologists.

They directed their efforts toward what would
now be labeled juvenile delinquents rather than
toward the learning problems of children that
had earlier attracted Witmer’s attention. Healy’s
approach was greatly influenced by Freudian
concepts and methods. Such an approach ulti-
mately had the effect of shifting clinical psy-
chology’s work with children in the dynamic
direction of Freud rather than into an educa-
tional framework.
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FIGURE 2-3 Clifford Beers wrote A
Mind That Found lItself, a chronical of his
experiences while hospitalized as a mental
patient. His efforts were instrumental in
launching the mental hygiene movement.

In 1905, Joseph Pratt, an internist, and
Elwood Worcester, a psychologist, began to use a
method of supportive discussion among hospi-
talized mental patients. This was the forerunner
of a variety of group therapy methods that
gained prominence in the 1920s and 1930s.

Between the Wars (1920-1939)

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

The eventual entry of psychologists into
therapeutic activities was a natural outgrowth of
their early work with children in various guid-
ance clinics. At first, that work was largely con-
fined to the evaluation of children’s intellectual
abilities, and this, of course, involved consulta-
tions with parents and teachers. But it is hard to
separate intellectual functioning and school suc-
cess from the larger psychological aspects of
behavior. As a result, it was only natural that psy-
chologists should begin to offer advice and make
recommendations beyond the narrow analysis of
abilities.

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

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

Group therapy also began to attract atten-
tion. By the early 1930s, the works of both J. L.
Moreno and S. R. Slavson were having an impact.
Another precursor of things to come was the
technique of “passive therapy” described by Fred-
erick Allen (1934). In this approach, one can see
some of the first stirrings of what would become



client-centered therapy. But there were other
straws in the wind too. In 1920, John Watson
described the famous case of Albert and the white
rat, in which a young boy was conditioned to
develop a neurotic-like fear of white, furry objects
(Watson & Rayner, 1920). A few years later, Mary
Cover Jones (1924) showed how such fears could
be removed through conditioning. Still later,
J. Levy (1938) described “relationship therapy.”
These latter three events marked the beginnings
of behavior therapy, a very popular and influential
group of therapeutic methods used today.

World War Il and Beyond (1940—Present)

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

This wartime experience whetted the appe-
tites of psychologists for greater responsibility in
the mental health field. It is uncertain whether
this increasing focus on psychotherapy stemmed
from a desire to gain greater professional respon-
sibility, an awareness that they possessed the
skills to perform mental health tasks, an embry-
onic disenchantment with the ultimate utility of
diagnostic work, or some combination of the
three. However, the stage had been set.

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

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

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

However, psychotherapy was not the whole
story. The behaviorists were beginning to develop
what they regarded as a more “hardheaded”
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brand of therapy. Andrew Salter (1949) wrote
Conditioned Reflex Therapy, a pioneering work in
what later evolved into desensitization methods.
In 1953, B. F. Skinner furthered the behavioral
therapy cause when he outlined the application
of operant principles to therapeutic and social
interventions. Then in 1958, Joseph Wolpe
introduced systematic desensitization, a tech-
nique based on conditioning principles; the
behavior therapy movement was now more
firmly entrenched than ever. Albert Bandura
(1969) set the stage for the cognitive-behavioral
movement by demonstrating how behavior
could be modified through the observation of
others, or modeling.

Whereas psychoanalysis and psychodynamic
psychotherapy were previously the dominant
forces, behavior therapy was now gaining in
popularity among clinical psychologists. Its
appeal stemmed from its focus on observable
(and measurable) behavior, the shorter length of
treatment required, and the emphasis on the
empirical evaluation of treatment outcome.
Behavior therapy helped stimulate the growth of
psychotherapy research. Previously, only a select
number of academics conducted studies of treat-
ment efficacy. We now see many researchers and
practitioners who use empirical methods to
investigate the effectiveness of various treatment
techniques.

Several other trends in intervention are note-
worthy. First, the number of treatments
employed by clinical psychologists has grown
tremendously over the years. These range from
cognitive-behavioral approaches that have
empirical support to “trendier” approaches like
“inner-child therapy” that have no empirical
support. Some have estimated the number of
therapies available at well over 400. Fortunately,
not all of these are “therapies of the month,”
and many have empirical support. Perhaps
because of this startling array of therapeutic ori-
entations and treatment choices, many clinical
psychologists refer to themselves as eclectics.
These clinicians employ the techniques of more
than one theoretical orientation, basing their

selection on the particular problems presented
by the individual client or patient. At the same
time, many clinical psychologists are interested
in integrating various approaches into one ther-
apeutic modality, as well as identifying common
factors that underlie different approaches to
treatment (J. D. Frank, 1971).

Second, brief or time-effective therapy (Budman
& Gurman, 1988) is becoming a preferred mode
of psychotherapeutic intervention for several
reasons. Many individuals cannot afford years of
psychotherapy. Briefer forms of therapy have
been shown to be equally as effective, if not
more effective, than traditional psychotherapy.
Further, managed care companies that control
reimbursement for mental health treatment are
often unwilling to reimburse clinicians for more
than a handful of sessions. Along with the devel-
opment of brief forms of therapy, “manualized”
forms of treatment have been introduced into
clinical work (e.g., Beck, Rush, Shaw, & Emery,
1979; Strupp & Binder, 1984). These manuals are
useful for clinicians because they outline treat-
ment goals for each session as well as techniques
to be used, and typically, the treatment “pack-
age” can be implemented and completed in 10
to 15 sessions or less. Further, they assist research
aimed at determining the efficacy or effective-
ness of psychological interventions. Currently,
treatment manuals are available for a wide range
of psychological problems, including depression,
anxiety disorders, and personality disorders.
Many of these treatments will be highlighted
throughout this book.

Third, by the 1950s, some clinicians had
begun to be disenchanted with therapy methods
that dealt with one patient at a time (or even 10
patients at a time, as in group therapy). They
sought a more “preventive” approach. Their
search culminated in the rise of community psy-
chology in the 1960s and health psychology in the
1980s. A growing number of clinical psycholo-
gists provide services related to the prevention of
health problems, mental health problems, and
injury. The area of prevention is often associated
with health psychology and will increasingly be
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TIMELINE: Significant Events in Intervention

1793
Pinel introduces humane care in French asylums.

1848

1895

1900

1908

1909

1920

1932

1950

1951
1952
1953
1958

1965

1850 1900

1800

in the spotlight in years to come as psychology
is called upon by primary care physicians and
managed care companies.

Finally, starting in 1995, lists of “empirically
supported treatments” have been widely dissem-

Dorothea Dix successfully lobbies for better facilities for the mentally ill in New Jersey.

Breuer and Freud publish Studies on Hysteria.

Freud publishes The Interpretation of Dreams.

Clifford Beers inaugurates mental hygiene movement.
Healy founds a child guidance clinic in Chicago.

Watson and Rayner describe the conditioning of fears.

Moreno introduces group therapy.

Dollard and Miller publish Personality and Psychotherapy.

Rogers publishes Client-Centered Therapy.

Eysenck publishes his critique of psychotherapy.

Skinner outlines application of operant principles.

Wolpe describes method of systematic desensitization.

Conference in Swampscott, MA, gives birth to community psychology.
1980s

Rise of health psychology, increasing focus on
brief psychotherapy, increase in psychotherapy research.

1990s

Managed health care has tremendous impact
on psychological services.

1995
Lists of empirically supported treatment appear.

inated among clinical psychologists (e.g., Task
Force on Promotion and Dissemination of Psy-
chological Procedures, 1995). The original list and
subsequently revised lists have identified those
interventions for commonly encountered clinical
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problems that have garnered empirical support
through multiple outcome studies. We will dis-
cuss many of these interventions in later chapters.

Recently, two important events occurred that
will surely affect the field of intervention in clin-
ical psychology. Although we will discuss these
events in more detail in the next chapter, it is
worth noting them here. First, in 1995, the Amer-
ican Psychological Association officially endorsed
the pursuit of prescription privileges for psychol-
ogists. Then in 2002, New Mexico became the
first state to enact a law authorizing properly
trained psychologists to prescribe psychotropic
medications to patients or clients. Reportedly,
more states may follow suit. Thus, it seems rea-
sonable to expect that clinical psychology inter-
ventions will no longer be limited to “talk ther-
apy”; practitioners are likely to complete the
necessary training to obtain prescription privi-
leges and use medications in their practice.

A summary of the major historical events rel-
evant to interventions is presented in the time-
line Significant Events in Intervention.

Research

The Beginnings (1850-1899)

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

The Advent of the Modern Era
(1900-1919)

During this period, Ivan Pavlov was lecturing on
the conditioned reflex. His work on conditioning
left an important legacy for clinical psychology.
The notion of classical conditioning has become

a central part of theory and research while also
playing a significant role in a variety of therapeu-
tic methods. Another important development
was research on intelligence testing. In 1905,
Binet and Simon offered some evidence for the
validity of their new test, and in 1916, Terman's
research on the Binet-Simon test appeared. This
was also the era of the development of the Army
Alpha and Beta tests, described earlier.

Between the Wars (1920-1939)

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

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

World War Il and Beyond (1940—Present)

By the mid-1960s, diagnosis and assessment had
become less important for many clinicians.
However, in the 1950s, you would hardly have
predicted it. The journals were full of research
studies dealing with both intelligence testing
and personality assessment. Study after study
dealt with various aspects of the Stanford-Binet
and the Wechsler scales. Research on their valid-
ity and reliability, their use with various diag-
nostic groups, short forms, and implications for
personality appeared in waves. The story was
similar for projective tests. Literally hundreds of
studies dealing with the Rorschach and TAT were
published. Many of these studies also focused on
issues of reliability and validity. Some observers
attribute part of the subsequent decline in pro-
jective testing to the many negative validity
studies that appeared during this time.

Another very important research develop-
ment during these years was the emergence of
studies on the process and effectiveness of psy-



chotherapy. As noted previously, Eysenck’s
critique sent clinicians scrambling to shore up
psychotherapy’s image through solid research
evidence. One of the real pioneers in therapy re-
search was Carl Rogers (1951). His use of record-
ings to study the process of therapy opened win-
dows to an activity that had long been shrouded
in mystery. Rogers and Dymond (1954) reported
controlled research findings on the counseling
process.

Another research landmark of this era was
the publication of Julian Rotter’s Social Learning
and Clinical Psychology in 1954. It presented not
only a social learning theory but also a series of
controlled studies that provided an empirical
foundation for the theory. Research on the the-
ory’s implications for assessment and therapy
was also included. The work provided a solid
foundation upon which subsequent social learn-
ing theorists could build.

The 1950s also witnessed the explicit begin-
nings of the more behaviorally oriented forms of
intervention. Joseph Wolpe’s research in South
Africa on animal and human learning convinced
him that his work was relevant to human emo-
tional problems and led him to develop the
method of systematic desensitization (Wolpe,
1958). This behavioral method relies neither on
insight, thought to be so necessary by the psy-
choanalysts, nor on growth potential, consid-
ered equally necessary by the client-centered
school of therapy. Arnold Lazarus and Stanley
Rachman also helped facilitate this movement.
Another influential figure in the behavioral
research movement was Hans Eysenck, who
coined the term “behavior therapy” and wrote
an important book on the topic in 1960.

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

Other areas of research that have grown
tremendously are diagnosis and classification as
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well as psychological testing and measurement.
The publication of DSM-III (American Psychiatric
Association, 1980) spurred an explosion of
research aimed at evaluating the reliability,
validity, and utility of specific criteria listed for
the mental disorders included in this manual.
Both psychiatry and psychology journals pub-
lished numerous studies on the DSM-III criteria
for syndromes such as schizophrenia, major
depression, and antisocial personality disorder.
In addition, more clinical psychologists began
conducting research aimed at identifying the eti-
ological (causal) factors associated with the devel-
opment of various mental disorders. The factors
investigated ranged from genetic predispositions
to traumatic childhood events such as physical
or sexual abuse.

Published research on psychological invento-
ries, interviews, and rating scales has also in-
creased. With the proliferation of psychological
instruments available to researchers and clini-
cians, the reliability and validity of these mea-
sures need to be evaluated empirically. Sympto-
matic of the growth of this research area is the
“splitting” of a major clinical psychology jour-
nal, the Journal of Consulting and Clinical Psychol-
ogy (JCCP), in two. Now, in addition to JCCP, we
have the journal Psychological Assessment, the pri-
mary outlet for research on psychological tests
and measures used by clinical psychologists. It is
important to note, however, that the research of
clinical psychologists is published in many other
high-quality journals besides these two. The fol-
lowing list indicates the range of journals that
publish research important to the field:

Journal of Consulting and Clinical Psychology
Psychological Assessment

Clinical Psychology: Science and Practice
Journal of Abnormal Psychology
Psychological Bulletin

Behavior Therapy

Psychological Science

American Journal of Psychiatry

Archives of General Psychiatry

Professional Psychology: Research and Practice
Clinical Psychology Review
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TIMELINE: Significant Events in Research

1879
Wundt establishes the first psychological lab in Leipzig.

1890
William James publishes Principles of Psychology.
1905

1916

1939

1943

Binet and Simon offer validity data for their test.

Terman’s research on the Binet scale appears.

Wechsler publishes his research on the Wechsler-Bellevue.

Hathaway and McKinley publish MMPI data.

1952
Eysenck’s critique of psychotherapy appears.

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

 Rotter publishes his social learning theory.

1977

Smith and Glass

report meta-analysis

of psychotherapy studies.

1980s

Psychopathology research
grows following publication
of DSM-I1I.

1990s
Interest in
behavioral
genetics
increases.

1895

Finally, the decade of the 1990s has wit-
nessed an increasing amount of interest among
clinical psychologists in the field of behavioral
genetics. Behavioral genetics is a research spe-
cialty in which both genetic and environmental
influences on the development of behavior are
evaluated. Behavioral geneticists have investi-
gated these influences in a wide range of behav-
iors and individual differences, including intelli-

1955 1965 1985

gence, personality, and psychopathology. We
will review this important field in later chapters.

Because research is such an important part of
all clinical psychology, we will be discussing
research methods, research on particular topics,
and the historical context of research in these
areas throughout this book. Many of the re-
search highlights are mentioned in the timeline
Significant Events in Research.



The Profession

The Beginnings (1850-1899)

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

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

Witmer’s clinic was devoted to the treatment
of children who were experiencing learning prob-
lems or who were disruptive in the classroom. In
the first issue of The Psychological Clinic in 1907,
Witmer wrote:

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

When brought to the psychological
clinic, such children are given a physical
and mental examination; if the result of this
examination shows it to be desirable, they
are then sent to specialists for the eye or ear,
for the nose and throat, and for nervous
diseases, one or all, as each case may require.
The result of this conjoint medical and
psychological examination is a diagnosis of
the child’s mental and physical condition
and the recommendation of appropriate
medical and pedagogical treatment.
(Witmer, 1907, p. 1)
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In many ways, Witmer’s influence on the
field was historical rather than substantive. That
is, he got the profession under way but really
added little in the way of new theories or meth-
ods. It was he who named the field “clinical psy-
chology,” and he was the first to teach a specific
course in clinical psychology. Further, it was Wit-
mer who in 1907 founded the first journal in
clinical psychology, The Psychological Clinic—a
journal that he edited and contributed articles to
until it ceased publication in 1935. Although the
manner in which clinical psychologists do
things today may not have been much influ-
enced by Witmer, the fact that they are doing
them at all is due in no small measure to his
efforts and foresight (McReynolds, 1987, 1996).
Box 2-1 summarizes Witmer’s seminal contribu-
tions to the field.
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BOX 2-1

Lightner Witmer: The Founder of Clinical Psychology

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

m In 1896, he established the first “psycho-
logical” clinic.

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

m He served as founder and editor of the first
journal in the field, The Psychological Clinic.

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

In addition, Witmer’s work influenced and
anticipated future developments in clinical
psychology, including an emphasis on chil-
dren’s academic problems, the use of active
clinical interventions to improve individuals’
lives, and collaboration with other profession-
als (e.g., physicians) in providing treatment
(Routh, 1996).

The Advent of the Modern Era
(1900-1919)

In the first decade of the 20th century, only a
very small number of psychologists could be
found employed outside the universities. In
1906, Morton Prince began publishing the Jour-
nal of Abnormal Psychology, and in 1907, Witmer
began publication of The Psychological Clinic (see
Figure 2-5). With two journals of their own,
applied clinicians could now begin to form their
identity. This identity was further reinforced
when, in 1909, Healy established the juvenile
Psychopathic Institute in Chicago. The Iowa Psy-
chological Clinic had been started in 1908, the
same year that Goddard began offering psycho-
logical internships at the Vineland Training
School in New Jersey. With its own journals,
clinics, and internships, the profession of clini-
cal psychology was beginning to take shape.

By 1910, there were 222 APA members, pay-
ing annual dues of $1. (In 2003, membership
dues were $236, not including an additional
$110 special assessment fee for licensed health-
care psychologists!) However, the focus of APA
was on psychology as a science, not as a profes-
sion. At the same time, the public schools of the

day were beginning to clamor for testing services,
and universities were beginning to respond with
testing courses and studies of those with cogni-
tive limitations. Finally, in 1919, the first Section
of Clinical Psychology was created within the
APA. Meanwhile, an ever-increasing number of
psychological clinics were being established (e.g.,
the organization by Healy in 1917 of the Judge
Baker Foundation in Boston). However, World
War I and the growth of the group testing move-
ment did as much as anything to spur the devel-
opment of the new profession.

Between the Wars (1920-1939)

The APA had long proclaimed that its mission
was to further psychology as a science. However,
by the close of the 1920s, many clinically ori-
ented psychologists were becoming uneasy and
increasingly sought to gain recognition of their
unique roles and interests from APA. In 1931, the
Clinical Section of APA appointed a committee
on training standards, and in 1935, the APA
Committee on Standards of Training defined
clinical psychology as “that art and technology
which deals with the adjustment problems of
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FIGURE 2-5 Cover of the first issue of The Psychological Clinic.

Vol. I, No. 1 March 15, 1907

THE PSYCHOLOGICAL CLINIC

A Journal for the Study and Treatment
of Mental Retardation and Deviation

Editor:
LIGHTNER WITMER, Ph.D.,
University of Pennsylvania.

Associate Editor: Associate Editor:
HERBERT STOTESBURY, Ph.D., JOSEPH COLLINS, M.D.,
The Temple College, Post Graduate Medical College,
Philadelphia. New York.
CONTENTS
Page

CLINICAL PSYCHOLOGY. Lightner Witmer ..o 1
AN INFANTILE STAMMER (BABY TALK) IN A BOY OF

TWELVE YEARS. Clara Harrison Town, Resident

Psychologist at Friends” Asylum for the Insane, Frankford 10
A JUVENILE DELINQUENT. Edward A. Huntington,

Principal of Special School No. 3, Philadelphia ....cccoororeencenee 21
UNIVERSITY COURSES IN PSYCHOLOGY. Lightner

L7 25
REVIEWS AND CRITICISM: “Child and Educational

Psychology.” The Psychological Bulletin, Vol. 3, No. 2,

November 15, 1906, Edited by M. V. O’Shea......ccccooecvrncnccnce, 36
NEWS AND COMMENT ... 39

THE PSYCHOLOGICAL CLINIC PRESS
‘WEST PHILADELPHIA STATION, PHILADELPHIA, PA.
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human beings” (Reisman, 1976, p. 250). It is
doubtful whether many clinicians even today
would reject this definition.

