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Thoroughly updated and revised, the ninth edition of this bestselling textbook
introduces students to clinical psychology as a bridge between science and
practice. Extensive revisions since the previous edition have resulted in the
most accessible, up-to-date and thematically integrated edition of
Introduction to Clinical Psychology yet, while maintaining the authority and
accessibility students and instructors have come to rely on.

Updates include:

e Three new co-authors who are internationally recognized scholar-

practitioners

e New emphasis on integrating science and practice, illustrating how

psychologists use evidence-based practices to help clients

e Addition of the fictional Jackson Family case studies, providing vivid

examples of a family confronting numerous mental health challenges

e “Thinking Scientifically” sections in each chapter, which break down
how students can think critically when presented with conflicting
findings and use the existing evidence to draw the most reasonable

conclusions

e “In Review” tables at the end of each major section prompting
students to review the material in that section and test their

comprehension

e An expanded image program and printed in color for the first time.
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Preface

The eight previous editions of this book have all shared the same four goals.
The first is to offer an introduction to clinical psychology that, while
appropriate for graduate students, is written especially with intellectually
curious undergraduates in mind. Many psychology majors have an interest in
clinical psychology, but not a clear understanding of what the field involves
and requires. Many nonmajors, too, want to know more about clinical
psychology, and we believe that both groups can benefit from a thorough
survey of the field that does not delve into all the details typically included in
texts aimed only at graduate students. Readers whose backgrounds include
coursework in introductory psychology and abnormal psychology will find
the book especially valuable.

The second goal is to present the whole story of clinical psychology, its
history, its present scope and functions, and a glimpse into its future. We do
so in a way that includes the perspectives of many approaches to clinical
psychology—the behavioral, interpersonal, cognitive behavioral, humanistic,
psychodynamic, acceptance-based, social systems, etc.— and that highlights
the strengths and weaknesses of the scientific evidence for each.

The third goal is to emphasize the value of scientific research in clinical
psychology. We believe this is a necessary and useful perspective for all

clinical psychologists, whether they are practitioners, researchers, educators,



policy makers, or consultants. So you will see as a core theme throughout the
book the idea that an evidence-based approach to clinical psychology offers
the best hope for helping clients because it is the one most likely to identify
the causes of, and effective treatments for, psychological disorders.

The fourth goal is to offer a book that is interesting and enjoyable. As
you might expect, we love the field of clinical psychology. We find it
fascinating. We enjoy teaching about it and writing about it, and we hope that
some of our excitement and enthusiasm will rub off on you.

These four goals have not changed, but many other aspects of the book

are new. First and foremost, the ninth edition benefits from the knowledge,
skills, and experience of three new members of the author team. Led by Doug
Bernstein of the University of South Florida, who co-wrote the first edition in
1980, the team now includes Bethany Teachman of the University of
Virginia, Bunmi Olatunji of Vanderbilt University, and Scott Lilienfeld of
Emory University. Here is what we have done for the ninth edition:
1. Content Updates. We have added more than 1000 new references that
describe the latest scientific research and information about all aspects of
contemporary clinical psychology. We cover the development of evidence-
based clinical science, emerging models for clinical training and
accreditation, new approaches to diagnosing and classifying the key features
of mental illness, and the latest trends in formulating and evaluating
interventions for the treatment of those disorders. We also summarize the
latest changes in health-care legislation and managed-care systems, and
advances in the delivery of mental health-care services (imagine treatment
through a smartphone app!) that will influence clinical psychology training,
research, and practice.

The structure and sequence of some chapters have also changed. In



particular, the Clinical Child Psychology chapter has been expanded to
include a major section on Clinical Geropsychology, and renamed Clinical
Psychology for Youth and Older Adults. In addition, the chapter on Research
on Clinical Intervention now appears before, rather than after, the chapters on
specific types of treatment. This change reflects our desire to emphasize that
clinicians of all theoretical persuasions should use scientific methods to
evaluate the effectiveness of clinical interventions.

2. More Integrated Case Examples. In this new edition, we wanted to
provide more examples of the kinds of clients and client problems that
clinical psychologists encounter in their research and practice. We also
wanted to show you how the same clients and problems can be understood
from many different theoretical perspectives. So, in Chapter 1 we introduce
you to the members of the “Jackson” family (not their real name), who
illustrate many of the fascinating problems and practice issues that clinical
psychologists encounter every day. Our description of each family member
will provide vivid and easily grasped examples of clinical assessment
techniques, therapeutic methods, symptoms of psychological disorders, the
importance of sociocultural factors in diagnosis and treatment, and the like.
As you read the book, you will meet the same family members in varying
combinations (e.g., in family therapy sessions) and in different contexts (e.g.,
diagnostic interviewing, neuropsychological assessment, individual therapy),
rather than always being introduced to entirely new cases. By providing
background information about a single family, its history, and its dynamics in
Chapter 1, many of the case examples in later chapters will involve people
with whom you will already be familiar.

3. Scientific Thinking about Current Controversies. Clinical psychology

is an ever-changing field, and proposals for change often meet with varying



reactions. As a result, there are a number of topics about which clinical
psychologists and other mental health professionals disagree, such as how
much weight should be given to various sources of evidence when making
clinical decisions, how clinical psychologists should be trained, and whether
they should be allowed to prescribe medication for psychological disorders.
We describe these and many other current controversies throughout the book,
and in special sections in every chapter we invite you to “Think

Scientifically” about them by asking yourself five specific questions:

What am I being asked to believe?
What kind of evidence is available to support the claim?