In 1936, Louttit published the first clinical
psychology text, and in 1937, the Journal of Con-
sulting Psychology was founded. Still published
today as the Journal of Consulting and Clinical Psy-
chology (JCCP), it serves as a major publication
outlet for the research of many clinicians. Such
events signaled real growth for clinical psychol-
ogy as a profession. Another trend also attested
to the development of the field: Psychological
tests were beginning to become financial win-
ners. James McKeen Cattell founded the Psycho-
logical Corporation in 1921 to develop and mar-
ket psychological tests (particularly those of
interest to industry). The proceeds were used to
stimulate psychological research. Thus, money
began to invade the ivory tower. For example, a
$75,000 gift enabled Morton Prince to establish
the Harvard Psychological Clinic in 1927. Never-
theless, the clinical psychologists of the day were
quite different in terms of both activities and
training from those of today.

World War Il and Beyond (1940-1969)

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

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

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

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

The VA was not the only federal agency to
promote the rise of clinical psychology. The
aftermath of the war and the general increase in
government activity also led to an attempt to
ameliorate some of the mental health problems
in the nation as a whole. The U.S. Public Health
Service and the National Institute of Mental



Health initiated support of clinical psychology
graduate students working toward the Ph.D. and
sponsored research and training programs de-
signed to provide answers to the nation’s mental
health problems.

Further evidence of professional growth was
the publication of the first American Psychologist
in 1946. In 1945, Connecticut became the first
state to pass a certification law for psychologists.
During the following year, the American Board
of Examiners in Professional Psychology (ABEPP)
was established to certify the professional com-
petence of clinicians holding the Ph.D. In 1949,
the Educational Testing Service was started. The
APA was now asserting that psychotherapy was
an integral function of clinical psychologists—
notwithstanding the opposition from the psy-
chiatric profession. The APA was also assuming a
more activist role. It was beginning to make rec-
ommendations for the training of clinical psy-
chologists and also to certify clinical training
programs. In 1953, it published Ethical Standards,
a landmark achievement in the codification of
ethical behavior for psychologists and a great
step forward in the protection of the public. By
the beginning of the 1950s, the APA could claim
more than 1,000 members in its Clinical Divi-
sion. In just a few years after World War II, the
profession had made enormous strides.

In 1949, a conference on graduate education
in clinical psychology was held in Boulder, Colo-
rado. The Boulder Conference was a truly signif-
icant event in clinical psychology because it ex-
plicated the scientist-practitioner model for train-
ing clinical psychologists that has served as the
principal guideline for training ever since. In
succinct terms, this model asserts (a) clinical
psychologists shall pursue their training in uni-
versity departments; (b) they shall be trained as
psychologists first and clinicians second; (c) they
shall be required to serve a clinical internship;
(d) they shall achieve competence in diagnosis,
psychotherapy, and research; and (e) the culmi-
nation of their training shall be the Ph.D. de-
gree, which involves an original research contri-
bution to the field. By and large, this still serves
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as the training model, even though the scientist-
practitioner model has always had its critics.

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

The Growth of a Profession
(1970-Present)

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

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

At the same time, the field of community
psychology, which had seemed poised in the
1960s to revolutionize clinical psychology,
began to falter. To many, its promise seemed
unfulfilled. Then in the 1980s, the preventive
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FIGURE 2-6 APA membership from 1937 to 1987

Adopted from “Report of the Executive Vice-president: 1987,” by L. D.
Goodstein, American Psychologist, 1988, 43, 491-498. Copyright 1988
by the American Psychological Association. Reprinted by permission.
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focus reappeared with the development of the
field of health psychology. All these concepts,
methods, and trends of the past 35 years consti-
tute the major thrusts of this book and will be
covered in detail in the ensuing chapters.

The 1970s and 1980s witnessed still further
growth in the profession. In 1970, there were 81
fully approved graduate training programs in
clinical psychology and well over 12,000 clini-
cians. As for APA itself, in 1892, there had been
42 members; by 1987, there were almost 67,000.
This phenomenal growth is shown in Figure 2-6.
Currently, membership in the APA is over
80,000, and the operating budget is over $83
million. Also, the Division of Clinical Psychol-
ogy (Division 12; now called the Society of Clin-
ical Psychology) is the largest single unit in the
APA. All 50 states, the District of Columbia,
Puerto Rico, and several Canadian provinces
either license or certify psychologists. Many clin-
ical psychologists now have hospital privileges,
and most can be reimbursed for their services by
insurance and managed care companies. There
has also been an increase in the number of clin-
ical psychology graduate programs. Today, there

1957

1967 1977

Year

1987

are more than 200 doctoral training programs in
clinical psychology with full APA approval.

The 1988 Schism

Within the APA, there have always been con-
flicts, sometimes acrimonious, between clini-
cians and their scientific counterparts. Often,
these conflicts placed the scientist-practitioner
squarely in the middle. By 1988, the academic-
scientific wing of the APA seems to have con-
cluded that APA was under the control of the
practitioners, who were using their power to pro-
mote their own interests. Scientific interests,
they said, were being replaced by goals that were
essentially guildlike. The APA seemed to be pre-
occupied with such professional issues as writing
prescriptions, hospital privileges, reimbursement
questions, licensing, legal actions against psychi-
atry, and so on. In short, many had come to feel
that the APA was no longer responsive to the
academic-scientific needs of a significant num-
ber of its members. Indeed, former APA president
Janet Spence charged that 90% of APA council
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TIMELINE: Significant Events in the Profession of Clinical Psychology

1892
American Psychological Association (APA) is founded.

1896
Witmer establishes the first "Psychological” Clinic.

1909
Section of Clinical Psychology established within APA.

1930
Psi Chi founded.

1935

1936

1937

1945
1946
1947
1949

1953

1960

meetings were taken up by the professional in-
terests of practicing clinicians.

Matters seemed to come to a head when, in
1988, a plan to reorganize APA so as to help heal
the growing schism between the clinical wing
and the academic-scientific wing failed by a 2-to-

APA Committee on Standards of Training defines the field.

Louttit publishes first clinical psychology text.

Journal of Consulting Psychology founded.

Connecticut passes first certification law.

VA and NIMH begin support of psychology.

ABEPP/ABPP is established to certify the competence of clinicians.
Boulder Conference promulgates the scientist-practitioner model.
APA publishes Ethical Standards.

1968
First Psy.D. program established.

1981
Revised Ethical Standards published.

1988
Schism within APA leads to the foundation
of the American Psychological Society (APS).

1992
Most recent revision of Ethical Principles
published.

1995

APA endorses pursuit of
prescription privileges
for psychologists.

1990 2000

1980

1 vote of the membership. The response of those
disenchanted with the APA was to form a new,
separate organization. The American Psychological
Society (APS) was founded in 1988, led by 22 for-
mer APA presidents who became founding mem-
bers. The initial advisory board of APS read like a
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scientific “Who’s Who.” The first APS conven-
tion was held in June 1988 and by most accounts
was a resounding success. This organization now
has a newsletter, The Observer, a monthly em-
ployment bulletin, and three scientific journals,
Psychological Science, Psychological Science in the
Public Interest, and Current Directions in Psycholog-
ical Science. Today, the total APS membership ex-
ceeds 13,000. Approximately 13% of APS mem-
bers identify themselves as clinical, counseling,
or school psychologists. The professed goals of
this new organization are to:

m Advance the discipline of psychology

m Preserve the scientific base of psychology

m Promote public understanding of psycholog-
ical science and its applications

m  Enhance the quality of education

m  Encourage the “giving away” of psychology
in the public interest

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

As mentioned earlier, two recent landmark
events will influence the profession of clinical
psychology. In 1995, the APA officially endorsed
the pursuit of prescription privileges for psychol-
ogists, and in 2002, New Mexico became the first
state to enact a law allowing properly trained
psychologists to prescribe medications for men-
tal health conditions. These events will affect
not only the practice of clinical psychology but
also training and research.

Finally, in 2002, the APA published a new
version of the Ethical Principles of Psychologists

and Code of Conduct that took effect on June 1,
2003. Some of the highlights of these profes-
sional developments are summarized in the
timeline Significant Events in the Profession of
Clinical Psychology.

Today, the field of clinical psychology is chal-
lenged by a host of professional issues. In Chap-
ter 3, we will discuss several of these in some
detail. Briefly, they include the question of the
optimal training model for contemporary clini-
cal psychologists, the impact of the health-care
revolution and managed care on clinicians, and
the current push for prescription privileges for
clinical psychology. The way that these issues are
resolved will greatly affect the field of clinical
psychology for years to come.

Chapter Summary

Clinical psychology has changed, and it will cer-
tainly change even more. Witmer would scarcely
recognize it. G. Stanley Hall, APA’s first presi-
dent, would doubtless be amazed at the things
APA and APS are doing. However, although train-
ing and practice are in a state of flux, certain
constants remain. Clinical psychologists are still
involved in assessment and treatment. They still
have research contributions to make, and they
are still concerned with their professional devel-
opment. The goal that binds clinical psycholo-
gists together remains the same: to apply their
knowledge and skill to the mental health needs
of people everywhere.

Key Terms

American Psychological Society (APS) The profes-
sional psychological organization formed in 1988
when an academic-scientific contingent broke off
from the APA. Goals of the APS include advancing
the discipline of psychology, preserving its scien-
tific base, and promoting public understanding of
the field and its applications.

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



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

behavioral assessment An approach to understand-
ing and changing behavior by identifying the con-
text in which it occurs (the situations or stimuli
that either precede it or follow from it).

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

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

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

etiological Causal. For example, an etiological fac-
tor for depression is believed to contribute to its
onset.

& A term introduced by Charles Spearman to de-
scribe his concept of a general factor of intelligence.

guidance clinics Clinics devoted to the evaluation
and treatment of children’s intellectual and behav-
ioral difficulties.

health psychology A psychological specialty that fo-
cuses on the prevention of illness, the promotion
and maintenance of good health, and the psycho-
logical treatment of individuals with diagnosed
medical conditions.

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

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

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

neuropsychological assessment An assessment ap-
proach—based on empirically established brain-
behavior relationships—that evaluates a person’s
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relative strengths and weaknesses across a number
of areas (e.g., memory, speed of processing, and
manual dexterity).

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

personality disorders Enduring and maladaptive
patterns of experience and behavior that emerge by
adolescence or young adulthood and persist
through much of adulthood. Examples include the
paranoid, antisocial, and dependent personality
disorders.

personality testing The use of measures or tech-
niques to provide insight into enduring characteris-
tics or traits.

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

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

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

psychodiagnosis The use and interpretation of psy-
chological test scores for the purposes of diagnosis
and treatment planning.

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

radical behaviorism A movement in psychology
that began in the late 1950s and persisted through
the 1960s. Proponents of this movement asserted
that only overt behaviors could be measured and
even questioned the existence of personality traits.

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

structured diagnostic interviews A class of assess-
ment tools, all of which consist of questions keyed
to diagnostic criteria. The term structured means
that interviewers ask all interviewees the same ques-
tions in the same order and score the answers in
standard ways.

systematic desensitization A behavioral technique
for the treatment of anxiety disorders in which pa-
tients practice relaxation while visualizing anxiety-
provoking situations of increasing intensity.

Web Sites of Interest

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

2-1 American Psychological Association

2-2  American Psychological Society

2-3  Society for a Science of Clinical Psychology
2-4  Classics in the History of Psychology

2-5 Daily Calendar of Events in the History of
Psychology

2-6  Society of Clinical Psychology (Division 12
of the APA)

2-7  Web sites dedicated to specific individuals
important in the history of psychology

2-8 Women in Psychology
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In Chapter 2, we reviewed the history and devel-
opment of the field of clinical psychology by
examining important events in the areas of diag-
nosis and assessment, interventions and psy-
chotherapy, research, and the profession. That
review helped us to appreciate the roots of clini-
cal psychology, as well as to put current activities
in the appropriate historical context.

In this chapter, we discuss a variety of con-
temporary issues in clinical psychology: What are
the best training models for a clinical psycholo-
gist? What is the best way to ensure professional
competence? What are the issues that currently
face clinical psychologists in private practice?
How can clinical psychology maintain its inde-
pendence and economic viability? How should
clinical psychology respond to the increasing
diversity of the population it serves? How will the
health care revolution affect clinical psycholo-
gists? Should clinical psychologists pursue and
obtain prescription privileges? What are contem-
porary ethical standards for clinical psychologists?

We begin with one of the most contentious
of these issues: the appropriate training models
for future clinical psychologists.

Models of Training in
Clinical Psychology

The Scientist-Practitioner

The Training Model. In Chapter 2, we briefly
discussed the landmark conference on graduate
education in clinical psychology held in Boulder,
Colorado, in 1949. Out of this conference arose
the Boulder model, or scientist-practitioner model,
of training. This model represents an attempt to
“marry” science and clinical practice, and it
remains the most popular training model for
clinical psychologists even to this day.

It is useful to remember that clinical psy-
chology began in universities as a branch of sci-
entific psychology. It arose within the structure
of colleges of arts and sciences, where teaching,
research, and other scholarly efforts were the
rewarded activities. Practitioner concerns were
grafted onto this corpus, and the graft did not

always take well. The goals of professionalism
were not always the goals of one’s dean or even
of one’s peers.

In the face of such conflict, some clinical psy-
chology professors did carry out research and
they did publish. But their critics (often graduate
students or clinicians in the field) complained
that much of the research was trivial, nonutili-
tarian, or just busywork whose only purpose was
to gain financial rewards and titles. Worse, it
seemed to professors that their own research
detracted from their training of clinical students
in the skills of the profession. Some students
complained that they were learning too much
about analysis of variance, theories of condition-
ing, or principles of physiological psychology
and too little about psychotherapy and diagnos-
tic testing.

These are the kinds of events and situations
that led to demands for change. The Boulder
model saw a profession comprised of skilled
practitioners who could produce their own re-
search as well as consume the research of others.
The goal was to create a profession different from
any that had gone before. The psychological cli-
nician would practice with skill and sensitivity
but would also contribute to the body of clinical
knowledge by understanding how to translate
experience into testable hypotheses and how to
test those hypotheses. The Boulder vision was of
a systematic union between clinical skill and the
logical empiricism of science. To separate the
practitioner from the source of knowledge is to
create someone who passively consumes infor-
mation or “buys” techniques from a psychologi-
cal huckster.

The scientist-practitioner model is less a
quantitative breakdown of one’s daily activities
than it is a state of mind. No one ever intended
to have all clinicians devote 50% of their time to
their clinical practice and 50% to formal re-
search. Some will be primarily researchers and
others primarily clinicians. Although it is true
that practicing clinicians do not do much in the
way of research, this may be largely because their
work settings do not permit it and not because
they do not wish to do it.



The scientist-practitioner model is just as
applicable to clinical researchers as it is to prac-
ticing clinicians. The former can only produce
solid, meaningful research if they keep their clin-
ical sensitivity and skills honed by continuing to
see patients. Just as practitioners must not for-
sake their research training and interests, neither
must researchers ignore their clinical foundation.

The Debate Goes On. A series of training con-
ferences culminating in one at Salt Lake City,
Utah, in 1987 have eroded any strict interpreta-
tion of the scientist-practitioner model. These
conferences have recognized alternative routes
to professional competence. Specifically, they
have accepted approaches that deemphasize
research experience in favor of more direct and
extensive training in clinical skills.

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

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

The foregoing controversy was at least partially
responsible for the emergence of Doctor of Psy-
chology (Psy.D.) degrees. The special characteris-
tics of these degrees are an emphasis on the
development of clinical skills and a relative
deemphasis on research competence. A master’s
thesis is not required, and the dissertation is usu-
ally a report on a professional subject rather than
an original research contribution.

The first of these programs was developed at
the University of Illinois in 1968 (D. R. Peterson,
1971), although that school has since closed its
program. Subsequently, similar programs were
developed at Rutgers, Baylor, and elsewhere. As
Peterson (1968) envisioned them, Psy.D. pro-
grams are not substantially different from Ph.D.
programs during the first 2 years of training. The
real divergence begins with the 3rd year. At that
point, increasing experience in therapeutic prac-
tice and assessment becomes the rule. The 4th
year continues the clinical emphasis with a series
of internship assignments. More recently, Psy.D.
programs have moved toward compressing for-
mal coursework into the 1st year and expanding
clinical experience by requirements such as
5-year practice. A good description and history
of Psy.D. programs have been provided by Peter-
son (1997). Currently, there are more than 55
accredited doctoral programs in clinical psychol-
ogy that offered the Psy.D., and an increasing
percentage of doctorates awarded in clinical psy-
chology are Psy.D. degrees. Clearly, Psy.D. pro-
grams have gained an increasing foothold in the
profession.

Farly on, there were concerns that graduates
with a Psy.D. degree might be seen as less quali-
fied than those with Ph.D.s for professional prac-
tice and have more trouble finding employment.
However, this has not been the case (Norcross,
Castle, Sayette, & Mayne, in press). In an effort to
further explore differences between Psy.D. and
Ph.D. programs in clinical psychology, Norcross
et al. (in press) conducted a survey. Some of the
differences found included a higher acceptance
rate of applicants to Psy.D. programs (41% vs. less
than 15%), a lower percentage of Psy.D. faculty
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with a cognitive-behavioral theoretical orienta-
tion, a lower percentage of Psy.D. students re-
ceiving full financial assistance (20%), a lower
percentage of Psy.D. students obtaining an
internship (74%), and a shorter period of time to
complete the Psy.D. degree (M = 5.1 years).

Professional Schools

Although the Psy.D. model represents a clear
break with tradition, an even more radical inno-
vation is the development of professional
schools. Many of these schools have no affilia-
tion with universities; they are autonomous, with
their own financial and organizational frame-
work. Often referred to as “freestanding” schools,
most offer the Psy.D. (R. L. Peterson, Peterson,
Abrams, & Stricker, 1997). Most schools empha-
size clinical functions and generally have little or
no research orientation in the traditional sense.
Faculty are chiefly clinical in orientation and
therefore are said to provide better role models
for students. The first such freestanding profes-
sional school was the California School of Profes-
sional Psychology (Dorken, 1975). It was founded
by the California State Psychological Association
and offers several mental health degrees (Dorken
& Cummings, 1977).

In 1987, there were 45 professional schools
in operation, awarding several hundred of the
3,000 yearly clinical doctorates (Strickland,
1988). Today, over one half of the doctorates in
clinical psychology are awarded by professional
schools! Clearly, the proportion of doctorates in
clinical psychology awarded by professional
schools has increased dramatically. These pro-
grams tend to admit far more students than tra-
ditional university-based scientist-practitioner
programs.

How many professional schools ultimately
will survive is still uncertain. One of their great-
est problems is stability of funding. Many such
institutions must depend on tuition as their
chief source of funds, which does not generate
enough money to make them financially secure.
They often depend heavily on part-time faculty
whose major employment is elsewhere—a shaky

foundation for an academic structure. As one
consequence, it is sometimes difficult for stu-
dents to have the frequent and sustained con-
tacts with their professors that are so vital to a
satisfactory educational experience.

Although some professional schools are fully
accredited by the APA, they are the exception
rather than the rule. This is a major handicap
that such schools will have to overcome if their
graduates are to find professional acceptance
everywhere. Recent conferences on training seem
to suggest that both Ph.D. and Psy.D. programs
have found secure niches and are here to stay.
However, they continue to recommend that all
doctoral programs be at or affiliated with region-
ally accredited universities (Belar & Perry, 1992).

Clinical Scientist Model

Over the past decade, empirically oriented clini-
cal psychologists have become increasingly con-
cerned that clinical psychology, as currently
practiced, is not well grounded in science. Ac-
cording to this view, many of the methods that
practitioners employ in their treatment have not
been demonstrated to be effective in controlled
clinical studies. In some cases, empirical studies
of these techniques have not been completed; in
other cases, research that has been completed
does not support continued use of the technique.
Similarly, the use of assessment techniques that
have not been shown to be reliable and valid and
to lead to positive treatment outcome has been
called into question.

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

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

2. “Psychological services should not be admin-
istered to the public (except under strict ex-
perimental control) until they have satisfied
these four minimal criteria:

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



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

c. These claimed benefits must be validated
scientifically.

d. Possible negative side effects that out-
weigh any benefits must be ruled out
empirically” (p. 80).

3. “The primary and overriding objectives of
doctoral training programs in clinical psy-
chology must be to produce the most com-
petent clinical scientists possible” (p. 84).

Like-minded clinical psychologists were
urged to help build a science of clinical psychol-
ogy by integrating scientific principles into their
own clinical work, differentiating between scien-
tifically valid techniques and pseudoscientific
ones, and focusing graduate training on meth-
ods that produce clinical scientists—individuals
who “think and function as scientists in every
respect and setting in their professional lives”
(McFall, 1991, p. 85).

This document has proved to be quite
provocative. One outgrowth of this model of
training is the newly formed Academy of Psycho-
logical Clinical Science. The Academy consists of
graduate programs that are committed to train-
ing in empirical methods of research and to the
integration of this training with clinical training.
The Academy is affiliated with the American Psy-
chological Society (APS), and it is comprised of
over 50 member programs (including both doc-
toral and internship programs). The primary
goals of the Academy are:

1. To foster the training of students for careers
in clinical science research, who skillfully
will produce and apply scientific knowledge.

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

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

4. To foster the broad application of clinical sci-
ence to human problems in responsible and
innovative ways.
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5. To foster the timely dissemination of clinical
science to policymaking groups, psycholo-
gists, and other scientists, practitioners, and
consumers (see Web site 3-4).

Essentially, a network of graduate programs
and internships that adhere to the clinical sci-
ence model has developed. These programs share
ideas, resources, and training innovations. Fur-
ther, they collaborate on projects aimed at
increasing grant funding from governmental
agencies, addressing state licensing requirements
for the practice of psychology, and increasing
the visibility of clinical science programs in
undergraduate education.

As evidenced by the Academy’s membership
growth over the last 10 years, more programs
have embraced this model of training for clinical
psychologists. Further, the addition of intern-
ships into the Academy has provided the oppor-
tunity for a continuum of clinical science train-
ing in a variety of settings (e.g., classroom,
research laboratory, and clinical settings).

Combined Professional-Scientific
Training Programs

A final alternative training model that we will
discuss briefly involves a combined specialty in
counseling, clinical, and school psychology. As
outlined by Beutler and Fisher (1994), this train-
ing model assumes that (a) these specialties share
a number of core areas of knowledge and (b) the
actual practices of psychologists who graduate
from each of these specialties are quite similar.
The curriculum in these combined training pro-
grams focuses on core areas within psychology
and exposes students to each subspecialty of
counseling, clinical, and school psychology.
The combined training model emphasizes
breadth rather than depth of psychological
knowledge. However, this feature can also be
seen as a potential weakness of the model. Grad-
uates from this type of training program may not
develop a specific subspecialty or area of exper-
tise by the end of their doctoral training (Beutler
& Fisher, 1994). Further, this model of training
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PROFILE 3-1
Richard M. McFall, Ph.D.

Psychology Dept., Indiana Univ.

Dr. McFall is a professor of psychology at Indiana
University. He is an expert in the area of interper-
sonal competence, and his widely cited research has
appeared in numerous journals and books read by
clinical psychologists. In addition to his research pur-
suits, Dr. McFall has taught and trained many clinical
psychologists through his roles as faculty member
and director of clinical training. Finally, Dr. McFall is
recognized as influential in establishing the clinical
science model of training. He served as the president
of the Academy of Psychological Clinical Science
from 1995 to 1998.

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

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

As an undergraduate at DePauw University, |
was an art major until my junior year, when it
occurred to me to ask my art professor what
| might be able to do with a degree in art.
Among other things, he suggested that |
might become an account executive in adver-
tising. He suggested that | take a psychology
course to learn what motivated people to buy
things. So, | went over to the psychology
department. Of course, | had to take prerequi-

sites (introductory, statistics, experimental, and
so on) before | could take the “good stuff,”
and before | knew it, | was a psychology major.
At the start of my senior year, still intending to
go into advertising, | took a clinical psychology
course taught by John Exner (the world-famous
Rorschach expert), devoted primarily to pro-
jective tests. Exner encouraged me to apply to
graduate school in clinical psychology, and
gave me a list of prospective graduate pro-
grams, all psychodynamically oriented. As |
began filling out applications, my roommate’s
father, who happened to be a psychologist,
visited campus. He suggested that | apply to
Ohio State University (where he got his degree).
| did, more or less as a “backup.” OSU admit-
ted me and offered a generous assistantship—
more than any other program. Being finan-
cially independent and in debt, | accepted
OSU'’s offer. As it turned out, the OSU clinical
program was one of the best in the country at
the time. It had a very strong scientific empha-
sis. | quickly learned that | had entered gradu-
ate school for illusory reasons; however, the
research orientation of OSU’s program was
compelling, and | soon developed an interest
in clinical psychology as a science.

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

First and foremost, | am a teacher. For most
of my career, | have taught Introduction to
Clinical Psychology to advanced undergradu-
ates and Clinical Psychology to first-year
graduate students. My goal in both classes is
to teach the students to think skeptically and
critically about the problems that are the pri-
mary focus in clinical psychology. | also teach
a clinical practicum for advanced doctoral
students in which we review the empirical
research evidence on the effectiveness of
different methods of treating persons with
obsessive-compulsive disorders (OCD); apply
the best of the available methods to OCD




clients in our own clinic; and evaluate the
results of our interventions.

| also am an active researcher. The com-
mon theme of my research is interpersonal
competence—how to define and measure it,
how to predict and promote it, and the factors
that lead to incompetence. Competence and
psychopathology can be seen as opposite sides
of the same coin. Psychopathology can be
viewed as a lack of competence in one or
more critical areas of functioning. To under-
stand the etiology of psychopathology, then,
clinical psychologists might want to under-
stand the nature and origins of competence.
My research draws heavily on the knowledge
and methods of psychology as a whole, espe-
cially cognitive science and neuroscience. This
means that | must be an active student of the
discipline. Another facet of my professional life
is my involvement in administrative and ser-
vice roles. | have been director of the clinical
training program at Indiana University; have
been on the board of directors of the local
community mental health center; have served
on editorial boards of journals; and have been
active in professional organizations at the
national level. Virtually all of my professional
efforts, in one way or another, are devoted to
differentiating science from pseudoscience
within clinical psychology, and to promoting
clinical psychology as a science.

What are your particular areas of
expertise or interest?

I've already described my content focus in
research: interpersonal competence. In pursu-
ing this interest, | have studied a variety of
specific clinical problems and populations—
including shy college men and women;
nonassertive individuals; persons suffering
from schizophrenia, depression, OCD, eating
disorders, and addiction to tobacco; adoles-
cent boys and girls identified as juvenile
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delinquents; and men who are sexually coer-
cive toward women. My research across these
problem areas has been characterized by an
emphasis on conceptual and measurement
issues. Recent work, in particular, has explored
the use of concepts and methods adapted
from cognitive science and neuroscience. My
goal is to build better theoretical and quantita-
tive models of clinically relevant phenomena.

What are the future trends you see
for clinical psychology?

Clinical training programs that continue to
have a strong “practice” focus (whether they
identify themselves as Psy.D. programs or sci-
entist-practitioner Ph.D. programs) are ignor-
ing the dramatic changes currently taking
place within the mental health field (increas-
ingly called the behavioral health field). As
health care in the United States shifts from the
traditional fee-for-service model to the man-
aged care model, clinical psychologists are
losing their role as primary care providers.

The reasons are obvious. Two to three social
workers can be hired for the price of one psy-
chologist. If the research evidence shows no
difference in treatment outcome between doc-
toral-level clinical psychologists and master’s-
level social workers, then the cost-conscious
managed care systems will hire social workers,
rather than psychologists, to provide most
mental health services. One feature distin-
guishes some doctoral-level clinical psycholo-
gists from most other mental health specialists,
however; this is the psychologist’s research
training, or special preparation for the role of
research scientist. Only those clinical training
programs that have maintained and strength-
ened the Ph.D.’s traditional focus on scientific
research training are preparing their students
for a viable future in the changing mental
health care field.
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appears to be better suited for the future practi-
tioner than for the future academician or clinical
scientist (Beutler & Fisher, 1994). Currently, there
are 12 APA-accredited programs in combined
professional-scientific psychology, two of which
offer a Psy.D. degree.

Graduate Programs: Past and Future

In many ways, the changes in graduate training
over the past 40 years have mirrored the market-
place for clinical psychologists (H. C. Ellis, 1992).
Starting in the mid-1960s, a shift occurred from
university-based academic jobs to jobs in private
practice. Not surprisingly, complaints about the
limitations of the scientist-practitioner model of
training surfaced soon thereafter. These com-
plaints focused primarily on the perceived inad-
equacy of the Boulder model of training for
future practitioners. According to the critics,
training in clinical skills was deficient, and fac-
ulty members were oblivious to the training
needs of future practitioners.

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

However, several trends may affect the viabil-
ity and success of the various training models
discussed here. First, some believe that there may
be an oversupply of practice-oriented psycholo-
gists (Robiner, 1991). If true, this may ultimately
affect the number of students entering and fin-
ishing graduate programs in clinical psychology.
In recent years, there have been many more
applicants for internship positions than slots
available. The net result has been that some

graduate students have not been able to secure
an internship position. If the internship and job
markets tighten, the programs that primarily
train practitioners (professional schools, schools
awarding the Psy.D. degree) will likely feel the
brunt of this effect. This will be especially true
for professional schools whose economic viabil-
ity is heavily dependent on tuition fees and large
numbers of students.

Second, the managed health care revolution
in this country will likely affect the demand for
clinical psychologists in the future as well as the
curriculum in training programs. More emphasis
will be placed on coursework involving empiri-
cally supported brief psychological interventions
and focal assessment. Training programs that do
not employ faculty with expertise in these areas
may produce graduates without the requisite
skills to compete in the marketplace.

Finally, several authors (Robiner, 1991;
Schneider, 1991) have noted that there may be
an undersupply of academic and research-
oriented clinical psychologists. If true, scientist-
practitioner and clinical scientist programs may
be in a better position to meet this need.

Professional Regulation

As clinical psychology grew and the number of
its practitioners multiplied, issues of professional
competence began to arise. How is the public to
know who is well trained and who is not? Many
people have neither the time, inclination, nor
sophistication to distinguish the professional
from the charlatan. Professional regulation,
therefore, has attempted to protect the public
interest by developing explicit standards of com-
petence for clinical psychologists.

Certification. Certification is a relatively weak
form of regulation in most cases. It guarantees
that people cannot call themselves “psycholo-
gists” while offering services to the public for a
fee unless they have been certified by a state
board of examiners. Such certification often



involves an examination, but sometimes it con-
sists only of a review of the applicant’s training
and professional experience. Certification is an
attempt to protect the public by restricting the
use of the title “psychologist.” Its weakness is
that it does not prevent anyone (from the poorly
trained to outright quacks) from offering psy-
chological services to the public as long as the
noncertified persons who offer such services do
not use the title “psychologist” or the word “psy-
chological” to describe themselves or their ser-
vices. Some cynics have alleged that certification
does more to protect psychologists than it does
to protect the public.

Certification laws were often the result of
effective psychiatric lobbying of state legisla-
tures. Because many psychiatrists wanted to
reserve psychotherapy as the special province of
medicine, they resisted any law that would rec-
ognize the practice of psychotherapy by any
nonmedical specialty. As a result, certification
laws were the best regulation that psychologists
could obtain.

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

To help strengthen this system of oversight
and consumer protection, the American Psycho-
logical Association developed a model act for the
licensure of psychologists (e.g., American Psy-
chological Association, 1987b). A more recent
revision was published in 2001 by the Associa-
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tion of State and Provincial Psychology Boards
(ASPPB). States and provinces have used these
guidelines to develop their own specific require-
ments for licensure in their jurisdictions.
Although licensing laws vary from state to state
(and province to province), there are several
common requirements. These are summarized in
Table 3-1.

Most states and provinces require applicants
for licensure to take an examination. In addi-
tion, the licensing board usually examines the
applicant’s educational background and some-
times requires several years of supervised experi-
ence beyond the doctorate. Many states also
have subsequent continuing education require-
ments. It appears that licensing boards are
becoming increasingly restrictive, sometimes
requiring specific courses, excluding master’s

TABLE 3-1 Summary of Typical
Requirements for Licensure

Education

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

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

Examinations

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

Administrative Requirements

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

Specialties

Licensure to practice psychology is generic.
However, psychologists must practice within the
scope of their demonstrated competence, as
indicated by their educational background and
training.
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candidates, and demanding degrees from APA-
approved programs. They are also occasionally
beginning to intrude into the activities of aca-
demic and research psychologists.

Licensing and certification remain topics of
intense professional interest. Some insist that
licensing standards should not be enforced until
research demonstrates their utility and positive
client outcomes can be shown to relate to the
licensee’s competence. Others have pointed out
that certification and licensing are in no way
valid measures of professional competence.
However, others suggest that licensing should be
designed to ensure that the public will not be
harmed rather than to regulate levels of compe-
tence. At the present time, licensing examina-
tions may be the best safeguard against poor
practice. Finally, some academic clinical psychol-
ogists are concerned that licensing requirements
violate academic freedom because these require-
ments essentially dictate the coursework offered
by clinical psychology programs. They argue
that the faculty members involved in a clinical
psychology training program have a better idea
of what coursework is needed to produce well-
trained clinical psychologists.

Despite these questions and problems, the
regulation of professional practice seems here to
stay. To date, it is the only method we have,
imperfect though it is, to protect the public from
the poorly trained. Stewart and Stewart (1998)
present an overview of trends in licensure
requirements during the 1990s.

American Board of Professional Psychology
(ABPP). Because of the failure of individual states
to take the lead, the American Board of Examin-
ers in Professional Psychology was established as
a separate corporation in 1947. In 1968, its name
was shortened to American Board of Professional
Psychology (ABPP). ABPP offers certification of
professional competence in the fields of behav-
ioral psychology, clinical psychology, clinical
health psychology, clinical neuropsychology,
counseling psychology, family psychology, foren-
sic psychology, group psychology, psychoanalysis
in psychology, rehabilitation psychology, and

school psychology. An oral examination is ad-
ministered, the candidate’s handling of a case is
observed, and the clinician is asked to submit
records of his or her previous handling of cases.

Candidates for the ABPP examinations must
also have 5 years’ postdoctoral experience. Over-
all, requirements are more rigorous than those
involved in state certification or licensing. In
essence, the public can be assured that such a cli-
nician is someone who has submitted to the
scrutiny of a panel of peers.

National Register. In recent years, insurance
companies have increasingly extended their cov-
erage to include mental health services. At the
same time, clinical psychologists have gained
recognition as competent providers of those ser-
vices involving prevention, assessment, and
therapy. In 1975, the first National Register of
Health Service Providers in Psychology was pub-
lished. The Register is a kind of self-certification,
listing only those practitioners who are licensed
or certified in their own states and who submit
their names for inclusion and pay to be listed.
Along with the increasing numbers of clinicians
in private practice and their recognition as
health care providers by insurance companies
such as Blue Cross and Blue Shield, the Register is
one more indication of the growing profession-
alism of clinical psychology.

Private Practice

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

In the recent past, for example, the medical
profession has experienced a great deal of criti-
cism and the loss of its Good Samaritan image



because it has appeared more concerned with
economic privileges than with the welfare of
patients. Doctors operate strong lobbies in Con-
gress and in state legislatures. They have gotten
legislation passed that not only restricts entry by
others into what they perceive as their profes-
sional arena but also protects them and their
vested interests. The American Medical Associa-
tion is often perceived not as the public’s
guardian but as the protector of the rights and
advantages of the physician.

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

Traditional fee-for-service private practice is a
thing of the past (McFall, 2002; R. J. Resnick,
1997); managed health care now dominates the
scene. Private practice psychologists have felt the
brunt of this change. However, training pro-
grams must ensure that future clinical psycholo-
gists are not sent out into the real world lacking
the requisite skills and knowledge demanded by
managed health care systems. Table 3-2 summa-
rizes the conclusions of a recent American Psy-
chological Association Working Group charged
with identifying training needs for future prac-
ticing psychologists.

It may even be the case that, because of cost,
today’s Ph.D. clinicians will be replaced by
tomorrow’s master’s-level mental health profes-
sionals (McFall, 2002)! We will have more to say
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TABLE 3-2 What Every Practicing
Clinical Psychologist Needs to Know

In 1997, the American Psychological Association
(APA) Working Group on the Implications of
Changes in the Health Care Delivery System

for the Education, Training, and Continuing
Professional Education of Psychologists recom-
mended mastery of the following:

1. Knowledge of new and evolving health care
delivery systems such as managed care organi-
zations (MCOs).

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

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

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

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

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

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

about the impact of managed care on the prac-
tice of clinical psychology later in this chapter.

Independence and Economics

Early opposition from the psychiatric profession
prevented clinicians from engaging in the inde-
pendent practice of psychotherapy. Eventually,
clinical psychology overcame the powerful psy-
chiatric lobby that operated in most statehouses
across the country and won the right to practice
independently. Logic finally prevailed, and the
psychiatric argument that psychotherapy is a
form of medical intervention has faded into
obscurity. Psychiatrists came to accept the new
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legal status accorded clinicians, and clinical psy-
chologists began rushing into private practice to
fill the voids in the mental health field. They
have now become fully independent practition-
ers. R. J. Resnick (1997) provides an interesting
overview of the history of this struggle.