Are there alternative ways of interpreting the evidence, including those

that my biases and preconceptions might have kept me from seeing?
What additional evidence would help to evaluate those alternatives?

What conclusions are most reasonable given the kind of evidence

available?

4. Additional Coverage of Clinical Technology. Updating the book gave us
the opportunity to describe the changes taking place in clinical psychology
that involve new digital technologies. You will see examples of these
changes throughout the book that relate to everything from delivery of mental
health services via the internet and social media, to the use of artificial
intelligence in clinical assessment, and the application of virtual reality
systems in various kinds of treatment.

5. Highlighting Individual Differences and Sociocultural Diversity. The

sociocultural characteristics of clinical psychologists and their clients have



become increasingly diverse over the years. As a result, you will find that our
coverage of everything from clinical training and assessment techniques to
treatment methods and health-care delivery systems takes into account the
impact of factors such as age, gender, race and ethnicity, culture and
nationality, sexual orientation, and disability status on clinical research and
practice.

6. More Reader-Friendly Features. We have added a number of new
elements to the ninth edition that are designed specifically to make the book
easier and more enjoyable to read, more supportive of your learning, and

more helpful when the time comes to study for quizzes and tests.

e First, we have used a larger font, which makes for less tiring reading,
and we added more than 20 new photos, figures, and tables to

illustrate the text and add variety to your reading experience.

e Second, all the most important key terms are now printed in boldface
type and are reproduced, along with their definitions, in the margin

after the first mention of each term.

e Third, we have retained the chapter and section previews that help
you to anticipate what you are about to read, but we have also added
“In Review” tables at the end of each major section of every chapter.
These tables summarize the main points of the section and then pose
three self-testing questions that give you a chance to see if you have
understood the material in the section or if you might want to go back
and re-read some of it (the answers to the self-test questions are at the
back of the book).



We hope you enjoy reading the ninth edition as much as we enjoyed
creating it. We would love to hear your comments and suggestions for further
improvement, so please feel free to contact the author team through Doug

Bernstein at douglas.bernstein@comcast.net.

WELCOME TO 9E!!

Here we are, from left to right: Bunmi Olatunji, Scott Lilienfeld, Bethany
Teachman, and Doug Bernstein during our two-day planning session for

the new edition in Atlanta in 2018.
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Significant Dates and Events in the
History of Clinical Psychology

1879
Wilhelm Wundt establishes first formal psychology laboratory at the
University of Leipzig.

1885
Sir Francis Galton establishes first mental testing center at the South

Kensington Museum, London.

1890

James McKeen Cattell coins the term mental test.

1892
American Psychological Association (APA) founded.

1895
Breuer and Freud publish Studies in Hysteria.



1896
Lightner Witmer founds first psychological clinic, University of

Pennsylvania.

1905

Binet—Simon Intelligence Scale published in France.

1907

Witmer founds first clinical journal, The Psychological Clinic.

1908

First clinical internship offered at Vineland Training School.

1909
William Healy founds first child guidance center, the Juvenile

Psychopathic Institute, Chicago.

Freud lectures at Clark University.

1910
Goddard’s English translation of the 1908 revision of the Binet—Simon
Intelligence Scale published.

1912
J.B. Watson publishes Psychology as a Behaviorist Views It.

1916

Terman’s Stanford—Binet Intelligence Test published.

1917



Clinicians break away from APA to form American Association of
Clinical Psychology (AACP).

1919

AACP rejoins APA as its clinical section.

1920

Watson and Rayner demonstrate that a child’s fear can be learned.

1921

James McKeen Cattell forms Psychological Corporation.

1924

Mary Cover Jones employs learning principles to remove children’s fears.

1931

Clinical section of APA appoints committee on training standards.

1935
Thematic Apperception Test (TAT) published.

1937
Clinical section of APA breaks away to form American Association for
Applied Psychology (AAAP).

1938

First Buros Mental Measurement Yearbook published.

1939
Wechsler—Bellevue Intelligence Test published.



1942
Carl Rogers publishes Counseling and Psychotherapy, outlining an

alternative to psychodynamic therapy.

1943
Minnesota Multiphasic Personality Inventory (MMPI) published.

1945

AAAP rejoins APA.

Journal of Clinical Psychology published.

Connecticut State Board of Examiners in Psychology issues first certificate
to practice psychology.

1947

American Board of Examiners in Professional Psychology organized.
Shakow Report recommends clinical training standards to APA.

1949

Colorado conference on training in clinical psychology convenes,

recommends “Boulder Model.”

1950

APA publishes first standards for approved internships in clinical

psychology.

1952



American Psychiatric Association’s Diagnostic and Statistical Manual
(DSM-I) published.

1953
APA’s Ethical Standards for Psychologists published.

1955
Wechsler Adult Intelligence Test published.

1956

Stanford Training Conference.

1958

Miami Training Conference.

Clinical Division of APA holds National Institute of Mental Health

sponsored conference about research on psychotherapy.

1959

The first psychotherapy benefit in a prepaid insurance plan appears.

1965

Chicago Training Conference held.

1968
Psy.D. training program begins at the University of Illinois, Urbana-

Champaign.

Second edition of Diagnostic and Statistical Manual (DSM-II) published.



Committee on Health Insurance begins campaign to allow payment of
clinical psychologists’ services by health insurance plans without requiring

medical supervision.

1969

California School of Professional Psychology founded.