Indeed, one could now think of psychiatrists
and clinical psychologists as competitors, and
there is the rub. What had once been an ideo-
logical war now turned into an economic skir-
mish. Just as clinicians began settling into their
newly found independence, more and more pri-
vate and quasi-governmental health insurance
plans became operative. Psychotherapy began to
be included under these plans, and practitioners
became eligible for reimbursement. People who
previously could not have afforded therapy or
were unwilling to pay for it were now covered.
Very quickly, the medical profession mounted
campaigns to exclude clinical psychologists from
reimbursement unless patients were referred to
them by physicians. The old battle over inde-
pendent practice had been lost earlier. The bat-
tleground now shifted to direct reimbursement
of psychologists by insurance companies with-
out a physician’s involvement.

A good case example involved Blue Shield of
Virginia (BSV). For a number of years, BSV
required psychologists to bill through a physi-
cian. There were repeated, futile attempts to
obtain direct reimbursement of psychologists for
their services rendered to BSV members. Eventu-
ally, the Virginia Academy of Clinical Psycholo-
gists (VACP) brought antitrust action against
BSV. The court ruled in favor of BSV. But on
appeal, a higher court reversed the decision and
upheld the claim of VACP. All this court action
began in 1978 and was not finally settled until
1982, when a federal court awarded VACP more
than $405,000 for attorneys’ fees. The outcome
represented a significant victory for clinical psy-
chologists in their quest to establish a fully inde-
pendent profession that can compete in the mar-
ketplace on equal terms with psychiatry (R. J.
Resnick, 1985).

A profession that began softly in hallowed
halls of ivy now finds itself battling in the mar-

ketplace—Iless and less the scholar and more and
more the entrepreneur. Today, practicing clinical
psychologists enjoy reimbursement privileges
from most insurance carriers, Medicare, and
more than 30 Medicaid programs (R. J. Resnick,
1997).

The Health Care Revolution

The costs of health care have grown astronomi-
cally throughout many parts of the world. In the
United States, these costs comprised only 4.5%
of the gross national product in 1950; by 2008,
these costs are expected to balloon to approxi-
mately 16% of the gross domestic product (Sen-
ator Bill Frist, M.D.; September 12, 2001).

A few years ago, there was much talk of a na-
tional health insurance program in the United
States. What we got instead was a profit-driven
corporate health care industry that may revolu-
tionize all corners of health care (Zimet, 1989).
This managed care approach to addressing health
care needs targets the high cost not only of phys-
ical health services but of mental health services
as well (often referred to as “behavioral health
care”). Increasingly, insurance companies or
other third-party payers are determining the
amount of reimbursement for mental health ser-
vices. Essentially, those that ultimately pay the
bills (e.g., employers) have taken economic con-
trol away from practitioners (Cummings, 1995).

It is important to recognize that managed
care exists on a continuum. In general terms,
“managed care is an integrated approach to the
financing and delivery of health care” (Bobbitt,
Marques, & Trout, 1998, p. 54). The old, tradi-
tional, fee-for-service mental health care system
was “unmanaged” in the sense that there was lit-
tle control over which doctoral-level practition-
ers could be used, the amount paid for services,
the quality of services, and the frequency of ser-
vice utilization. Insurance plans become “more
managed” as provider networks become more
selective, as utilization of services is evaluated
with regard to appropriateness and effectiveness,
and as managed care organizations institute



quality improvement programs (Bobbitt et al.,
1998). These and other features are summarized
in Table 3-3.

Although this health care revolution has
been under way for several decades, its effects are
now more salient. The focus is on cost contain-
ment, with corporations expanding into a kind
of medical-industrial complex and emphasizing
a marketplace mentality (Kiesler & Morton,
1988). By the end of 1997, 85% of Americans
belonged to some kind of managed health care
plan (Winslow, 1998). Thus, we can look for con-
tinued pressure on the independent practitioner.
Brief, time-effective interventions are preferred,
and practitioners are now being asked to demon-
strate their effectiveness empirically and to doc-
ument their efficiency in the provision of ser-
vices (Cummings, 1995).

There are several models of managed care, all
of which attempt to control costs and reduce use
of services while at the same time ensuring their
quality. We will briefly mention two major types
of managed care systems: HMOs and PPOs. A
health maintenance organization (HMO) employs a
restricted number of providers to serve those
who enroll in the plan; costs for all services are
fixed. A preferred provider organization (PPO) has
contracts with outside providers (at a discounted
rate) to meet the needs of its membership; in
exchange for the discounted rate, the providers
theoretically receive an increased number of
referrals.

These relatively new systems of service deliv-
ery are dictating new definitions of what consti-
tutes psychological treatment as well as new
modes of practice for clinical psychologists.
Cummings (1995) discussed some of these
“essential paradigm shifts”: (a) Clients will be
seen for a fewer number of sessions, and a greater
number of clients will be seen per year. (b) Treat-
ment will be brief (fewer sessions) and it will be
intermittent (clients may not be seen for consec-
utive weeks). (c) The therapist will serve as a cat-
alyst for clients to make changes in their lives.
(d) Most changes will occur outside treatment.
(e) Treatment will not be terminated (“You're
cured”); rather, it will be interrupted after client
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TABLE 3-3 Common Features of a
Managed Behavioral Health Care
Organization

Identified as a business entity or corporate
structure

B Full range of clinical services is provided (or
arranged)

B Credentialed provider network or staff delivery
system

B Utilization and care management

B Management information systems (track mem-
bership, eligibility, and aggregate population
data)

B Systematic quality management and improve-
ment mechanisms

B Ability to assume financial risk, including the
payment of insurance claims

Source: Adapted with permission from Bobbitt, B. L.,
Marques, C. C., & Trout, D. L. (1998). Managed behav-
ioral health care: Current status, recent trends, and the
role of psychology. Clinical Psychology: Science and Prac-
tice, 5, 53-66. Copyright 1998, American Psychological
Association.

progress is evident. (f) Community resources (e.g.,
Alcoholics Anonymous, Parents Without Part-
ners) will be used to a greater extent. (g) Most
treatment will be delivered in a group format
and will involve structured psychoeducational
programs (e.g., stress management training).
Each of these predicted changes is quite dra-
matic, and the net effect will be a style of psy-
chological intervention that differs greatly from
“traditional” psychotherapy.

In fact, managed care may directly affect the
employment outlook for doctoral-level clinical
psychologists who plan to make a career of clin-
ical practice (R. G. Frank & VandenBos, 1994):

Integrated managed care delivery systems
will be characterized by reliance on primary
care gatekeepers, clinical integration across
the continuum of services provided to each
patient, and sharing of financial risk by
providers (capitated payment). Physician
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practice will shift toward primary care, and
there will be an increase in the use of physi-
cian extenders, such as advanced practice
nurses and physician assistants. A similar
trend is likely in the mental health area,
with greater use of master’s level providers
of all types. (p. 852)

Master’s-level practitioners and paraprofes-
sionals are much “cheaper” to use for the same
services and, therefore, will be seen as more eco-
nomically attractive to managed care companies
(Cummings, 1995; McFall, 2002; Sleek, 1995a).

But the training of the scientist-practitioner
or clinical scientist does offer some opportunities
in this managed care environment. For example,
clinical psychologists (a) have an empirical ori-
entation that emphasizes the study of outcomes,
which can help circumvent professional biases;
(b) have skills different from those of physicians;
(c) can bring an emphasis on preventing mental
health problems in individuals and a focus on
their wellness rather than their sickness; and
(d) know about the effects of the environment
on behavior (Kiesler & Morton, 1988). All of this
can impress a profit-driven, corporate-directed
system. However, we have not done a particu-
larly good job of publicizing the demonstrated
effectiveness of our psychological interventions
(Barlow, 1994).

Broskowski (1995) has highlighted a number
of implications for the training and careers of
psychologists that follow from trends in health
care reform. First, it is likely that the marketplace
for independent practitioners (those in private
practice) will continue to diminish in size. In
contrast, the opportunities for clinical psycholo-
gists who specialize in health psychology will
likely increase dramatically because these indi-
viduals, by virtue of their training, are better able
to provide a broader range of services, including
those related to medical care. Second, an increased
focus on accountability and patient outcomes
will open the doors for clinical psychologists who
have expertise in clinical and psychometric re-
search. These individuals will be called upon to
design and evaluate studies of patient outcome,

TABLE 3-4 Recent Developments
Relevant to Behavioral Health Care

1. Costs of health care are expected to rise again.
The recent trend of annual decreases in health
care costs is expected to reverse itself.
Specifically, health care costs are expected to
double from $1.035 trillion in 1996 to $2.133
trillion in the year 2007 (McGinley, 1998). The
one-time savings involved in shifting most
Americans to managed care plans from fee-for-
service have been realized. Increased costs in
the future will be associated primarily with
medical technology, physician services, and
prescription drugs (McGinley, 1998).

2. Psychotherapists are adopting novel approaches
to managed care. To maintain their autonomy,
some psychotherapists are opting for self-
review of their own costs. By formally serving
as their own “watchdogs” and cost managers,
groups of mental health professionals can
avoid losing control over service delivery to
the case managers of outside managed care
organizations (Jeffrey, 1998). For example,
therapists serve as their own “gatekeepers” by
critically reviewing the number of sessions
allotted to individual patients and evaluating
quality of services internally.

3. Clinical psychologists are delivering services based
on a “case rate.” With case rates, a managed
care company pays a clinical psychologist a flat
fee (say, $300) for conducting up to ten sessions
with a patient (Pollock, 1998). Clearly, the clini-
cal psychologist has a financial incentive to use
only a few treatment sessions. For example, a
clinical psychologist who used only three ses-
sions would receive about $100 per session,
whereas one who used all ten allotted sessions
would receive only $30 per session. Although
the former would have a larger patient caseload,
the reimbursement rate per session would be
higher. The latter clinician would have a case-
load with fewer patients, but reimbursement
rates per session would be significantly lower.

patient satisfaction, and the effectiveness of vari-
ous psychological interventions. Finally, training
programs in clinical psychology need to place
more emphasis on cost-effective psychological
interventions, provide clinical training in man-



aged care settings, and incorporate didactic in-
struction in applied health services research into
their curricula. Ideally, these suggestions will be
heeded so that future clinical psychologists re-
ceive the training necessary to thrive in a man-
aged care environment.

Bobbitt et al. (1998) offer the following view
of future opportunities for clinical psychologists
in a managed care world:

Our vision for clinical psychology would be
to continue forward with the development
and dissemination of findings from psycho-
logical research, coupled with transformed
training programs that emphasize the inte-
gration of clinical practice with administra-
tive systems. . . . This application of science
in a practical environment requires hands-
on understanding of the administrative
complexities involved in organized health
care. If psychology moves rapidly in the
next few years and transforms training pro-
grams, it is possible that psychologists can
be trained to play key roles—both as clini-
cians and as administrative leaders in the
evolving managed care system (p. 64).

Prescription Privileges

Over the last decade, a hotly debated issue con-
cerns the pursuit of prescription privileges for clin-
ical psychologists. The American Psychological
Association has endorsed this pursuit (Martin,
1995), as have several of its highest ranking offi-
cials (see, e.g., DeLeon, Fox, & Graham, 1991;
DeLeon & Wiggins, 1996; Fox, 1988; Nickelson,
1995). Many others remain either neutral or
adamantly opposed to obtaining prescription
privileges (Albee, 2002; Bush, 2002; DeNelsky,
1996; Hayes & Heiby, 1996; Wagner, 2002). The
decision to pursue these privileges will have far-
reaching implications for the role definition of
clinical psychologists, the training they require,
and their actual practice.

Background. Clinical psychologists in recent
years have expanded their area of interest from
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mental health issues to health issues in general.
This redefinition of clinical psychology as a field
concerned with general health (including mental
health) raises a number of interesting issues re-
garding how best to ensure that clinical psychol-
ogists can function autonomously and not be
controlled or regulated by medical or other pro-
fessions (Fox, 1982). Several advocates have argued
that obtaining prescription privileges will ensure
the autonomy of clinical psychologists as health
service providers and will enable a continuity of
care that is missing when a psychiatrist prescribes
the patient’s medications and a psychologist pro-
vides the same patient’s psychotherapy. Further,
DeLeon (1988) and Norfleet (2002) have argued
that it is our professional and ethical duty to im-
prove and broaden the services we offer so that
society’s needs can be met. Clinical psychologists
with prescription privileges would be available to
meet the needs of underserved populations (e.g.,
rural residents, geriatric patients).

However, the pursuit of prescription privileges
has been questioned on philosophical grounds.
For example, some have argued that the need for
professional boundaries between clinical psy-
chology and psychiatry dictates that we should
not incorporate medical interventions (medica-
tions) into our treatment repertoire (Albee, 2002;
Handler, 1988). Further, they assert that it is clin-
ical psychology’s nonmedication orientation that
identifies it as a unique health profession and
that is responsible for the field’s appeal. DeNelsky
(1991, 1996) notes that, even without prescrip-
tion privileges, more and more psychologists
have become providers of outpatient services,
whereas the opposite trend is true for psychiatry.

Following are some of the major arguments
for and against prescription privileges.

Pros. A number of arguments have been made in
favor of seeking prescription privileges; we briefly
present several of the most commonly cited rea-
sons. These arguments were discussed in a 1995
interview with the executive director of the Prac-
tice Directorate of the American Psychological
Association (Nickelson, 1995) and have been
emphasized by others advocating prescription
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PROFILE 3-2
Patrick H. DeLeon, Ph.D., ).D.

Patrick DeLeon

Dr. DeLeon is a prominent clinical psychologist who
serves as chief of staff for Senator Daniel K. Inouye
(D-HI). Dr. DeLeon has been very active in the Amer-
ican Psychological Association (APA) as well. Over
the years, he has served as president of the APA, as
APA secretary, as a member of the APA board of
directors, as chair of the APA board of professional
affairs, and as president of the APA Divisions of Clini-
cal Psychology (Division 12), Psychotherapy (Divi-
sion 29), and Psychology and Law (Division 41).

Dr. DeLeon has been perhaps the most outspo-
ken proponent of pursuing prescription privileges for
psychologists. We asked him several questions about
his background and activities.

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

| grew up in a family that was very politically
active. Both of my parents were attorneys. My
mother was one of the first female lawyers in
Connecticut and the first elected female alder-
man in our hometown. | always knew | would
become a lawyer. If | had not gone to graduate
school first, | would undoubtedly have become
an elected official. Working on Capitol Hill
seems a “natural fit.” Specifically, | began
working for Senator Inouye the day that the

Watergate hearings started—25-plus years ago.
At that time, | was enrolled at the University of
Hawaii School of Public Health and working for
the state of Hawaii Division of Mental Health.
The university required an internship, so | took
the summer off, came to our nation’s capital,
and, except for a brief period to run a congres-
sional campaign, have not left yet. Over the
years, | have learned that many senior congres-
sional staff have grown up in families that were
very active in the political process. One learns
from an early age to value public service. The
political process and the public policy process
become “natural”—personally meaningful and,
in essence, a way of life.

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

What is the biggest challenge facing
psychology today?

| think the biggest challenge we face today as
a profession is an internal one—collectively
appreciating the extent to which we really are
one of the “learned professions” and, thus,
that we have a societal obligation to provide
effective and proactive leadership. Too many
of us do not seem to appreciate that we really
are one family. For example, an individual psy-
chologist will gravitate to a high-level adminis-
trative position and then seem to act as if he
or she is no longer a psychologist. Unlike
organized medicine, which is always looking




out for the future of their profession, far too
few of us go out of our way to systematically
foster “growth” experiences for the next gen-
eration. We may talk about doing something,
but it has been my observation that very little
is actually accomplished. That is why, in my
judgment, the establishment of the Commit-
tee for the American Psychological Association
of Graduate Students (APAGS) is so important
for the profession. APAGS currently has in
excess of 55,000 members and represents the
future of our profession. Somehow we have to
reach out to them, particularly at the State
Association level, and institutionally foster an
entirely different “mind-set.” If we can accom-
plish this, | am confident that we possess the
expertise and creative ability to prosper,
notwithstanding whatever might seem to be
the daily crisis—managed care, budgetary
constraints, and so on. Together, we will do
extraordinarily well; as isolated individuals, it
is hard to predict what will evolve.

In your opinion, why should clinical
psychologists seek and obtain
prescription privileges?

Summarized from Deleon and Wiggins (1996):

B All objective evidence to date concerning
the quality of care provided by nonphysi-
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cian practitioners (such as nurses, physician
assistants, optometrists) indicates that it is
consistently high and cost-effective.

B It has been demonstrated that it is possible
to successfully train nonphysicians to pre-
scribe medications.

B Psychologists are interested in obtaining the
psychopharmacological training and clinical
experience necessary to prescribe in a com-
petent manner.

B By obtaining prescription privileges, psy-
chologists will also gain the legal authority
to determine whether medications are nec-
essary and appropriate (the ability to not
prescribe).

In my view, psychologists will rely less on med-
ication than physicians (this has been found in
the pilot projects to date), and this should lead
to a higher quality of care than is currently
available.

privileges (e.g., DeLeon & Wiggins, 1996; Nor-
fleet, 2002).

First, having prescription privileges would
enable clinical psychologists to provide a wider
variety of treatments and to treat a wider range
of clients or patients. Treatment involving med-
ications would now be an option, and this would
lead to more involvement by clinical psycholo-
gists in the treatment of conditions in which
medications are the primary form of interven-
tion (e.g., schizophrenia).

A second advantage of having prescription
privileges is the potential increase in efficiency

and cost-effectiveness of care for patients who
need both psychological treatment and medica-
tion. These individuals often enlist more than
one mental health professional (a psychiatrist
for medications, a clinical psychologist for cog-
nitive-behavioral treatment). A single mental
health professional who could provide all forms
of treatment might be desirable from both a
practical and an economic standpoint.

There is also the belief that prescription priv-
ileges will give clinical psychologists a competi-
tive advantage in the health care marketplace.
The health care field is becoming increasingly
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Dr. Heiby is a Professor of Psychology at the Univer-
sity of Hawaii. Her research interests include theories
of self-control, emotional disorders, and adherence
to health behaviors, and she has published exten-
sively in these areas. Dr. Heiby is also known for her
leadership among those who oppose seeking pre-
scription privileges for psychologists. We had a
chance to ask Dr. Heiby about her own background
as well as her views regarding prescription privileges.

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

When | entered graduate school in 1974, |
intended to become an academic in a behav-
ioral psychology program. This was an exciting
time in behavioral psychology when the works
of scientists like Wolpe, Staats, and Skinner
were demonstrating the generalizability of
basic laboratory principles to the understand-
ing of complex human behavior and the allevi-
ation of human suffering. | realized | wanted to
contribute to the synthesis of behavioral princi-
ples and applied psychology. | also understood
that clinical psychology was a growing profes-
sion with frighteningly few scientifically based
guidelines for the selection of effective preven-
tion and treatment programming. So | chose
to complete doctoral training in both clinical

and behavioral psychology, knowing that clini-
cal training was essential to being able to
concentrate my career on the integration of
psychological science and practice.

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

I'm a professor in the Department of Psychol-
ogy at the University of Hawaii at Manoa and
am licensed. | teach two psychological assess-
ment courses in our clinical program and an
undergraduate abnormal psychology course,
supervise graduate and undergraduate clinical
research, conduct several of my own research
programs, serve on the State of Hawaii Board
of Psychology, and participate on the boards
of organizations of psychologists. | had a small
part-time psychotherapy practice for about ten
years. Now my applied work is limited to con-
sultations and serving as an expert witness.
Consultations have included developing assess-
ment and treatment protocols for behavioral
health providers, conducting treatment out-
come evaluations in mental health settings,
and providing psychological assessments for
family and criminal courts.

What are your particular areas of
expertise or interest?

My interests include (a) developing integrative
theories of self-control, emotional disorders
(depression, anxiety, anger, and mania), and
adherence to health behaviors; (b) construc-
tion of brief assessment devices, including
measures of self-control and self-reinforcement
skills and other behavioral competencies rele-
vant to emotional disorders and adherence

to health behaviors; and (c) applying chaos
theory to the understanding of fitful and tran-
sitional emotional states.

What future trends do you see for
clinical psychology?

| find this to be a very exciting time for clinical
science and scientist-practitioners. The health




care environment now requires evidence of
cost-effective services. These market demands
are congruent with the basic tenets of science
that involve pursuit of parsimony and empiri-
cal support for predictions. Managed care can
be rewarding for the scientist-practitioner
whose approach involves the value that scien-
tifically supported services are the most
humane ones. Applied psychologists will be
needed to train therapists in the most effective
procedures, conduct prevention program and
treatment outcome evaluations, provide direct
services for the more difficult cases, and consult
with medical providers, government agencies,
businesses, and other organizations. Clinical
scientists will find more grant monies to sup-
port research on the development of cost-
effective assessment devices and treatment
procedures. So | think that in the future, the
scientifically trained clinical psychologists will
find the most job opportunities and be the
most satisfied with their work.

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

| believe psychology’s plate is full. There are
many unmet societal needs for effective psy-
chological services. Psychologists are the only
mental health service providers trained in the
science of human behavior and positioned to
make the most informed clinical decisions.
Researchers have barely scraped the surface
in understanding the psychological level of
human adjustment and suffering. For psychol-
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ogy to take on the task of medical training and
practice, something else will have to give. At
the training level, the undergraduate psychol-
ogy major will include premedical courses that
will probably not draw many of the students
currently interested in the discipline. The grad-
uate training would also be overhauled.
Adding several years of medical training to
clinical programs would necessarily have to
come at the expense of psychology training.
Applied psychologists would be less expert in
the science of behavior, and there would be
fewer psychology faculty conducting both
basic and applied research.

Nevertheless, | believe there have been
some positive effects of the prescription privi-
leges proposal. Applied psychologists are being
encouraged to become more competent in
making recommendations to physicians and in
evaluating the effectiveness of medical treat-
ment. Researchers are being encouraged to
synthesize clinical psychology and behavioral
neuroscience. Greater collaboration and inte-
grative research undoubtedly will promote
comprehensive services and advance the sci-
ence of psychology. In the long term, these
changes may result in a hybrid discipline and
profession that involves the current domains
of psychological and medical sciences. At this
point in time, however, | believe the attempt
to legislatively transform psychology into a
medical specialty is premature. Psychologists
who want prescription privileges are free to
seek training that is already available, such as
in nursing, without reallocating resources away
from psychology.

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

Cons. Other clinical psychologists have voiced
concerns about the possibility of obtaining pre-
scription privileges (Albee, 2002; Brentar &
McNamara, 1991; DeNelsky, 1991, 1996; Han-
dler, 1988; Hayes & Heiby, 1996; Heiby, 2002).
These critics point out that prescription privi-
leges may lead to a deemphasis of “psychologi-
cal” forms of treatment because medications are
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often faster acting and potentially more prof-
itable than psychotherapy. Many fear that a con-
ceptual shift may occur, with biological explana-
tions of emotional conditions taking precedence
over psychological ones.

The pursuit of prescription privileges may
also damage clinical psychology’s relationship
with psychiatry and general medicine. Such con-
flict may result in financially expensive lawsuits.
This new financial burden, as well as the legal
fees necessary to modify current licensing laws,
would come at the expense of existing programs.
In addition, the granting of prescription privi-
leges would likely lead to increases in malpractice
liability costs. In short, it may not be worth it.

Implications for Training. As clinical psycholo-
gists gain prescription privileges, this change will
significantly affect the training of future clinical
psychologists. In 1993, the Ad Hoc Task Force on
Psychopharmacology of the American Psycho-
logical Association published its recommenda-
tions regarding competence criteria for training
psychologists to provide services to individuals
who receive psychotropic medication (Smyer et
al., 1993). This task force outlined the following
three levels of competence and training in psy-
chopharmacology. Note that only those who
successfully complete Level 3 training would be
qualified to prescribe.

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

Level 2: Collaborative Practice. Competence at
this level, essentially enabling one to serve as a
psychopharmacology consultant, would involve
a more in-depth knowledge of psychopharma-
cology and drugs of abuse; competence in diag-
nostic assessment, physical assessment, drug in-
teractions, and drug side effects; and practical

(hands-on) training in psychopharmacology.
Specifically, the committee recommended course-
work in the areas just mentioned as well as su-
pervised practical experience.

Level 3: Prescription Privileges. Competence
must be demonstrated at this level to practice
independently as a prescribing psychologist. The
committee recommended a strong undergradu-
ate background in biological sciences (including
multiple courses in biology, chemistry, mathe-
matics, and pharmacology), 2 years of graduate
training in psychopharmacology (26 credit
hours), and a postdoctoral psychopharmacology
residency.

These recommendations, if implemented,
would affect graduate training in clinical psychol-
ogy in a number of ways. First, because of addi-
tional course requirements (for Levels 2 and 3), it
would take longer to complete graduate school.
In many cases, additional faculty would need to
be hired to teach the new required courses; most
of these courses are not currently offered in clini-
cal psychology graduate programs Finally, appli-
cants to clinical psychology graduate programs
would likely be scrutinized more carefully to
ensure that they have a strong background of
undergraduate courses in the biological sciences.
Perhaps not surprisingly, many directors of clini-
cal training have serious concerns about the
implementation of prescription training at the
predoctoral level (Evans & Murphy, 1997).

Culturally Sensitive Mental
Health Services

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

In an increasingly pluralistic society such as
the United States, it is urgent that we develop



mental health services that effectively serve the
needs of cultural, racial, and ethnic minorities
(Abe-Kim & Takeuchi, 1996; Shiang, Kjellander,
Huang, & Bogumill, 1998; D. W. Sue, 1990). One
can argue the point at almost any level: ethical,
economic, and so on. But it is essential that we
develop training programs that produce thera-
pists who have learned to consider appropriate
cultural factors in their clinical work with cul-
turally diverse clients (Allison, Crawford,
Echemendia, Robinson, & Knepp, 1994; Comas-
Diaz, 1992; Lopez et al., 1989; Mio & Morris,
1990). For example, we must find ways to make
successful treatments more available to Hispan-
ics—treatments that are sensitive to the charac-
teristic features of Hispanic culture (Rogler,
Malgady, Costantino, & Blumenthal, 1987). Sim-
ilar comments could be made in the case of
Native Americans (Willis, 1989), African Ameri-
cans (A. Jones, 1991), and Asian Americans (Shi-
ang et al., 1998).

Recently, the American Psychological Associ-
ation (2003) published guidelines on multicul-
tural education, training, research, practice, and
organizational change for psychologists. The
goals of these guidelines are to present the ratio-
nale and need for addressing multiculturalism in
psychology and to suggest ways that psycholo-
gists can integrate cultural awareness into their
roles as educators, researchers, and clinicians.
Briefly, these guidelines urge psychologists to:

m make a commitment to cultural awareness as
well as knowledge of self and others as cul-
tural beings;

m recognize the importance of multicultural
sensitivity;

m integrate multiculturalism and diversity into
education and training; and

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

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

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

m  Scientific-mindedness. Clinicians must formu-
late and test hypotheses regarding the status
of their culturally different clients; clinicians
must not adhere to the “myth of sameness.”

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

m  Culture-specific expertise. Clinicians must
understand their own culture and perspec-
tives, have knowledge of the cultural groups
with whom they work, and if indicated, be
able to use culturally informed interventions.

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

Likewise, issues of gender have become
prominent in recent years. We are hearing in-
creasing numbers of reports about sexual ex-
ploitation of clients. From the days of Freud
right up to the present, we seem to have trouble
training therapists who are sensitized to the spe-
cial life experiences of the opposite sex. In par-
ticular, many clinical psychologists (men and
women alike) receive little training that focuses
on the unique needs and experiences of women.
In the future, we must train clinical psycholo-
gists to recognize and understand both gender
differences and cultural diversity and how these
relate to the provision of mental health services.
See Web site 3-8 at the end of this chapter for a
link to the American Psychological Association’s
Guidelines for Providers of Psychological Ser-
vices to Diverse Populations.
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Ethical Standards

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

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

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

m  Fidelity and responsibility: Psychologists have
professional and scientific responsibilities to
society and establish relationships character-
ized by trust.

m [ntegrity: In all their activities, psychologists
strive to be accurate, honest, and truthful.

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

m  Respect for people’s rights and dignity: Psychol-
ogists respect the rights and dignity of all
people and enact safeguards to ensure pro-
tection of these rights.

Although these general principles are not
technically enforceable rules, they serve to guide
psychologists’ actions. The specific ethical stan-
dards, however, are enforceable rules of conduct.
Acceptance of membership in the APA commits
the member to adherence to these standards, sev-
eral of which are discussed in the following sec-

tions. Of course, actual clinical practice and its
day-to-day demands can generate ethical deci-
sions and dilemmas that would tax the judgment
of the wisest in the field. Also, changes in our cul-
ture over time can provide a shifting ground that
challenges a clinical psychologist’s judgment.
Take, for instance, the example in Box 3-1.

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

Competence

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

It is equally important that clinicians be sen-
sitive to treatment or assessment issues that
could be influenced by a patient’s gender, ethnic
or racial background, age, sexual orientation,
religion, disability, or socioeconomic status.
Finally, to the extent that clinicians have per-
sonal problems or sensitive spots in their own
personality that could affect performance, they
must guard against these problems’ adversely
influencing their encounters with patients.

Privacy and Confidentiality

Clinicians have a clear ethical duty to respect and
protect the confidentiality of client information.
Confidentiality is central to the client-psychologist
relationship. When information is released without
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BOX 3-1

Clinicians Who Participate in Radio Call-In Shows, TV Talk Shows,

or Internet Groups: Are They Ethical?

In 1953, the Ethical Standards of Psychologists
(American Psychological Association, 1953)
stated:

Principle 2.64-1. It is unethical to offer psy-
chological services for the purpose of indi-
vidual diagnosis, treatment, or advisement,
either directly or indirectly, by means of
public lectures or demonstrations, newspa-
per or magazine articles, radio or television
programs, or similar media.

This idea, in 1953, was pretty clear and
seemed to make good sense. Professional
advice is an individual thing. It must be tailored
to the individual, and there is no way a clini-
cian can do this on the basis of a 3-minute
conversation with a radio caller. But in 1953,
there were relatively few radio call-in shows
(or TV shows!) hosted by clinicians. Now, as
we all know, there are surely many more. As
in all professions, some hosts are flip, comedic,
and in general, poor clinicians. Others seem
quite skilled, concerned, and sincere while
advising strongly that the caller seek profes-
sional help.

Aside from strong media ratings, there are
probably valid reasons now for having good
call-in shows. For many distressed or disadvan-
taged people, these shows may be their only
route to help or support. The shows can also
sensitize and educate other listeners, helping
to prevent problems from developing or get-
ting worse. For still others, these shows may
provide the caller with that extra courage or
understanding necessary to seek out profes-
sional services.

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

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

Although these guidelines seem straight-
forward, many ambiguities may arise, espe-
cially involving Internet-based mental health
groups. For example, psychologists may adopt
many roles when they participate in Internet-
based groups, including that of professional
(e.g., “ask the expert,” group leader) or that
of peer member (i.e., not identified as a psy-
chologist) (Humphreys, Winzelberg, & Klaw,
2000). Each role may have different implica-
tions for APA Ethical Codes related to privacy,
confidentiality, and personal relationships
(Humphreys et al., 2000). For example, psy-
chologists should not consider confidential or
private any e-mail sent to individuals or to the
whole group. E-mail is a permanent record
that can be redistributed to many, including
audiences not targeted for receipt. In addition,
there may be a temptation to enter into an
“electronic” personal therapeutic relationship
because of individual queries from group
members. However, this is strongly discour-
aged because psychologists cannot control the
situation enough to ensure that ethical respon-
sibilities are upheld (Humphreys et al., 2000).
For example, there may be extreme limitations
on what actions can be taken if an individual
revealed to the psychologist that he or she is
committing child abuse.
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the client’s consent, the trusting relationship
can be irreparably harmed. Clinicians should be
clear and open about matters of confidentiality
and the conditions under which it could be
breached. In today’s climate, not all information
is deemed “privileged.” For example, third par-
ties (e.g., insurance companies) may be paying
for a client’s therapy. They may demand peri-
odic access to records for purposes of review.
Sometimes school records that involve assess-
ment data may be accessible to others outside
the school system under certain conditions
(e.g., if they are subpoenaed by a court). More
and more, clinicians cannot promise absolute
confidentiality.

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

What makes all this even more ambiguous is
that the legal precedents differ in various states.
Not only must clinicians decide when and
whom to inform and under what circumstances,
but they must also try to determine whether the
Tarasoff decision applies in their state. Although
the Ethical Standards clearly state that psycholo-
gists must disclose confidential information to
protect the client/patient, psychologist, or others
from harm, the clause “as mandated or permit-
ted by law” still serves as a source of confusion

for some. Clearly, this reinforces the idea that
psychologists need to update themselves on cur-
rent laws in their jurisdiction.

Confidentiality involves numerous other
complications. For example, what about working
with children? Issues of confidentiality can also
arise when clinicians are treating patients with
HIV (Chenneville, 2000). Apparently, the lay
public believes in the principle and importance
of confidentiality. But they also understand that
confidences may be broken in cases of suspected
child abuse, potential suicide or murder, and
other potentially life-threatening situations.
Most clinicians agree. However, only in situa-
tions where they have felt the need to consult
with a colleague or have had a potentially dan-
gerous client are most clinicians willing to con-
sider disclosure without client consent.

Finally, it is worth noting that a 1996
Supreme Court ruling, Jaffe v. Redmond, provides
for privileged communication between licensed
mental health professionals and individual adult
patients in psychotherapy. Therefore, at least in
federal courts, a psychotherapy patient’s consent
is necessary before her or his psychotherapy
records, communications, and document can be
disclosed. Essentially, the Supreme Court’s deci-
sion reinforces the view that privacy in psy-
chotherapy is important. However, because this
decision does not necessarily supersede state
laws or state court decisions, clinical psycholo-
gists should become well acquainted with their
state laws regarding confidentiality and privi-
leged communication in psychotherapy. The
Jaffe v. Redmond decision and its implications
have been discussed extensively by DeBell and
Jones (1997), Knapp and VandeCreek (1997),
and Shuman and Foote (1999).

Human Relations

Dual relationships pose many ethical questions
regarding client welfare. Sexual activities with
clients, employing a client, selling a product to a
client, or even becoming friends with a client
after the termination of therapy are all behaviors
that can easily lead to exploitation of and harm



to the client. Although perhaps not very com-
mon, such events are clearly troublesome to the
profession. Sexual liaisons can be equally dam-
aging in supervisory relationships.

The worst of these dual relationships are sex-
ual harassment and sexual intimacies between
psychologists and current clients. Make no mis-
take, ethical principles condemn such behaviors
in no uncertain terms. What is alarming here is
the apparent increase in the number of com-
plaints filed against psychologists for sexual
improprieties. Further, data on the impact of
therapist-client sexual intimacies indicate that
only a small percentage of clients reported any
kind of positive effect from these intimacies
(Lamb & Catanzaro, 1998).

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

What types of ethical dilemmas do psycholo-
gists most frequently face? This question was ad-
dressed in a study by Pope and Vetter (1992). To
assess the most commonly encountered “ethi-
cally troubling incidents,” the authors surveyed
a randomly selected sample of American Psycho-
logical Association members. Approximately
80% of the respondents indicated that they had
encountered at least one such incident in the
previous 1 or 2 years. The most frequently re-
ported type of ethical dilemma involved confi-
dentiality (breaching confidentiality because of
actual or potential risks to third parties, sus-
pected child abuse, or other reasons). Incidents
involving blurred, dual, or conflicted relation-
ships were the second most frequently reported
(maintaining therapeutic boundaries with
clients, personal vs. professional relationships
with clients). The third most frequently cited

Current Issues in Clinical Psychology | 81

category of ethically troubling incidents in-
volved payment sources, plans, settings, and
methods (e.g., inadequate insurance coverage for
clients with urgent needs). Other areas in which
ethically troubling incidents arose included
training and teaching dilemmas, forensic psy-
chology, research, conduct of colleagues, sexual
issues, assessment, questionable or harmful in-
terventions, and competence.

Psychologists, whether laboratory researchers
or practicing clinicians, are being increasingly
scrutinized for evidence of ethical violations. Eth-
ical issues in research or in practice are not always
easy to resolve, nor are violations easy to moni-
tor. But if clinical psychology is going to survive
as a profession, it must find ways of ensuring
adherence to the highest standards of conduct.

Chapter Summary

Many contemporary issues challenge the field of
clinical psychology. First, several training models
are available, each with different emphases and
outcomes. The scientist-practitioner model is
clearly the most popular one, but some have be-
come disenchanted with this model and ques-
tion whether a true integration of science and
practice can be achieved. Several training models
that emphasize the practice of clinical psychol-
ogy (Psy.D. degree, professional schools) have
become increasingly popular in recent years. Fi-
nally, the clinical scientist model of training rep-
resents an alternative that emphasizes research
and empirically supported approaches to assess-
ment and intervention.

The professional regulation of clinical psy-
chologists involves methods aimed at protecting
the public interest and assuring competence.
Certification and licensure occur at the state
level and are attempts to make the public aware
of those who are deemed to be well-trained and
competent clinical psychologists. ABPP and
membership in the National Register are more
advanced forms of certification pursued by some
clinical psychologists.
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Although a large percentage of clinical psy-
chologists work in private practice settings,
changes in health care suggest that private prac-
tice, as we once knew it, will never be the same.
Specifically, most Americans subscribe to man-
aged care plans that, in general, limit the num-
ber of sessions, the rates of reimbursement, and
the conditions that can receive (reimbursable)
treatment. This “revolution” will affect the roles
and activities of clinical psychologists in the
future. Another hotly contested issue that is
likely to affect clinical training in the future is
the pursuit of prescription privileges. This pur-
suit may redefine the field and require a major
overhaul of the doctoral training curriculum.

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

Key Terms

Academy of Psychological Clinical Science An or-
ganization of clinical psychology programs and
clinical psychology internship sites committed to
the clinical scientist model of training. The acad-
emy is affiliated with the American Psychological
Society (APS).

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

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

client welfare An ethical principle that calls upon
psychologists to respect the integrity of their clients

and to guard the relationship from exploitation.
This principle encompasses ethical standards such
as avoiding dual relationships with clients and dis-
continuing treatment when it is clearly no longer
beneficial.