APA begins publication of the journal, Professional Psychology.
1970

Department of Defense health insurance program authorizes payment of

clinical psychologists’ services without medical referral.

1971
Council for the Advancement of Psychological Professions and Sciences, a

political advocacy group for clinical psychology, is organized.
Journal of Clinical Child Psychology published.

1972

Menninger Conference on Postdoctoral Education in Clinical Psychology.

1973

Vail, Colorado, Training Conference.
1974
National Register of Health Service Providers in Psychology established.

Federal government allows payment for clinical psychologists’ services to

its employees without medical supervision or referral.



APA establishes Standards for Providers of Psychological Services.
First Inter-American Congress of Clinical Psychology held in Porto

Alegre, Brazil.

1977
All 50 U.S. states have certification or licensing laws for clinical

psychologists.

1980

Third edition of DSM (DSM-III) published.

Smith, Glass, and Miller publish The Benefits of Psychotherapy.

Blue Shield health insurance companies in Virginia successfully sued for
refusing to pay for clinical psychologists’ services to people covered by

their plans.

1981
APA publishes its revised Ethical Principles of Psychologists.

1983
Joint Commission for the Accreditation of Hospitals allows clinical

psychologists to become members of hospital medical staff.

Conference on graduate education in psychology, Salt Lake City, Utah.

1988

American Psychological Society formed.

1990



California Supreme Court affirms right of clinical psychologists to
independently admit, diagnose, treat, and release mental patients without

medical supervision.

Dick McFall publishes “Manifesto for a Science of Clinical Psychology.”

1993

Commander John L. Sexton and Lt. Commander Morgan T. Sammons
complete psychopharmacology program at Walter Reed Army Medical
Center, becoming first psychologists legally permitted to prescribe

psychoactive drugs.

1994
DSM-1V published.

Amendment to Social Security Act guarantees psychologists the right to

independent practice and payment for hospital services under Medicare.

Academy of Psychological Clinical Science established.

1995
APA task force of clinical psychologists publishes list of empirically
validated psychological therapies and calls for students to be trained to use

them.

1996
Dorothy W. Cantor becomes first president of APA to hold a Psy.D. rather
than a Ph.D..

2002



New Mexico grants prescription privileges to specially trained clinical

psychologists.

2005

APA sponsors a Presidential Task Force on evidence-based practice.

2006

Psychologists win a second settlement in 2 years in federal court alleging
that managed-care companies conspired to reduce and delay provider
payments in violation of federal law.

American Psychological Society becomes The Association for

Psychological Science.

2008

The U.S. House of Representatives passes legislation requiring mental
health parity: The Paul Wellstone Mental Health and Addiction Equity Act
of 2007.

2009
University of Illinois at Urbana-Champaign becomes the first

Psychological Clinical Science Accreditation System-accredited program.
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Chapter Preview
Clinical psychology is one of the most important and fascinating areas

of psychology, and we have the pleasure of introducing it to you in the
pages of this book. Our opening chapter provides a broad overview of
the field. We’ll describe what clinical psychology is, what clinical
psychologists do, where they work, how they are trained, and how
clinical psychology is related to other domains of psychology, including
other mental health fields. Whether you have only a casual interest in the
field or you are thinking about becoming a clinical psychologist
yourself, this chapter’s overview will set the stage for the others that

focus on more specific topics.

A Clinical Case

Let’s start our exploration of clinical psychology with an example of
the kinds of people and problems that clinical psychologists
encounter every day. “Rachel Jackson” (not her real name) is a 17-
year-old student at a suburban high school in the midwestern United
States. She has always been a bit on the rebellious side, but at the
beginning of her junior year, she started hanging out with a new
group of friends who routinely smoke marijuana, drink alcohol, skip
classes, and encourage her to do the same. Like them, she has come to
think of schoolwork as pointless, so her grades—which were only
average to begin with—have been suffering. Rachel’s tendency to be

slightly overweight had never been of great concern to her until



recently when a few snide remarks by some of her new friends
prompted her to go on a crash diet.

Because of his own problems, Rachel’s father James, a 45-year-
old African American accountant, has not been paying much attention
to his daughter’s behavior, or that of his two younger children, 12-
year-old fraternal twins Jamal and Janelle. James’ withdrawal began
shortly after he lost his job during a downturn in the local economy,
leaving his wife Lena’s salary as a nurse as the family’s only source
of income. He has bouts of depression, sleeps poorly, complains
about the house being “a mess,” and constantly worries about money,
despite spending far too much time and cash at a local bar. But Lena,
the 43-year-old daughter of Lithuanian immigrants, has recognized
that Rachel could be heading for trouble. Lena is estranged from her
older sister, Regina, and has no close friends in her mainly European
American neighborhood that has not exactly welcomed her mixed-
race family (Lena is white). Lena finally decided to share her
concerns about her daughter with “Ellen Yang” (not her real name), a
friend and fellow nurse at her hospital. On Ellen’s advice, Lena
contacted a guidance counselor at Rachel’s school. The counselor felt
that the situation deserved the attention of a mental health
professional, and she referred Lena to “Dr. Cynthia Leon,” a clinical
psychologist at a nearby community mental health center.

At their first appointment, Lena describes some of Rachel’s
problems, but soon finds herself talking about other concerns, too,
including her husband’s emotional disengagement, her worries about
its impact on her marriage and the children, her aging mother’s

declining physical health and loss of mental capacity, and her own



feelings of sadness, low energy, and hopelessness about what
sometimes seems to be an impossibly stressful living situation. The
clinical psychologist listens carefully, and among other things, points
out that while Rachel’s behavior is certainly a focus of concern, it
seems to be only one feature of an enormously complex and dynamic
family system.