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

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

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

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

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

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

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

ethical standards As pertains to psychologists, en-
forceable rules of professional conduct identified by
the APA.

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

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

managed care A profit-driven, corporate approach
to health (and mental health) care that attempts to
contain costs by controlling the length and fre-
quency of service utilization, restricting the types of



service provided and requiring documentation of
treatment necessity and efficacy.

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

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

professional schools Schools offering advanced
training in psychology that differs from training of-
fered by traditional doctoral programs. In general,
professional schools offer relatively little training in
research, emphasizing instead training in assess-
ment and psychotherapy.

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

Tarasoff case A landmark 1976 case in which the
California Supreme Court ruled that a therapist was

Current Issues in Clinical Psychology | 83

legally remiss for not informing all appropriate par-
ties of a client’s intention to harm. This case legally
established a therapist’s “duty to warn.”

Web Sites of Interest

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

3-1 American Board of Professional Psychology

3-2  Association of State and Provincial Psychol-
ogy Boards

3-3 National Council of Schools and Programs
of Professional Psychology

3-4  Academy of Psychological Clinical Science

3-5 National Register of Health Services
Providers in Psychology

3-6 Example of Licensure Requirements: Missouri

3-7  American Psychological Association Ethical
Principles of Psychologists and Code of
Conduct

3-8 APA Guidelines for Providers of Psycho-
logical Services to Ethnic, Linguistic, and
Culturally Diverse Populations
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The scientist-practitioner model has long been
the preeminent philosophy in training clinical
psychologists. It is this training model that has
enabled clinical psychologists to become the re-
search experts on so many mental health teams.
Regardless of whether clinical psychologists be-
come active researchers or active consumers of
research, methods of research are pivotal con-
cerns of both groups. Even clinical psychologists
who see clients full time in a private practice
must have a knowledge and mastery of research
methods. These skills enable them to critically
evaluate different approaches to assessment and
intervention and ultimately choose the ones
that are most likely to be useful and effective.

In this chapter, we present a brief overview of
some of the principal methods, strategies, and
issues in clinical research. Specific research ques-
tions (e.g., therapy outcome studies) will be
addressed at appropriate points later in the book.
More comprehensive and technical discussions
of research methods in clinical psychology may
be found elsewhere (e.g., Kazdin, 2003; Sher &
Trull, 1996).

Introduction to Research

Someone once remarked that a major portion of
clinical training consists of erasing students’ mis-
conceptions about the reasons people behave
the way they do. For example, are the following
statements true?

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

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

3. Projective tests prevent patients from suc-
cessfully managing the impressions they
wish to convey.

4. All a person needs to become a good thera-
pist is a caring, empathic attitude.

All of these are common beliefs once held—
and for that matter, still held—by some people,
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clinicians, and laypeople alike. Are they true?
Probably not. Research employing the methods
described in this chapter can shed light on these
and many other issues.

Human behavior is terribly complex—so com-
plex that theories to explain it abound. So many
factors affect a given behavior at a given time in a
given place that we must be skeptical about expla-
nations that appear simple or inevitable. In fact,
a healthy skepticism is a directing force behind
the scientists’ quest for knowledge or the clini-
cians’ search for increasingly effective ways of
serving their clients.

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

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

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

These results challenged Beck’s initial theory
and led to a reformulation of how personality
and depression may be related. The revised the-
ory, labeled the congruency hypothesis, pro-
poses that it is the interaction between personal-
ity style (sociotropic or autonomous) and the
experience of thematically related negative life
events that leads to depression (Beck, 1983).
Specifically, this theory predicts that a highly
sociotropic person who experiences relationship
failures (negative events quite salient to a highly
dependent person) will become depressed,
whereas this is not necessarily true for a highly
autonomous person (for whom these particular
kinds of negative events are less relevant). In
other words, negative life events must be congru-
ent with one’s personality style for depression to
develop. In general, research results have been
more supportive of Beck’s revised theory (e.g.,
Bartelstone & Trull, 1995; C. J. Robins, 1990).

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

Methods

As noted earlier, there are many methods of re-
search, each with its own advantages and limita-

tions. Therefore, no method by itself will answer
every question definitively. But together, a vari-
ety of methods can significantly extend our abil-
ity to understand and predict. We begin with an
overview of the many forms of observation used
by clinical scientists. We then summarize epi-
demiological and correlational approaches, lon-
gitudinal versus cross-sectional approaches, the
classic experimental method, single-case designs,
and finally, mixed designs.

Observation

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

Unsystematic Observation. Casual observation
does little by itself to establish a strong base of
knowledge. However, it is through such observa-
tion that we develop hypotheses that can even-
tually be tested. For example, suppose a clinician
notes on several different occasions that when a
patient struggles or has difficulty with a specific
item on an achievement test, the effect seems to
carry over to the next item and adversely affect
performance. This observation leads the clini-
cian to formulate the hypothesis that perfor-
mance might be enhanced by making sure each
failure item is followed by an easy item on which
the patient will likely succeed. This should help
build the patient’s confidence and thus improve
performance. To test this prediction, the clini-
cian might administer an experimental version
of the achievement test in which difficult items
are followed by easy items. It would then be rel-
atively easy to develop a study that would test
this hypothesis in a representative sample of
clients.

Naturalistic Observation. Although carried out
in real-life settings, naturalistic observation is
more systematic and rigorous than unsystematic
observation. It is neither casual nor freewheeling
but is carefully planned in advance. However,
there is no real control exerted by the observer,
who is pretty much at the mercy of freely flow-



ing events. Frequently, observations are limited
to a relatively few individuals or situations.
Thus, it may be uncertain how far one can gen-
eralize to other people or other situations. It is
also possible that in the midst of observing or
recording responses, the observer may unwit-
tingly interfere with or influence the events
under study.

An example of a study using the naturalistic
observation method might be an investigation
of patient behavior in a psychiatric hospital. Per-
haps a particular unit in this hospital is com-
posed of patients who are scheduled to undergo
electroconvulsive therapy (ECT) that day. The
clinician’s job is to focus on 10 patients and ob-
serve each one for 2 minutes every half-hour.
This observational study might yield interesting
data about the reactions of patients prior to ECT.
But with only 10 patients from this particular
hospital, can wide generalizations be made? Are
these patients’ reactions similar to those in other
hospitals or other units where the overall atmo-
sphere may be very different? Or were the pa-
tients aware of the observer’s presence, and could
they have altered their customary reactions to
somehow impress the observer?

Investigators committed to more rigorous
experimental methods sometimes condemn nat-
uralistic observation as too uncontrolled. But
this judgment may be too harsh. As with unsys-
tematic observation, this method can serve as a
rich source of hypotheses that can be subjected
to careful scrutiny later. Naturalistic observations
do bring investigators closer to the real phenom-
ena that interest them. Such observations avoid
the artificiality and contrived nature of many
experimental settings. For example, regardless of
psychologists’ feelings about psychodynamic
theory, most acknowledge that Freud’s clinical
observation skills were extraordinary. Freud used
his own powers of observation to construct one
of the most influential and sweeping theories in
the history of clinical psychology. It is important
to recall that Freud had available no objective
tests, no computer printouts, and no sophisti-
cated experimental methods. What he did pos-
sess was the ability to observe, interpret, and
generalize in an impressive fashion.
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Controlled Observation. To deal in part with
the foregoing criticisms of unsystematic and nat-
uralistic observation, some clinical investigators
employ controlled observation. While the research
may be carried out in the field or in relatively
natural settings, the investigator exerts some
degree of control over the events. Controlled ob-
servation has a long history in clinical psychol-
ogy. For example, it is one thing to have patients
tell clinicians about their fears or check off items
on a questionnaire. However, Bernstein and
Nietzel (1973) studied the nature of snake pho-
bias by placing study participants in the presence
of real snakes and then varying the distance be-
tween participant and snake. This controlled ob-
servation enabled them to gain some real insight
into the nature of the participants’ reactions.

Controlled observation can also be used to
assess communication patterns between couples
or spouses. Instead of relying on distressed cou-
ples’ self-reports of their communication prob-
lems, researchers may choose to actually observe
communication styles in a controlled setting.
Specifically, partners can be asked to discuss and
attempt to resolve a moderate relationship prob-
lem of their choosing (e.g., partner spends too
much money on unnecessary things) while
researchers observe or videotape the interaction
behind a one-way mirror. Although not a substi-
tute for naturalistic observation of conflict and
problem solving in the home, researchers have
found this controlled observation method to be
a useful and cost-effective means of assessing
couples’ interaction patterns.

Case Studies. The case study method involves the
intensive study of a client or patient who is in
treatment. Under the heading of case studies we
include material from interviews, test responses,
and treatment accounts. Such material might
also include biographical and autobiographical
data, letters, diaries, life-course information,
medical histories, and so on. Case studies, then,
involve the intensive study and description of
one person. Such studies have long been promi-
nent in the study of abnormal behavior and in
the description of treatment methods. Their great
value resides in their richness as potential sources
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BOX 4-1

What Case Studies Can Tell Us About Phobias and Early Trauma

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

Albert developed what appeared to be a
full-blown phobia of rats and similar furry
objects.

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

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

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

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

of understanding and as hypothesis generators.
They can serve as excellent preludes to scientific
investigation (see Box 4-1).

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

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

The Case of Little Hans (Freud, 1909/1955) ex-
tended our understanding of the psychodynam-
ics of phobias.

The Three Faces of Eve (Thigpen & Cleckley, 1957)
outlined the anatomy of multiple personalities.
The Mask of Sanity (Cleckley, 1964) provided
detailed accounts of the lives of psychopaths.

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

Nothing will ever likely supplant the case
study as a way of helping clinicians to under-
stand that unique patient who sits there before
them. As Allport (1961) so compellingly argued,
individuals must be studied individually. Case



studies have been especially useful for (a) provid-
ing descriptions of rare or unusual phenomena
or novel, distinctive methods of interviewing,
assessing, or treating patients; (b) disconfirming
“universally” known or accepted information;
and (c) generating testable hypotheses (Davison,
Neale, & Kring, 2004; Kazdin, 2003) (see Box 4-2).

There is, of course, a downside to case study
methods. For example, it is difficult to use indi-
vidual cases to develop universal laws or behav-
ioral principles that apply to everyone. Likewise,
one case study cannot lead to cause—effect con-
clusions because clinicians are not able to con-
trol important variables that have operated in
that case. For example, one patient may benefit
enormously from psychodynamic therapy for
reasons that have less to do with the therapy
method than with the personality characteristics
of that patient. Only subsequent controlled re-
search can pin down the exact causes of, or fac-
tors influencing, change.

Epidemiological Research

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

Historically, epidemiology has been most
closely associated with medical research designed
to help understand and control the major epi-
demic diseases, such as cholera and yellow fever.
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The simple counting of cases is central to this re-
search method. The expectation is that analyz-
ing the distribution of cases in a community or
region and uncovering the distinguishing char-
acteristics of the affected individuals or groups
will teach us something about the causes of a
particular disease and the methods by which it
spreads. Epidemiological methods can also be
quite important in identifying groups of individ-
uals who are at risk.

A well-known example of epidemiological
research is the study Smoking and Health (Surgeon
General, 1964). This study linked cigarette smok-
ing with lung cancer by the simple methods of
counting and correlating. Although there was
great debate as to whether smoking caused lung
cancer, there were definite relationships and as-
sociations between smoking and lung cancer
(e.g., about 90% of lung cancer in males was as-
sociated with cigarette smoking, and the amount
and duration of smoking were positively corre-
lated with the probability of cancer). It is true
that epidemiological research frequently sug-
gests the possibility of multiple causation (sev-
eral factors must be present before the disease
occurs, or the greater the number of associated
factors that are present, the greater the risk of the
disease). It is equally true that obtained correla-
tions suggest causes rather than definitively
prove causation. However, the entire story of
causation need not be known before preventive
steps can be taken. Thus, we may not be sure
that smoking causes lung cancer, or we may be-
lieve that some inherited predisposition interacts
with smoking to produce cancer. Nevertheless,
we know that groups of males who quit smoking
reduce their risk of lung cancer.

As another example, in the field of mental ill-
ness, a number of studies have pointed out the
relationship between schizophrenia and either
socioeconomic class or factors of social disorga-
nization (Faris & Dunham, 1939; Hollingshead
& Redlich, 1958). Again, though such results
hardly convey the essence of schizophrenia, they
do tell us about major demographic factors that
are associated with its prevalence. Armed with
this information, clinicians can identify people
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BOX 4-2

Generating Hypotheses from Therapy

The case of Karl S. was first described by
Phares (1976). Karl was an unmarried veteran
referred to a Veterans Administration outpa-
tient clinic. It did not take long for the thera-
pist to realize that Karl’s problems were not of
the typical neurotic variety. No well-defined,
classic “neurotic” symptoms were present. Karl
was a bit anxious or, at times, depressed, but
his main problem seemed to be a near total
lack of interpersonal and social skills. He had
no job, and he lived off his small government
pension along with whatever support his
mother could provide. Aside from his mother,
with whom he lived, he rarely interacted with
anyone except perhaps to buy cigarettes or
get change from a disinterested bus driver. He
certainly had no friends.

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

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

seemed to do little to raise his expectancies
that the behavior would work again. Karl
almost seemed to want to be the singular
exception to a prime rule of learning theory—
that reinforcement enhances habit strength!
The therapist and his consultants puzzled
over this for months. For example, after apply-
ing for a job and getting it, Karl’s confidence
did not increase at all. Instead, he attributed
his success to luck, not to his own efforts.
Several other similar episodes followed. After
much urging by the therapist, Karl asked a
female coworker for a date. She accepted. But
again, Karl merely remarked on his good luck.
Eventually, the therapist decided that per-
haps Karl believed that the occurrence of rein-
forcement was outside his personal control.
If so, the inability of success to increase his
confidence began to make sense. He was not
responding in defiance of learning theory.
Instead, the therapist’s conceptualization had
been incomplete. Reinforcement will “stamp
in” a behavior, but only when that behavior
is seen as causally related to the subsequent
reinforcement. Karl believed chance rather
than personal skill was operative. And under
chance conditions, reinforcement carries no
implications for the future. Thus, the riddle of
Karl’s behavior seemed to have been solved.
Or at the very least, an important hypothesis
had been formulated. In fact, a great deal of
empirical research lay ahead. Only after several
years of empirical research could the utility of
the chance-versus-skill hypothesis be verified.
This general research field came to be referred
to as internal-external control (Rotter, 1966), or
locus of control.

whose potential vulnerability to schizophrenia is
high. They can then establish special programs
that will provide early diagnostic evidence of its
onset in such people, or they can establish treat-

ment programs that will be readily available to

those at risk of developing schizophrenia.

Much epidemiological research is based on
surveys or interviews. However, survey and in-




terview data present a number of issues and po-
tential problems. For example, how do we define
a mental health problem, and having done so,
where do we locate cases for counting? Checking
only clinics and hospitals means ignoring other
possible locales. These difficulties are magnified
when we become interested in milder forms of
dysfunction. In effect, we need objective meth-
ods of defining and measuring a problem. Fur-
ther, we need survey procedures that will enable
us to estimate the problem’s true incidence or
prevalence and not just to locate those cases that
are already under treatment or that have identi-
fied themselves by seeking treatment. We need
to sample residences (block by block or area by
area), not just clinics, hospitals, and agencies.
Another potential problem with survey data is
that respondents may get caught up in the need
to say “the right thing.” They may want to report
only socially desirable things and deny other,
less socially desirable experiences. For example,
respondents may be unwilling to admit to having
experienced serious symptoms of psychopathol-
ogy (e.g., auditory hallucinations) because they
may be embarrassed.

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

Recently, several large-scale, methodologi-
cally sound epidemiological studies of mental
disorder have been conducted. For example,
Kessler et al. (1994) administered a structured
diagnostic interview to a national probability
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sample in the United States to obtain estimates
of the 12-month and lifetime prevalence of a
variety of mental disorders. Some of these results
appear in Table 4-1. Of particular interest are the
differences in lifetime prevalence rates between
men and women for some but not all disorders.
Men are more likely than women to receive a
diagnosis of substance use disorder or antisocial
personality disorder, whereas mood and anxiety
disorders are more prevalent in women. From
these data, one can conclude that men appear to
be at greater risk for a variety of substance use
disorders than women. Therefore, being a man is
a risk factor for these disorders. Risk factors need
not be limited to gender but can involve other
sociodemographic features as well (socioeco-
nomic status, age, urban vs. rural residence, etc.).

Correlational Methods

We have seen that epidemiology often relies on
correlational methods; that is, it assesses the cor-
relates (risk factors) of an illness or disorder. We
now focus more specifically on correlational
methods. These techniques enable us to deter-
mine whether variable X is related to variable Y.
For example, is a certain pattern of scores on an
intelligence test related to specific psychiatric
diagnostic categories? Are particular patient
characteristics related to therapy outcomes? Is
depression related to gender?

The Technique. To correlate two variables, we
first obtain two sets of observations. For exam-
ple, suppose we administer two tests to 10 study
participants. One test measures anxiety and the
other measures a belief in external (rather than
internal) control. These hypothetical data are
shown in Table 4-2. When these data are corre-
lated, the result is a correlation coefficient; in
this case, it is +.76, indicating a strong positive
relationship. As anxiety scores increase, so do
scores on belief in external control, which means
that anxiety and feelings of lack of control are
positively related.

The Pearson product-moment correlation coef-
ficient is a commonly used index to determine
the degree of relationship between two variables.
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This is symbolized by r, which may vary any-
where from -1.00 to +1.00. An r of +1.00 denotes
that the two variables are perfectly and posi-
tively related. An r of —1.00 indicates a perfect
negative relationship. The r of +.76 from the data
of Table 4-2 signifies a high but less than perfect
relationship. A scatterplot of the data points for
the two variables from Table 4-2 is shown in Fig-
ure 4-1. Each data point corresponds to one par-
ticipant’s scores on both anxiety and control. For
example, the data point nearest the lower left
corner represents Ralph'’s scores of 4 on anxiety
and 2 on control. Figure 4-2 presents scatterplots
for several correlations.

The more nearly perfect a relationship, the
closer to a straight line the data points will be. As
r approaches zero (no relationship), the data

points are scattered in a nearly random fashion
throughout the scatterplot.

The Question of Causality. As noted previously
in the case of epidemiological research, correla-
tional methods can founder on the question of
cause and effect. No matter how logical it may
appear, we cannot, on the basis of a correlation
alone, assert that one variable has caused another.
For example, suppose that an investigator dis-
covers a correlation between being diagnosed
with schizophrenia and indices suggesting high
levels of the neurotransmitter dopamine in the
central nervous system. Does this mean that
schizophrenia is caused by excessive levels of
dopamine or, alternatively, that the experience
of an episode of schizophrenia results in changes



TABLE 4-2 Hypothetical Data
for the Correlation Between Anxiety
and Control

Subject Anxiety Score Control Score
Ann 26 22
Jane 24 28
Tom 20 22
Juan 20 14
Esther 16 18
Indira 12 22
Roberto 12 6
Kevin 10 14
Jasmine 6 12
Ralph 4 2

in dopamine levels? Maybe the real culprit is a
third variable. For example, many patients with
schizophrenia have a long history of taking
psychoactive drugs (e.g., amphetamines); such
long-term use could conceivably affect neuro-
transmitter levels. Therefore, the investigator
must avoid assuming that one variable causes
the other because there is always the possibility
that a third (unmeasured) variable is involved.