That first appointment marked the beginning of the
psychologist’s efforts to help Rachel, and ultimately, her entire
family. You will discover more about the Jackson family in many of
the chapters to come, where we present their stories as examples of
how clinical psychologists use scientific approaches to describe,
understand, and resolve the problems of the individuals, couples, and
families who come to them for help.

In this book, you will see how clinical psychologists address
problems such as those faced by Rachel and her family. You will
learn how they assess and treat people with psychological problems,
how they conduct research on the measurement, causes, treatment,
and prevention of those problems, and how clinicians are trained. You
will also learn how clinical psychologists have become key providers
of health care in the United States and in other countries, and how
clinical psychology continues to evolve and adapt to the social,
political, and cultural climate in which it is practiced. Finally, you
will learn about the ongoing challenges and controversies confronting
the field of clinical psychology, including those bearing on the
diagnoses of mental disorders, and the effectiveness of

psychotherapy.



An Overview of Clinical Psychology

Section Preview In this section, we define clinical psychology and identify
the requirements for entering the field. We also discuss the continued appeal
of clinical psychology as a profession, popular conceptions and
misconceptions of clinical psychologists, and how clinical psychology

overlaps with, and differs from, other mental health professions.



The Definition of Clinical Psychology

As its name implies, clinical psychology is a subfield of the larger discipline
of psychology. Like all psychologists, clinical psychologists are interested in
behavior and mental processes. They conduct research about human
behavior, seek to apply the results of that research, and engage in the
assessment of clients. Like the members of some other professions, clinical
psychologists also provide assistance to those who need help with
psychological problems, but as you will soon see, they also serve as
educators and administrators and help shape policies about health care and
the application of psychological science to solve human problems. It is
difficult to capture in a sentence or two the ever-expanding scope and new
directions of clinical psychology today, but we can outline its central
features.

On its website at www.divi2.org, the American Psychological

Association Division of Clinical Psychology defines clinical psychology as

the field of psychology that “involves research, teaching and services relevant
to the applications of principles, methods, and procedures for understanding,
predicting, and alleviating intellectual, emotional, biological, psychological,
social and behavioral maladjustment, disability and discomfort, applied to a
wide range of client populations.” Notice that this definition focuses on the
integration of clinical science and clinical practice, the application of this
integrated knowledge across diverse human populations, and the purpose of
alleviating human suffering and promoting health. The definition also
highlights a crucial point that we’ll be emphasizing throughout this book,

namely that clinical science and clinical practice are not and should not be


http://www.div12.org

separate, but instead are flip sides of the same coin. To be a responsible and
competent clinical psychologist, one must learn to evaluate and integrate the
best available scientific evidence that bears on assessing, treating,
understanding, and preventing mental health problems. And to be a good
researcher, it is critical to understand how mental health problems actually

present themselves and how they are managed in the real world.

Clinical psychology

The field of psychology that involves research, teaching, and
services relevant to the application of principles, methods, and
procedures for understanding, predicting, and alleviating cognitive,
emotional, biological, social and behavioral maladjustment,
impairment, distress, and discomfort, applied to a wide range of

client populations.



The Popularity of Clinical Psychology
Clinical psychology is the single largest subfield of psychology. Its

prominence is reflected in the fact that just over 40% of the nearly 75,000
members of the American Psychological Association (APA) identify
themselves as clinical psychologists and constitute the three largest of the 56
interest groups (divisions) in the APA: Clinical Psychology (Division 12),
Clinical Neuropsychology (Division 40), and Psychologists in Independent
Practice (Division 42). Graduate training programs in clinical psychology are
the most popular of psychology’s health service provider (HSP) training

options (American Psychological Association, 2016a, 2019a), attracting more

applicants each year than any other area (American Psychological

Association, 2018a; Michalski, Cope & Fowler, 2016; see Figure 1.1). It is no

surprise, then, that almost one-half of all psychology doctorates are awarded
in clinical psychology (American Psychological Association, 2016a). Part of
the attraction lies in the prospect of high-quality, satisfying employment for
clinical psychologists (Lin, Christidis, & Stamm, 2017). The U.S.
Department of Labor’s Occupational Outlook Handbook projects faster-than-
average growth in the job market for both doctoral- and master’s-level
clinicians (Bureau of Labor Statistics, 2018). Many of those drawn to clinical
psychology are also fascinated by the mysteries of mental disorders and the

desire to help others in distress.
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Figure 1.1 Average Number of Applications for Graduate Training in
Psychology

The average psychology department in the United States receives far more
applications for doctoral training in clinical psychology than for any other
subfield. This has created intense competition for admission to clinical
programs. Only about 13% of doctoral applicants and about 35% of

master’s applicants are admitted to these programs.

(Source: Adapted from Michalski, D. S., Cope, C., & Fowler, G. A.
(2016). Summary report: Admissions, applications, and acceptances.
Washington, DC: American Psychological Association Education

Directorate.)

Though most people tend to think of all psychologists as clinicians, that
is not the case. As shown in Figure 1.1, psychology has many other subfields,
but the false impression is strengthened, for better or worse, by portrayals of
psychologists in movies, on television, and in other media. Virtually all of
them are of clinical psychologists. The more accurate portrayals contribute to
mental health literacy—the public’s understanding of psychological disorders

and their treatment (Altweck et al.,, 2015)—but the rest tend to decrease



mental health literacy by creating inaccurate, stereotyped views of the field,
and even discouraging troubled people from seeking treatment.