A classic example of the third-variable problem
is the observation that the number of crimes is
significantly correlated with the number of
churches and synagogues in a community. Does
this mean that religion causes crime? No. The
third variable that has been neglected in this
example is population. Both the crime rate and
the number of churches and synagogues are pos-
itively correlated with population, and they are
correlated with each other because both increase
as the population increases.

Correlational methods can demonstrate that
a cause—effect hypothesis is not valid. If the
expectation is that variable A causes variable B,
we should at least be able to show they are cor-
related. Failure to find a significant relationship
most certainly contradicts the hypothesis. Also,
although causal inferences are not possible from
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FIGURE 4-1 Scatterplot of data from
Table 4-2

32 —
28 - L
24
[ [ [
20
IS [
e 16 |-
S
V) [ [
12 e
8
[
4 |
[ ]
| | | | | | | J
4 8 12 16 20 24 28 32
Anxiety
r=+.76

correlation coefficients, this is not to say that
cause—effect relationships do not in fact exist.

However, such relationships must be demon-
strated through experimental methods (to be
discussed later). There are research methods that
can help vitiate the causation problem, such as
matching participants on other variables that
might be contributing to the obtained relation-
ship or using longitudinal methods that study
variables before a given disorder develops. But
these are often cumbersome and expensive pro-
cedures and thus are less frequently employed.

Sometimes we are forced to use correlational
methods because we cannot either ethically or
practically manipulate certain variables such as
age, sex, marital status, or birth order. For exam-
ple, we cannot ethically train someone to com-
mit a homicide to study the effects of personality
on violence. Certain things can only be studied
by observing their occurrences; creating them is
not an acceptable alternative.

Factor Analysis. Derived from the correlational
strategy, factor analysis is a way of examining the
interrelationships among a number of variables
at the same time. This statistical method uses
many separate correlations to determine which
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FIGURE 4-2 Scatterplots showing several different magnitudes of relationships
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variables change in concert and, thus, can be
considered functionally related. The idea is that
when variables change together, they must have
some element in common that underlies their
relationship.

Consider the following example (Phares,
1991). Suppose we are trying to identify the basic
elements of what is called “clinical skill.” First,
we ask a panel of judges to select 100 clinicians
who are known to have excellent records in pro-
viding skilled services. Then, we administer a

3 4 5 6 7

Test X

r=.00
Unrelated

large number of tests that are believed to assess a
variety of clinical skills and achievements. Let us
suppose that we use the following seven tests:

A =1Q test

B = Mathematical achievement test
C = Test of spatial reasoning

D = Test of analytical reasoning

E = Measure of empathy

F = Measure of personal adjustment
G = Measure of altruism
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. TABLE 4-3 Hypothetical Correlation Matrix for Seven Tests

Test A B C D E F G
A .70 .80 75 15 .20 .10
B 75 .70 12 .10 .10
C .70 .18 15 1
D 12 .14 12
E .80 .85
F .75

Source: From Introduction to Personality, 4th ed., by E. ]. Phares. Copyright © 1997 by Pearson Education. Reprinted by

permission.

Next, we correlate each of these tests with
every other test. This gives us a correlation matrix
in which the correlations between all possible
pairs of tests are displayed. Such a matrix, with
hypothetical correlations entered, is shown in
Table 4-3.

When we look at the correlation matrix, an
interesting pattern emerges. Measures A, B, C,
and D all show a strong positive relationship
(correlations range from .70 to .80). At the same
time, E, F, and G also correlate highly with one
another (correlations range from .75 to .85). But
there is virtually no relationship between the
group E, F, G and the group A, B, C, D (e.g., the
correlation between A and E is .15, between B
and F is .10; and between D and G is .12). These
patterns indicate that A, B, C, and D appear to be
measuring a similar underlying dimension, or
factor. Similarly, E, F, and G belong together, sug-
gesting a second underlying dimension. In
effect, factor analysis does statistically with large
correlation matrices what was done here by
inspection with correlations from seven mea-
sures. If we had 200 measures, simple inspection
would have been an impossible task.

From the previous example, it would appear
that two factors or dimensions are involved. Let
us call them X (derived from the correlations
among A, B, C, and D) and Y (derived from E, F,
and G). Together, these two factors account for
the significant relationships in the matrix. Usu-
ally, these factors are then named. This is a

highly inferential phase that can occasionally
lead to communication problems. Sometimes
the names chosen convey information different
from what was intended. However, in our exam-
ple, where Factor X involves A, B, C, and D, per-
haps we could choose the name Intellectual Abil-
ity. Factor Y is more difficult to name because it
includes measures of empathy, adjustment, and
altruism. Perhaps Healthy Altruism would be
appropriate.

Factor analysis is an especially good way of
helping organize in a coherent fashion the rela-
tionships that emerge from large arrays of data.
As a way of identifying the basic elements of
clinical skill (as in the example) or those of per-
sonality, factor analysis is not the ultimate
answer. After all, what emerges from a factor
analysis is determined by the nature of the mea-
sures included in the first place. What was not
included in the sample battery of tests to study
clinical skill could hardly be expected to turn up
as factors!

Cross-Sectional Versus
Longitudinal Approaches

Another way of classifying research studies is by
considering whether the studies are cross-sec-
tional or longitudinal in nature. A cross-sectional
design is one that evaluates or compares individ-
uals, perhaps of different age groups, at the same
point in time. A longitudinal design follows the
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same subjects over time. The basic format of these
two approaches is shown in Figure 4-3. In this ex-
ample, row a illustrates the longitudinal design
and column b shows the cross-sectional design.
Cross-sectional approaches are correlational
because the investigator cannot manipulate age
nor can participants be assigned to different age
groups. Because there are different participants
in each age group, we cannot assume that the
outcome of the study reflects age changes; it
only reflects differences among the age groups
employed. These differences could be due to the
eras in which participants were raised rather
than age per se. For example, a group of 65-year-
olds might show up as more frugal than a group
of 35-year-olds. Does this mean that advancing
age promotes frugality? Perhaps. But it might
simply reflect the historical circumstance that
the 65-year-olds were raised during a different
time when money was very hard to come by.
Longitudinal studies are those in which we
collect data on the same people over time. Such
designs allow us to gain insight into how behav-
ior or mental processes change with age. In the
interpretive sense, longitudinal studies enable
investigators to better speculate about time-order

relationships among factors that vary together.
They also help eliminate the third-variable prob-
lem that so often arises in correlational studies.
For example, suppose we know that states of
depression come and go over the years. If depres-
sion is responsible for the correlation between
significant weight loss and decreased self-confi-
dence, then both weight loss and decline in self-
confidence should vary along with depressive
states.

There are, of course, many variations in cross-
sectional and longitudinal designs. In the case of
longitudinal studies, however, the main prob-
lems are practical ones. Such studies are costly to
carry out, and they require great patience and
continuity of leadership in the research program.
Sometimes, too, researchers must live with
design mistakes made years eatlier or put up with
outmoded research and assessment methods.
Finally, participants sometimes drop out of lon-
gitudinal studies, and one must demonstrate that
the retained participants are representative of
those that started the study.

Because longitudinal research is expensive in
both time and moneyj, it is not used as often as it
should be. For these reasons, research in the de-



velopmental aspects of psychopathology has
long suffered (Wierson & Forehand, 1994). But
ideally, there will be a return to those strategies
that deal with psychopathology, treatment, or
personality over extended periods of time, using
a variety of measures (Phares, 1991). Too often,
we have been captives of a cross-sectional
methodology that sometimes seems to focus ex-
clusively on 50-minute experiments. Such strate-
gies have promoted a “snapshot” view of human
behavior and personality that has done little to
help us understand the coherence and organiza-
tion of human behavior.

The Experimental Method

To determine cause-effect relationships among
events, we must use experimental methods.
Consider the following study in which personal
responsibility was studied in relation to several
indicants of well-being (Langer & Rodin, 1976).
Although this study was conducted some time
ago, the design of the research illustrates impor-
tant features of the experimental method.

The study was carried out in a Connecticut
nursing home with participants ranging in age
from 65 to 90. The experimental group contained
47 subjects who were told that they would be
encouraged to make a number of decisions. For
example, rather than looking to the staff, they
could decide on their own room arrangement,
where they wished to meet visitors, how they
wanted to spend their spare time, and so on.
They were even encouraged to report their com-
plaints to the staff. Each was also given a plant to
personally care for. The control group consisted of
44 participants who were left with the distinct
impression that all the foregoing matters would
be decided by the staff. They were told how eager
the staff was to care not only for them but even
for their plants! The two groups were otherwise
matched initially (1 week before the instructions
were given) on several variables, including
health status, prior socioeconomic level, and
psychological adjustment. Despite this match-
ing, 3 weeks later, the two groups differed sig-
nificantly on a variety of measures such as
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alertness, happiness, general well-being, fre-
quency of attendance at movies, and engage-
ment in group activities. Figure 4-4 shows the
findings for self-reports of happiness before and
after the instructions.

This study illustrates several features of a typ-
ical experimental study. The experimental hypoth-
esis that elderly subjects would benefit from a
sense of personal responsibility was developed
both from observation of similar populations
and from prior published research. An indepen-
dent variable is one that is supposed to be under
the control of the investigator. It is expected to
have a causal effect on participants’ behavior,
which is referred to as the dependent variable. In
this study, personal responsibility was the inde-
pendent variable, and it was manipulated by the
investigators through their instructions. The
dependent variable was the participant’s response
(e.g., self-reported happiness) to felt responsibil-
ity or lack of it. Good experimental procedure
was also followed by matching subjects on impor-
tant variables that might have affected the out-
come of the research (e.g., health status and
adjustment). Sometimes, when matching is diffi-
cult, participants are assigned randomly to experi-
mental and control groups. The idea is that the
only significant feature different for the two
groups should be the induced sense of personal
responsibility. Hence, the higher happiness
scores in the experimental group must have been
caused by the instructions.

Between- and Within-Group Designs. In a
between-group design, we have two separate sets of
participants, each of which receives a different
kind of treatment. Take, for example, a study of
therapy effectiveness. In its simplest form, an
experimental group (receiving some form of
treatment) is compared to a control group
(receiving no treatment at all). Ideally, patients
would be randomly assigned to each group.
Some set of measures (e.g., level of anxiety, inter-
view impressions, or test data) is taken from all
patients in both groups prior to treatment (or no
treatment), after treatment, and perhaps at a fol-
low-up point 6 months or 1 year after treatment
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FIGURE 4-4 Self-reports of happiness before
and after experimental invervention.
Source: Based on data form Langer & Rodin (1976).
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is concluded. Any differences between the two
groups either at the conclusion of treatment or
during the follow-up are assumed to be a func-
tion of the treatment that was received by the
experimental group.

In a within-group design, comparisons might
be made on the same patient at different points
in time. To illustrate how this procedure works,
suppose we are interested in the effects (e.g.,
level of distress) of being on a waiting list. We
might decide to place every patient on a 6-week
waiting list but carry out a variety of assessment
procedures before doing so (point A). Six weeks
later, these patients would be reassessed just
prior to beginning treatment (point B). At the
conclusion of treatment (point C), the patients
would be assessed for a third time, and they
might also be followed up later (point D). Any
changes taking place between points A and B
(while on the waiting list) could be compared to

the changes that take place between point B and
point C or D. These more complex analyses of
changes would give us a better view of the effi-
cacy of treatment relative to merely being on a
waiting list.

There are many variations of the within-
group design. However, a major advantage is that
it requires fewer participants. Indeed, as we shall
see later in the case of single-subject designs, we
can determine whether or not a specific inter-
vention has an effect merely by observing one
participant.

Internal Validity. Sometimes an experiment is
not internally valid. That is, we are not sure that
the obtained outcome is really attributable to
our manipulation of the independent variable.
Some studies do not even include a control group
for comparison with an experimental group. In
this case, any observed changes could be the re-



sult of some other variable. For example, sup-
pose Langer and Rodin did not have a control
group in the nursing home experiment. Even
though the experimental group showed in-
creases in happiness, perhaps this was not at all
due to feelings of responsibility. Maybe it was
due to a new nursing home administrator hired
in the midst of the study. Or maybe it was due to
a change in dieticians that occurred over the
course of the study. Without a control group that
also experienced these other events, one can
never be sure. In short, when extraneous vari-
ables are not controlled or cannot be shown to
exist equally in experimental and control
groups, these variables may confound the results.
We shall see later that sometimes in studies
of therapy effectiveness, one group of patients
receives a new form of therapy. A second group
of patients is matched with the therapy group
(or patients are randomly assigned to the two
groups) and then assigned to a waiting list. The
assumption is that the only difference between
the waiting list subjects and the therapy subjects
is that the latter received therapy and the former
did not. Therefore, the study is internally valid.
But is it really? Experience has shown that sub-
jects who go on a waiting list do not always fail
to receive help. Instead, they often seek help
from a minister, wise counsel from a friend, or
some other type of support. Thus, any improve-
ment shown by the therapy group may be con-
founded by the informal help received outside
therapy by subjects on the waiting list. There-
fore, the fact that the therapy group improved
no more than did the waiting list group does not
necessarily mean that the therapy intervention
was ineffective. It may only mean that both
groups received some form of intervention.
Another factor that detracts from internal
validity involves expectations. When either the
investigator or the participant expects a certain
outcome, that very outcome may be produced. It
is not the experimental manipulation that
causes the outcome; it is the expectations. This
phenomenon is called a placebo effect. For exam-
ple, people have been known to behave in a
drunken manner when they believe that the sit-
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uation calls for such behavior even when they
have not been drinking alcohol but only
thought they were. Patients have been known to
report that therapy has helped them when objec-
tively they were not any better. Because the ther-
apist has devoted so much time to them, they
feel they must be better!

In other cases, experimenters have been
known to unwittingly produce the very responses
they expected to get. Perhaps they acted in sub-
tle ways that encouraged their patients to behave
in the “proper” fashion. This is especially likely
to happen when the experimenter knows who
are the experimental subjects and who are the
control subjects. Clinicians have been known on
occasion to “unconsciously” give a patient a lit-
tle extra time on a test item simply because they
expected the patient to do well.

To avoid the effects of experimenter or partici-
pant expectations, studies commonly use a double-
blind procedure. Here, neither participant nor
experimenter knows what treatment or proce-
dure is being used. For example, if an investigator
is interested in studying the effects of two drugs,
the person dispensing the drug does not know
which is which. Nor can the participant tell
because the two kinds of pills are identical in size,
shape, color, weight, texture, taste, and so on.

Matching, random assignment of participants
to experimental and control groups, use of con-
trol groups, and double-blind procedures are all
methods of helping ensure that experiments dis-
play some degree of internal validity.

External Validity. When it is discovered that the
results of an experiment cannot be generalized
beyond the narrow and exact conditions of the
experiment, the research does not show external
validity. If the Langer and Rodin results apply
only to that specific nursing home, there is a
problem. In fact, most experimental research is
done with the hope of generalizing the results
beyond the confines of the immediate setting.
Actually, it can be very difficult to determine the
external validity of a given study. All too often,
results produced in the laboratory cannot be re-
produced in real-life settings. The worst mistake
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is merely to assume that because certain results
were produced in situation A, they will automat-
ically occur in situation B. Although laboratory
experimental research usually allows better con-
trol of variables, its “artificial” nature may pre-
vent wide generalization.

Analog Research. The question of generaliza-
tion of results is particularly salient for analog
studies—studies that are conducted in the labora-
tory, where control is easier to exert, but whose
conditions are said to be “analogous” to real life.
Most often, they are used to highlight the nature
of psychopathology or therapy. For example,
when Watson and Rayner (1920) tried to show
how Little Albert could learn to be phobic for
white rats, they were constructing an analog of
the way they thought real-life phobias were
acquired (see Box 4-1). As another example,
some researchers study the correlates and effects
of depression by inducing depressive mood in
nondepressed participants through the use of
traditional mood induction techniques (e.g.,
reading text that has been shown to increase lev-
els of dysphoria) or of slides and music that
induce certain mood states (see, e.g., Goodwin &
Sher, 1993). These techniques presumably create
a depressive state analogous to that seen in clin-
ical depression.

In one sense, almost all experimental studies
are analog studies. But when severe practical or
ethical constraints prevent us from creating real-
life conditions, we must turn to analog situa-
tions. The advantage of analog studies is that
better internal validity is possible because of the
superior control we can exert in the laboratory.
The Achilles heel of the method is the degree of
similarity between the analog and the real thing.
For example, suppose we decide to study the role
of failure in creating depression. We do not want
to study people with genuine depression for sev-
eral reasons. First, it is difficult to get a large-
enough sample of them who have similar back-
grounds and who are equally depressed. Second,
would it really be ethical to subject such people
to a strong, significant failure experience and
thereby risk plunging them even deeper into

depression? This, by the way, illustrates a real
dilemma with analog research. If our experimen-
tal manipulations are truly effective, they may
be harmful (and therefore unethical). If they are
mild, the research becomes trivial and has little
external validity. Given the foregoing ethical
constraints and the fact that analog conditions
will allow us to control the degree and kind of
failure, the nature of the subjects, and so on, the
use of analog studies can become an attractive
alternative.

But when we use analog procedures, we may
pay a price. For example, in the previous hypo-
thetical experiment, how do we know that our
participants are really the same as participants
professionally diagnosed as depressed? Perhaps
the participants are recruits from general psychol-
ogy classes whose only claim to being depressed is
a score above some cutoff point on a question-
naire that purports to measure depression. They
are not clinical cases of depression. In addition,
we have no assurance that an experience of fail-
ure on a problem in a laboratory setting is at all
the same as a “real” failure in the everyday life of
a person with depression.

Some have urged the use of animals for re-
search because they do not present some of the
methodological problems that exist in research
with humans. We can exert nearly perfect control
over animals. We can control their diets, living
conditions, and even genetic background. We can
be so much more intrusive in the lives of animals.
Because animals generally have shorter life
spans, phenomena that may take years to study
in humans can be studied in a few months with,
say, rats. Further, there are a number of “natu-
rally” occurring behavior disorders (e.g., aggres-
sion, mood disorders, hyperactivity, eating disor-
ders) commonly seen in veterinary practice that
appear to be relevant to the field of psy-
chopathology (Stein, Dodman, Borchelt, & Hol-
lander, 1994). But again, exactly how similar is
animal behavior to human behavior? Perhaps
similar enough in certain instances, but in oth-
ers, not at all.

In the final analysis, analog research is
important and can be quite enlightening. But we



can never afford to completely relinquish our
skepticism when we employ it.