Unfortunately, the second kind is far more common (Jamieson, 2011; Vogel,

Gentile, & Kaplan, 2008). Clinical psychologists are too often portrayed as
all-knowing oracles or dramatically wounded healers who use techniques that
do not reflect the way today’s clinical scientists practice (Orchowski,
Spickard, & McNamara, 2006). In many cases, the media imply, or even
state, that clinical psychology and psychiatry are the same (Lilienfeld, 2012)
when, as you will see later in this chapter, they are not. Such portrayals help
create the misconceptions reflected in surveys showing that most people
don’t understand the differences between clinical psychologists, psychiatrists,
and other mental health professionals such as social workers and counselors
(Farberman, 1997). These shows may enjoy good audience ratings, but they
rarely present a true picture of the science and practice of modern clinical
psychology. We hope that by reading this book you will gain a much more

accurate impression of the field.



What Does it Take to Become a Clinical Psychologist?

One of clinical psychologists’ most distinctive characteristics has been called
the clinical attitude or the clinical approach (Korchin, 1976). This
orientation reflects a desire to combine knowledge from research on human
behavior and mental processes in general with efforts at individual
assessment and treatment in order to understand and help a given person. The
clinical attitude sets clinicians apart from other psychologists who search for
underlying principles that can be applied to human behavior problems in
general. Clinical psychologists like the one who met with Rachel’s mother,
Lena, are interested in research of this kind, but they also want to know how
those general principles shape lives, problems, and treatments on an

individual level.

Clinical attitude
The desire to combine research knowledge with individual

assessment and treatment.

It is vital that clinical psychologists embrace a scientific attitude as

well, meaning that they apply scientific approaches to understanding
psychological distress (McFall, 1991; O’Donohue & Lilienfeld, 2007). We
believe that the most effective clinical psychologists are those who help
others by using the best available evidence drawn from carefully conducted

scientific studies.



Scientific attitude
The desire to apply scientific approaches to understanding

psychological distress.

Personal Characteristics. Because clinical psychology at its best is
both rigorously scientific and deeply personal, it requires that people entering
the field have a strong and compassionate interest in human beings. The
committees in charge of admitting students for graduate study in clinical
psychology look for applicants who are not only smart, but who have
integrity, an interest in people, good interpersonal communication skills,
empathy, and intellectual curiosity (Johnson & Campbell, 2004; Prideaux et
al., 2011; Swaminathan, 2012). These traits are important in many jobs, of
course, but they are especially crucial in clinical psychology because
clinicians regularly work in situations that can have significant and lasting
personal and interpersonal consequences. The same traits are important even
for clinical researchers who don’t themselves offer psychotherapy because
they may still make decisions about matters of personal consequence to
research participants.

The potential impact that clinical psychologists can have on individuals’
lives helps explain why a clinical training applicant’s letters of
recommendations, personal statements, and interviews may be given slightly
more weight by admissions committees than standardized academic
indicators such as grade point averages (GPAs) or Graduate Record Exam
(GRE) scores (Littleford et al., 2018; Michalski, Cope & Fowler, 2016).



Nevertheless, as you will see in Chapter 16, on Getting into Graduate School
in Clinical Psychology, those standardized academic indicators must still be
quite high, partly because they have some value for predicting success in
graduate school and scores on the national licensing tests we describe later
(Sharpless & Barber, 2009).

Another key characteristic of clinical psychologists is a propensity
toward scientific thinking (Garb, 1998). It is a way of thinking that provides
tools that help compensate for personal biases that might otherwise impair a
clinical scientist’s search for the truth about a client’s problems or a knotty
research question (Lilienfeld, 2010). Scientific thinking doesn’t come
naturally, partly because it is more difficult than unscientific thinking, but it
can be developed through extensive training, concerted effort, and guided
experience. Competent clinical psychologists apply their scientific thinking
skills in research, of course, but also in their approach to clinical work. Their
scientific mindset leads them to interpret research evidence thoughtfully,
apply research to clinical practice appropriately, and always remain open to
the possibility that their conclusions and decisions might be mistaken and
require adjustment (McFall, 1991, 1996). Because prior research experience
helps to develop a scientific mindset, it is often a requirement for admission
to clinical doctoral programs.

Legal Requirements. Clinical psychologists who offer services such as
the assessment and treatment of psychological disorders must be licensed or
certified by state and national agencies. In the United States and Canada, each
state or province establishes the requirements for licensure, awards licenses
to those who qualify, and has the power to limit or revoke the licenses of
those who violate licensing laws. In other words, clinical psychology, like

medicine, pharmacy, law, and dentistry, is a legally regulated profession.



Legal requirements vary not only by state but also by levels of training.
For instance, in most states a full license in clinical psychology allows
clinicians to practice independently; that is, to “hang out a shingle.” This
means that fully licensed practitioners can set up their own offices, set their
own fees and working hours, submit bills to insurance companies or other
third parties, offer consultation services, testify in court, and engage in a
number of other activities characteristic of independent private practice. In
many states, those without a full license are subject to some of the practice
limitations we describe in the next section.

Educational and Ethical Requirements. The minimum educational
requirement for full licensure in clinical psychology is usually a doctoral
degree earned through a regionally accredited or government-chartered
institution’s clinical training program (Dittmann, 2018). Students in these
programs complete substantial advanced coursework in psychopathology
(mental illness), assessment, and intervention strategies, gain exposure to a
wide variety of basic research in psychological science (e.g., cognitive and
developmental psychology), learn skills in statistical analyses, and conduct
varying amounts of clinical research.

Graduate students in clinical psychology must also learn to understand
and follow the ethical standards that govern the work they do both before
and after graduation. These standards are spelled out in the American
Psychological Association’s Ethical Principles of Psychologists and Code of
Conduct (2017a), which offers guidance for dealing with ethical concerns
related to competence, human relations, privacy and confidentiality, record
keeping, education and training, therapy, and many other situations. This
code is especially useful in navigating some of the ethical “gray areas” that

invariably arise in the practice of clinical psychology.
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Clinicians in Training

Because they will so often deal with people who are distressed and
vulnerable, students wishing to become clinical psychologists must display
the personal characteristics—and satisfy the rigorous educational and legal
requirements—that are associated with the highest standards of

competence and ethical behavior.

(Source: Klaus Vedfelt/Digital Vision/Getty Images.)

The ethical code also applies to graduates of clinical psychology training
programs who choose not to seek licensure or offer direct clinical service to
the public. These clinical psychologists are typically involved in some
combination of teaching, research, consulting, or administration—often as
faculty members in college or university psychology departments. For them,
some of the most relevant ethical standards in the code are the ones dealing
with faculty—student relationships, teaching quality, and research practices.
Their research is also overseen by Institutional Review Boards (known in

some countries as ethics boards), which operate within their college or



university under government guidelines designed to protect the rights and
well-being of the human or animal participants being studied.

The doctoral degrees held by fully licensed clinical psychologists are
typically either the Ph.D. (Doctor of Philosophy) or the Psy.D. (Doctor of
Psychology), though they occasionally include others, such as the Ed.D., or
Doctor of Education. Both Ph.D. and Psy.D. programs include intensive
clinical training, but they differ in their emphasis on science and research.
Later in this chapter, and in subsequent ones, we will describe the differences
between these two training models and summarize ongoing debates about
their advantages and disadvantages. For now, just be aware that Psy.D.
programs are less research-intensive and that they accept and graduate far
more doctoral-level clinical psychologists than Ph.D. programs do (American
Psychological Association, 2016a, 2018b; Norcross, Ellis, & Sayette, 2010;
Sayette, Norcross, & Dimoff, 2011).

At the sub-doctoral level, clinical practitioners have titles such as limited

license psychologist, marriage and family therapist, psychological assistant,
behavioral or mental health counselor, and the like (Campbell et al., 2018).
Obtaining a limited license usually requires a master’s degree in psychology.
Some states regulate the limited license much as they do with full licenses,
but others provide less oversight, or no oversight, for sub-doctoral
practitioners (Sales, Miller, & Hall, 2005). Because they do not hold a full
license, master’s-level clinicians may be required to practice under the
supervision of a fully licensed psychologist. They may also receive less
reimbursement for their services from insurance companies, lower salaries,
and less employment stability (Rajecki & Borden, 2011). This is not to say
that well-trained and qualified master’s-level clinicians provide inferior

services, but rather that, as in medicine, law, and other professions, higher



levels of training are usually associated with more advanced or specialized
skills and greater financial rewards.

Experience. Most states require that candidates for licensure obtain a
certain amount of supervised clinical experience both before and after
completion of their doctoral degrees. Even after being licensed, clinicians in
all U.S. states, except New York, are required to take continuing education
courses as part of a periodic license renewal process.

Supervised clinical experience typically includes the successful
completion of an approved practicum, a one-year full-time (or two-year half-
time) clinical internship in a practice setting (such as a psychiatric hospital),
or some other period of extensive supervision. Practicum courses are usually
part of the clinician’s predoctoral training and often involve conducting
clinical assessment and/or treatment sessions at a psychology department
clinic under the supervision of a clinical faculty member or at an external site,
such as a local psychiatric hospital or university counseling center.
Internships involve one to two years of much more extensive clinical work
for which interns are typically paid a modest stipend. For lists of the clinical
psychology doctoral programs and internships approved by the American
Psychological Association, visit

http://www.apa.org/ed/accreditation/programs/index.aspx and

http://www.apa.org/education/grad/internship.aspx. A list of programs with a

particularly strong focus on clinical science is provided at the website of the
Academy of Psychological Clinical Science at

https://www.acadpsychclinicalscience.org/doctoral-programs.html.

Competence Testing. To be licensed as clinical psychologists,
candidates must declare their areas of competence to licensing boards and

pass a comprehensive examination, often called a licensing board exam,


http://www.apa.org/ed/accreditation/programs/index.aspx
http://www.apa.org/education/grad/internship.aspx
https://www.acadpsychclinicalscience.org/doctoral-programs.html

which may include both written and oral components. The written national
licensing test used in the U.S. and Canada is called the Examination for
Professional Practice in Psychology (EPPP). Passing this examination also
makes it easier for clinicians to have their licenses recognized in a state other
than the one where they were first licensed, through a process called
reciprocity. Some states require other examinations, particularly if candidates
want to declare certain areas of competency, such as clinical
neuropsychology or health psychology, and some require additional tests in
ethics. Clinicians are also discussing the possibility of adding a second EPPP
test that is focused more on demonstrating competencies in clinical skills than

on displaying academic knowledge.