A Closing Note. In closing this section on exper-
imental methods, it should be noted that not
everyone is enamored with these traditional
approaches. For example, many years ago, Cat-
tell (1965) critiqued the so-called bivariate
research strategy. This is a hallowed method,
going all the way back to Pavlov and Wundt, in
which only two variables are studied at once.
The investigator manipulates an independent
variable and then observes its effects on the
dependent variable. For example, the experi-
menter induces in participants the belief that
they lack personal control over the onset of elec-
tric shock (independent variable). The question
is, what happens to the participant’s anxiety
level as measured by the galvanic skin response
(dependent variable)? If the focus is on anxiety,
it may become necessary to carry out thousands
of such bivariate studies to determine how peo-
ple become anxious. The experimenters must
vary measures of anxiety, the nature of the stim-
ulus, and the presence of preexisting personality
traits that may affect the nature of the partici-
pants’ responses. If experimenters vary one con-
dition at a time in study after study, they are left
with a piecemeal view of the human being.
Putting the results of all these bivariate studies
together can be worse than trying to put
Humpty Dumpty together again. And because
the study is looking at anxiety in isolation from
other variables, such as competence and adjust-
ment, the results offer no sense of how these
variables might affect anxiety.

As a consequence, some have advocated the
use of a multivariate strategy. Here, the experi-
menters use a variety of measures on the same
person but do not exert much in the way of con-
trol. They may use questionnaire data, life
records, observation, and so on. Such data can be
correlated and factor analyzed. Because the
method can focus on naturally occurring phe-
nomena and can deal with numerous variables
simultaneously, many regard it as a superior
strategy. However, this method, like other corre-
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lational approaches, also has its limitations
(Phares, 1991).

Single-Case Designs

Single-case designs are an outgrowth of behavioral
and operant approaches. They bear similarities to
both experimental and case study methods. For
example, an experimenter measures a subject’s
behavior under several conditions and in this
sense is employing a method akin to experimen-
tal techniques. But the focus is on the responses
of one participant only. Such research usually
begins by establishing a baseline. Here, a record
is made of the participant’s behavior prior to any
intervention—for example, the number of anxi-
ety attacks per week. After a reliable baseline has
been established, an intervention is introduced.
The effects of this intervention are then deter-
mined by comparing the baseline level of behav-
ior with the postintervention level. Single-case
designs are often used to study the effectiveness
of a therapeutic method.

Single-case studies allow the experimenter to
establish cause—effect relationships. More than
that, they provide a method of studying clinical
behavior (especially therapy methods) that does
not require the withholding of treatment by as-
signing certain participants to control groups or
waiting lists. Some have argued that such con-
trolled procedures, although representing good
science, are essentially unethical because they
may deprive people of hope for relief. Even
though the therapy to be used may be un-
proved—and even though some assert that, in
the interests of the ultimate good of many peo-
ple, science must deprive a few of the possibility
of improvement—the specter of ethics still lurks
in the background.

Another practical reason for using single-case
designs is that it is often extremely difficult in
clinical settings to find enough participants for
matching or random assignment to control
groups. Single-case studies reduce the numbers
needed. Also, some have argued that most re-
search (personality and clinical alike) generalizes
findings based on mean scores. Consequently,
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the results may not really apply to or character-
ize any one case (Lamiell, 1987). Single-case de-
signs sidestep such problems.

The ABAB Design. The ABAB design permits
measurement of a treatment’s effectiveness by
systematic observation of changes in the partici-
pant’s behavior as treatment and no-treatment
conditions alternate. It is called the ABAB design
because the initial baseline period (A) is followed
by a treatment period (B), a return to the base-
line (A), and then a second treatment period (B).

A good illustration of the ABAB single-case
approach is the study of Robbie (R. V. Hall, Lund,
& Jackson, 1968). Robbie was a third grader who
was very disruptive in the classroom. About 75%
of his time was spent laughing, throwing things,
and being a general nuisance. The rest of the time
(25%), he studied. This baseline percentage of
study time is shown in Figure 4-5. During the first
treatment period (Reinforcement I), the teacher
paid a lot of attention to Robbie, and his study
behavior increased accordingly. During the
reversal period, the teacher returned to her for-
mer level of attention to Robbie, and his study
behavior reverted to about the baseline level.

When treatment was reintroduced (Reinforce-
ment II), his behavior once again improved. The
reversal period was inserted between the two
treatment periods to enable the investigators to
demonstrate a causal relationship between the
teacher’s behavior and Robbie’s behavior.

One difficulty with the ABAB procedure is
that withdrawing treatment could pose some
ethical problems. However, the seriousness of
this issue depends on the specific circumstances
involved.

Multiple Baseline Designs. In some cases, it is
impossible to use a reversal period. As we have
noted, there may be ethical constraints. Also, in
clinical research settings, therapists may be
unwilling to have their clients reexperience situ-
ations that could reinstate the very behaviors
they are seeking to eradicate. In such cases, inves-
tigators may use a multiple baseline design. Here,
two or more behaviors are chosen for analysis.
Perhaps an institutionalized patient has severe
problems behaving in a responsible manner. He
does not take care of his room, fails to follow
good personal hygiene, or does not show up on
time for work assignments. Baseline data are col-



lected for his behavior in both personal and work
settings. Next, immediate rewards are introduced
whenever he behaves responsibly in personal set-
tings but not in work settings. Then, after a pre-
scribed period of time, measurements of behav-
ior in both settings are once again collected.

The last phase involves rewards for responsi-
ble behavior in both settings. If responsible
behavior increases in the personal setting fol-
lowing reward but not in the work setting when
there is no reward, it may be possible that some
unknown and uncontrolled factor other than
reward is operative. But if reward is then shown
to enhance responsible behavior in the work set-
ting also, it seems very unlikely that any factors
other than reward are involved. The use of dual
baselines gives investigators increased confi-
dence in their manipulations.

A study by Moras, Telfer, and Barlow (1993)
exemplifies a variant of the multiple baseline
design. Their study is noteworthy for several rea-
sons. First, they applied a single-case methodol-
ogy to a treatment that is not primarily behav-
ioral (unlike most applications of the single-case
methodology). Second, they targeted a clinical
condition that is common—coexisting general-
ized anxiety disorder and major depression—yet
complex because of the myriad of presenting
symptoms. Finally, they were able to test the
hypothesis that each form of treatment used in
the combined treatment (anxiety control treat-
ment and interpersonal psychotherapy for
depression) would affect specifically those symp-
toms for which the treatment was originally
developed.

Box 4-3 presents Moras et al.’s (1993) descrip-
tions of Case 2, a man in his 30s suffering from
both generalized anxiety disorder and major
depression, as well as his weekly scores on self-
report measures of anxiety and depression
throughout the treatment. As can be seen, Case
2's levels of anxiety (BAI scores) and depression
(BDI scores) were elevated and clinically signifi-
cant before treatment commenced (at baseline
weeks 1 and 2). Anxiety control treatment (ACT)
was administered first for six sessions, followed
by an assessment interview (Asmt). Next, inter-
personal psychotherapy for depression (IPT) was
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administered for six sessions, followed by
another assessment interview.

Several features of the results for Case 2 are
noteworthy. First, his anxiety scores did drop
significantly over the course of ACT. However, so
did his depression scores. Further, both depres-
sion and anxiety scores appeared to drop
(although not as dramatically) during the IPT
phase of treatment. Moras et al. concluded that
this combined form of treatment (ACT and IPT)
seems potentially efficacious for patients with
generalized anxiety disorder and major depres-
sion. However, contrary to the original hypothe-
sis, no evidence for differential and specific
impact of ACT on anxiety symptoms and IPT on
depressive symptoms was obtained.

This example is a good illustration of how
the single-subject design can be used to docu-
ment the efficacy of treatment (single or com-
bined) for a commonly occurring clinical condi-
tion. Further, Moras et al., using a variant of the
multiple baseline design, were able to test a
hypothesis regarding the specificity of treatment
effects.

Of course, all these single-subject designs, by
definition, deal with one person. Can we gener-
alize what has been shown true of one person to
an entire population? As with case study meth-
ods, the external validity of the results or
attempts to generalize about them can be prob-
lematic. But as long as we are interested in one
specific person or are seeking evidence that will
encourage us subsequently to initiate a full-blown
traditional experimental study, the method has
great merit.

Mixed Designs

Experimental and correlational techniques are
sometimes combined into a mixed design. Here,
participants who can be divided into specific
populations (e.g., schizophrenic vs. normal) are
assigned as groups to each experimental condi-
tion. In this way, variables such as psychosis or
normality are not manipulated or induced by
the investigator. Instead, they are correlated with
the experimental condition.
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BOX 4-3

The Treatment of Mixed Anxiety and Depression

Moras, Telfer, and Barlow (1993, p. 414) pro- then quickly negated the statement by say-
vided the following description of Case 2: ing that they didn’t seem to be growing

The patient was a man in his mid-30s who
had three children (ranging in age from

4 to 12). He worked full time in a semi-
skilled position. His complaints were
“breaking down easy and crying a lot,”

a “no care attitude,” feeling nervous, and

apart; rather they seemed to be closer but
more independent.

The diagnosis based on two indepen-
dent structured diagnostic interviews was
co-principal Major Depression Episode
(recurrent, moderate) 5 and GAD 5.

feeling like running from his job. When Following are the weekly scores produced
asked about relationships in his life, he said by Case 2 on the Beck Anxiety Inventory (BAI)
that he and his wife “seemed to be going and Beck Depression Inventory (BDI).

their own separate ways.” However, he

Weekly changes in Beck Anxiety Inventory (BAI; Beck, Epstein, &
Brown, 1988) and Beck Depression Inventory (BDI; Beck, Steer, &
Garbin, 1988) scores for Case 2. (Bal = Baseline Week 1; Ba2 = Base-
line Week 2; ACT = anxiety control treatment; Asmt = assessment
week; IPT = Interpersonal Psychotherapy of Depression treatment)
Source: Moras, K., Telfer, L. A., & Barlow, D. H. (1993). Efficacy and specific effects data on new
treatments: A case study strategy with mixed anxiety-depression. Journal of Consulting and
Clinical Psychology, 61, 412—-420. Copyright 1993 by the American Psychological Association.
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Text not available due to copyright restrictions

Davison et al. (2004) provide an excellent hy-
pothetical example of how mixed designs work.
Suppose we decide to investigate the efficacy of
three forms of therapy (the experimental manip-
ulation). We do this by identifying psychiatric
patients who can be divided into two groups on
the basis of the severity of their illness (the clas-
sificatory variable). Does effectiveness of treat-
ment vary with severity of illness? The results of
this hypothetical research are shown in Figure
4-6. Figure 4-6(b) presents data obtained when
the patients were divided into two groups ac-
cording to the severity of their illness. Figure
4-6(a) shows how confused we could become had
patients not been divided into two groups. When
all patients are combined, we find that treatment
3 produced the largest improvement, and we are
mistakenly led to believe that this treatment is
the best. But when we analyze the data according
to severity of illness, treatment 3 is not the pre-
ferred one for either group of patients. Instead, as
Figure 4-6(b) shows, for patients with less severe
problems, treatment 1 is desirable, whereas for

those with more severe problems, treatment 2
would be preferable.

Later in this book, it will become apparent
that there is no “best” therapy for all problems
and all people. There are only treatments that
vary in their effectiveness for different kinds of
psychological problems and different kinds of
people. Mixed designs can help us discern what is
best for whom. Of course, we must not forget that
in mixed designs, one of the factors (e.g., severity
of illness) is not manipulated, and this raises the
kinds of problems discussed earlier in the case of
correlational methods (Davison et al., 2004).

Statistical Versus Practical
Significance

After a statistic (e.g., a correlation coefficient) has
been calculated, it can be determined whether
the obtained number is significant. Traditionally,
if it is found that the obtained value (or a more
extreme value) could be expected to occur by
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chance alone less than 5 times out of 100, it is
deemed statistically significant. Such an ob-
tained value is said to be significant at the .05
level, usually written as p < .05. The larger the
correlation, the more likely it is to be significant.
But when large numbers of participants are in-
volved, even relatively small correlations can be
significant. With 180 participants, a correlation
of .19 will be significant; when only 30 partici-
pants are involved, a correlation of .30 would fail
to be significant.

Therefore, it is important to distinguish be-
tween statistical significance and practical signifi-
cance when interpreting statistical results. The
correlation of .19 may be significant, but the mag-
nitude of the relationship is still quite modest. For
example, it might be true that in a study involv-
ing 5,000 second-year graduate students in clini-
cal psychology across the nation, there is a corre-
lation of .15 between their GRE scores and faculty
ratings of academic competence. Even though the
relationship is not a chance one, the actual im-
portance is rather small. Most of the variance in
faculty ratings is due to factors other than GRE
scores. In some cases, a correlation of .15 may be
judged important, but in many instances, it is
not. At the same time, we should remember that
accepting significance levels of .05 as nonchance
represents a kind of scientific tradition, but it is
not sacred. Other information may persuade us,
in certain cases, that significance levels of .07 or
.09, for example, should be taken seriously.

Research and Ethics

In Chapter 3, we discussed some of the ethical
issues involved in the practice of clinical psy-
chology. Research also involves important ethi-
cal considerations. Like patients, research partic-
ipants have rights, and investigators have
responsibilities to them. In 2002, the American
Psychological Association published an expanded
and updated set of ethical standards for research
with human participants (American Psychologi-
cal Association, 2002). We offer only a brief
overview here. These standards require that
investigators:

1. Plan and conduct research according to rec-
ognized standards of scientific competence
and ethical principles. Psychologists must
gain approval, if required by institutions,
before conducting research.

2. Obtain informed consent from participants
in research. Inform them of the research pro-
cedures, their right to withdraw, potential
risks or discomforts, possible benefits, limits
to confidentiality, incentives for participa-
tion, and whom to contact for questions
about participation and participants’ rights.

3. Use deception as part of their procedures
only when it is not possible to use alternative
methods.

4. Take great care, in offering inducements for
research participation, that the nature of the
compensation (such as professional services)
is made clear and that financial or other
types of inducements are not so excessive as
to coerce participation.

5. Do not fabricate data and give proper credit
to others for their contributions. Discuss
publication authorship early in the research
process, and base authorship on the relative
contributions of the individuals involved.

6. Inform research participants of the antici-
pated use of the data and of the possibility of
sharing the data with other investigators or
any unanticipated future uses.

7. Provide participants with information at the
close of the research to erase any misconcep-
tions that may have arisen.

8. Treat animal subjects humanely and in accor-
dance with federal, state, and local laws as
well as with professional standards.

Several of these points require further comment.

Informed Consent. Good ethical practice and
legal requirements demand that participants
give their formal informed consent (usually in
writing) prior to their participation in research.
Researchers inform the participants of any risks,
discomforts, or limitations on confidentiality.
Further, researchers inform the participants of
any compensation for their participation. In the
process, the researcher agrees to guarantee the
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BOX 4-4
Who Should Be Studied?

For some time, clinical psychologists conduct-
ing research have been criticized for primarily
using samples of convenience. Typically, the
criticism has focused on the use of college
undergraduates in analog research. However,
over the past few decades, a great deal of
concern has been expressed over the relative
lack of research using women and/or ethnic
minority participants. Specifically, some feel
that too many studies use samples composed
predominantly of White males. Some feel that
the conclusions reached regarding psychologi-
cal problems and their treatment may not be
valid for women or for people of color.

Not only have these concerns heightened
clinical scientists’ awareness of these issues, but

more formal requirements for those studies
supported by U.S. government funds are now
in place. The National Institutes of Health (NIH)
now have a policy regarding the inclusion of
women and members of minority groups in all
studies involving human participants.
Specifically, these groups must be repre-
sented in NIH-supported projects unless a
clear and compelling rationale establishes that
inclusion is inappropriate with respect to
participants’ health or to the purpose of the
study. In this way, major research projects
can address whether the general conclusions
reached for men or for White participants
also hold for women and for members of
minority groups.

participant’s privacy, safety, and freedom to
withdraw. Unless participants know the general
purpose of the research and the procedures that
will be used, they cannot fully exercise their
rights. Box 4-5 presents an example of a consent
form that was used in one of the author’s re-
search projects. Different consent forms from
other investigators and institutions will vary in
the language that is used and, possibly, the
points that are emphasized. However, most con-
sent forms would be expected to contain the
basic features in this example.

Confidentiality. Participants’ individual data
and responses should be confidential and
guarded from public scrutiny. Instead of names,
code numbers are typically used to protect
anonymity. While the results of the research are
usually open to the public, they are presented in
such a way that no one can identify a specific
participant’s data. Finally, clinical psychologists
must obtain consent before disclosing any confi-
dential or personally identifiable information in
the psychologist’s writings, lectures, or presenta-

tions in any other public media (e.g., a television
interview).

Deception. Sometimes the purpose of the re-
search or the meaning of a participant’s responses
is withheld. Such deception should be used only
when the research is important and there is no
alternative to the deception (i.e., when veridical
information would compromise participants’
data). Deception should never be used lightly.
When it is used, extreme care must be taken that
participants do not leave the research setting feel-
ing exploited or disillusioned. It is important that
careful debriefing be undertaken so that partici-
pants are told exactly why the deception was
necessary. We do not want participants’ levels of
interpersonal trust to be shaken. Clearly, it is very
important how we obtain informed consent
when deception is involved.

An example of the need for deception in a
study might be an experiment in which it is pre-
dicted that the viewing of gun magazines (or other
materials associated with potential violence)
will lead to increased scores on a questionnaire
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BOX 4-5
Sample Consent Form

Development of Personality Features
Consent Form
Code

Consent to Serve as a Participant in Research Study

| consent to participate in the study “Development of Personality Features” sponsored by the Psy-
chology Department at the University of Missouri and conducted under the direction of Timothy J.
Trull, Ph.D. This research project is aimed at assessing how personality features develop in young
adults.

| understand that the study will involve the following procedures: (1) At Time 1 (study entry),

I will be asked a number of questions, some of which may be extremely sensitive or upsetting,
concerning various personal problems that | might have experienced as well as personal problems
my biological parents may have experienced (e.g., depression, suicidal feelings, child abuse). |
understand that | will also complete a computerized interview and will be given two interview
questionnaires that allow the researcher to develop a psychological profile. | understand that these
interviews will be audiotaped. Only project staff will have access to these audiotapes, and these
tapes will be erased at the end of the project. For my participation at Time 1, which should take a
total of about four hours, | will be compensated $35.00 for my time and efforts.

(2) At Time 2 (2 years later), | will be asked a number of questions, some of which may be
extremely sensitive or upsetting, concerning various personal problems that | might have experi-
enced as well as personal problems my biological parents may have experienced. | understand
that | will also complete a computerized interview and will be given two interview questionnaires
that allow the researcher to develop a psychological profile. For my participation at Time 2, which
should take a total of about four hours, | will be compensated $35.00 for my time and efforts.
Therefore, if | participate in all aspects of this study (i.e., at Time 1 and at Time 2) | will receive a
total of $70.00. | also understand that | may be contacted at some point in the future and asked
to provide follow-up information. | understand that | am under no obligation to participate at that
time and | may at any time withdraw and request that | not be asked to participate in the future.

| give the project director permission to gain access to the following information from the Uni-
versity of Missouri-Columbia Office of Admissions and Registrar: high school rank and percenti