Clinical Psychology and Related Mental Health Professions

As we mentioned earlier, clinical psychology is designated by the U.S.
government as a health service provider subfield, but it is not the only one in
psychology. Psychologists also provide services in subfields such as
counseling psychology, school psychology, behavior analysis, family
psychology, rehabilitation psychology, and sport psychology. As we describe
in later chapters, still other psychologists provide specialized services to
children, adolescents, or the elderly (Chapter 11), work to promote health and
well-being (Chapter 12), and practice clinical neuropsychology (Chapter 13)
or forensic psychology (Chapter 14). Clinical services are also offered by
professionals trained outside psychology in professions such as social work,
psychiatry, addiction counseling, marital and family counseling, and
psychiatric nursing. Like clinical psychology, each of these professions is
governed by one or more national or international organizations and has
networks of accredited training programs, well-established research
traditions, and specific licensing or certification requirements. Each group
also has its own unique history. Practitioners from each group offer mental
health services in one form or another. In the following sections, we explain
the similarities and differences between clinical psychologists and these other
professionals.

Counseling Psychology. Counseling psychologists are the most similar
to clinical psychologists in their training and in the types of services they
offer. Much of their course work and supervised training overlaps with that of
clinical psychologists—practitioners are trained in psychopathology,

interviewing, assessment, counseling and psychotherapy, research, and the



like. Like clinical psychologists, counseling psychologists may hold a Ph.D.,
Psy.D., or Ed.D. degree. Students in the two fields apply to the same list of
accredited internship sites, and graduates in either field are eligible for the
same licensure, practice opportunities, and insurance reimbursement. In fact,
these two subfields are similar enough that some have called for them to

merge (Norcross, 2011). Nevertheless, there are a few notable differences

between clinical and counseling psychology.

For one thing, clinical psychology programs are invariably housed in
psychology departments. Although some counseling psychology programs
are located in psychology departments, many are offered through education

departments or other university departments or divisions.

Counseling psychology
A psychological human service specialty whose practitioners offer
psychotherapy, career counseling, or other forms of counseling

related to life changes or developmental problems.

Second, counseling psychology was founded to promote personal,
educational, vocational, and group adjustment (Society of Counseling
Psychology, 2018). Accordingly, counseling psychologists are more likely to
deal with relatively normal transitions and adjustments that people may face,
such as conflicts in couples and families, sexual difficulties, and academic
problems. Besides offering psychotherapy, counseling psychologists might,

for instance, provide career counseling or other forms of counseling related to



life changes or developmental problems. Clinical psychology, in contrast,
was founded primarily to assess and treat people with psychological disorders
(see Chapter 2). Therefore, clinical psychologists focus more specifically on
prevention, diagnosis, and treatment of psychological problems, and on
research related to those problems. They also generally deal with more severe
psychopathology than counseling psychologists do. In other words, most of
the differences between the overlapping fields of clinical psychology and
counseling psychology are a matter of emphasis and they are generally
becoming blurrier over time.

School Psychology. School psychologists have much in common with
most clinical and counseling psychologists: they generally use similar
training models, satisfy similar internship and licensure requirements,
conduct assessments, design interventions at the individual and system levels,
and evaluate programs. The most obvious difference is that school
psychologists typically receive more training in education and child
development than clinical psychologists do, and they focus their assessments
and interventions more on children, adolescents, and their families in schools
and other educational settings. Despite these differences in emphasis, the
similarities between school psychology and clinical psychology, and
especially clinical child psychology, are greater than their differences (Cobb
et al., 2004).

School psychology
A psychological human service specialty whose practitioners focus

on testing the cognitive abilities of children and adolescents,



diagnose academic problems, and set up programs to improve

student achievement.

Social Work. As the nation’s largest single group of mental health
service providers, social workers are employed in a variety of settings,
including hospitals, businesses, community mental health centers, courts,

schools, prisons, and family service agencies. Students in social work

programs may choose to specialize in direct services to clients, or they may
specialize in community services (Ambrosino et al., 2012). About one-half of
the members of the National Association of Social Workers are engaged in
offering direct clinical services, including various forms of therapy; the rest
work in areas such as administration, public policy, research, and community

organizing.

Social work
A human service specialty whose practitioners employ various
psychotherapy techniques, but also focus on how social and

situational variables affect their clients’ functioning.

Social workers can earn degrees as a Bachelor of Social Work (BSW), a
Master of Social Work (MSW), or less commonly, a Doctorate in Social
Work (DSW or Ph.D.). As with clinical psychology, licensing and

certification laws vary by state. Typically, the minimum degree required to



provide psychotherapy services is an MSW. Social workers may be trained in
various psychotherapy techniques, but as a general rule they focus less on
intrapersonal and interpersonal variables and more on how social and
situational factors such as inadequate neighborhood resources and other
community-wide stressors affect their clients’ functioning.

Psychiatry. One of the first questions students ask when they begin
studying psychology is “What’s the difference between a clinical
psychologist and a psychiatrist?” The most entertaining answer is “about
$80,000 per year,” but the real difference lies in how psychiatrists and
clinical psychologists are trained. Psychiatry is a specialty within the
medical field. So, just as pediatricians focus on children, ophthalmologists
specialize in problems of the eyes, and neurologists focus on the brain and
the rest of the nervous system, psychiatrists are medical doctors who
specialize in understanding and treating psychological disorders. Training to
be a psychiatrist typically includes graduation from medical school, and then
completion of a four-year psychiatric residency. Residents take course work
in psychology and work with patients under the supervision of qualified
psychiatrists. The residency often takes place in a psychiatric hospital where
the psychiatrist-in-training will encounter some of the most serious forms of
psychopathology, but it may also occur in outpatient settings; that is, where

patients are not confined for evaluation or treatment.

Psychiatry
A medical specialty whose practitioners provide psychotherapy as

well as medication for the treatment of psychological disorders.



Though psychiatrists are qualified to offer psychotherapy, not all of
them do. They are also qualified to prescribe medication for the treatment of
disorders, which the majority of them do, so the time they spend with patients
is often focused on selection and management of that medication (Kane,
2011). In fact, recent research suggests that psychiatrists are spending less
time talking to patients and more time prescribing medication and ordering or
conducting medical tests than they did in previous decades (Olfson et al.,
2014). Some psychiatrists teach, do research, work in administration, and
perform other tasks consistent with their level of training. In short,
psychiatrists generally have far more medical training, whereas clinical
psychologists receive more training in psychological assessment and a
broader exposure to a variety of clinical assessment and treatment
approaches. Perhaps most importantly, clinical psychologists, especially
those with Ph.D.s, receive considerably more training in basic psychological
science and the methods of psychological research methods than most
psychiatrists do.

The distinction between psychiatrists and clinical psychologists once
also included an emphasis by psychiatrists on the importance of biological
causes of psychological disorders and an emphasis by clinical psychologists
on psychological ones. Recent years, however, have seen increased
collaboration between the professions, both in theory and practice. Much of
the change can be attributed to the growing realization that psychological
disorders are not entirely biological or psychological in origin; they are
typically a complex combination of both and, as described in Chapter 3, may

in many cases stem from common underlying processes (e.g., Caspi &



Moffitt, 2018). As a result, clinical psychologists are increasingly employed
in medical settings, where their psychological and research expertise is
valued. Psychiatrists and psychologists also often work together on task
forces devoted to improving the quality of diagnosis and treatment of
psychological disorders. These developments are consistent with a broader
shift toward clinical psychology becoming a health profession rather than
strictly a mental health profession (Rozensky, 2011).

Other Specialties Related to Clinical Psychology. Still other mental
health specialists are trained outside of psychology in programs specifically
devoted to their specialty. For instance, as specialists within the nursing
profession, psychiatric nurses usually work in hospital settings and operate as
part of a treatment team that is led by a psychiatrist and includes one or more
clinical psychologists. They may be trained in some forms of therapy, often
those of specific relevance to the patient populations they encounter. Pastoral
counselors typically receive training in counseling from a faith-based
perspective. For clients whose religious faith is central to their identity and
outlook on life, such counseling can be helpful in treating psychological

problems within the framework of that faith.



In Review An Overview of Clinical Psychology

Definition

The field of psychology that involves research,
teaching, and services relevant to the
application of principles, methods, and
procedures for understanding, predicting, and
alleviating cognitive, emotional, biological,
psychological, social and behavioral
maladjustment, impairment, distress, and
discomfort, applied to a wide range of client
populations.

Status

The largest single subfield in psychology.
Clinical psychologists are designated as health
service providers. Its doctoral training
programs are the most popular and competitive
of any psychological subfield.

Typical requirements for
full licensure or
certification as a clinical
psychologist

A doctoral degree in psychology, a period of
supervised clinical experience, and successful
completion of one or more examinations, and a
record of ethical, competent practice.

Other health service
provider subfields in

psychology

Counseling, school, child, family, geriatric,
clinical neuropsychology, forensic, health,
behavior analysis, rehabilitation, sport.

Health service provider
fields outside of

psychology

Psychiatry, social work, psychiatric nursing,
pastoral counseling.

Test Yourself




1. Clinical psychologists who wish to offer direct service to the public
must have either a or a degree in psychology.

2. Clinical psychologists are usually portrayed in movies and on television
in ways that reflect the characteristics and abilities of real
therapists.

3. The ethical standards that apply to practicing clinical psychologists
apply to those who only do teaching, research, and administration.

You can find the answers in the Answer Key at the end of the book.

Paraprofessionals, psychological assistants, psychiatric aides, and
others with similar titles, usually have had bachelor’s-level or associate-level
training that qualifies them to administer a specific form of care or treatment
to a specific population. They generally work as part of a treatment team, and
their activities are supervised by professionals. Their training varies, but
many come from disciplines that have some or all of the following indicators
of professional quality: well-articulated standards of practice, national
organizations that promote and oversee the profession, course offerings in
colleges and universities, rigorous research traditions, and journals whose
articles are peer-reviewed; that is, carefully screened for quality by other
scholars prior to publication.

In contrast, many other specialties, such as aromatherapy, reflexology,
homeopathy, and spiritual healing techniques, have few or none of the
indicators of professional quality just listed and operate further from the
mainstream of mental health services. Often classified as complementary and
alternative treatments or alternative medicine, many of these services
combine somatic (bodily) or sensual experiences with variants on

psychological, social, or spiritual intervention. Some of these practices derive



from ancient traditions; some are new. Those who practice alternative
treatments often describe their work as falling within a holistic tradition that

emphasizes the integration of mind, body, and spirit (Feltham, 2000; National

Center for Complementary and Integrative Health, 2018). Nevertheless, it is
wise to remember the principle of caveat emptor (“buyer beware”) in relation
to such interventions. Some of them, such as homeopathy, are highly
questionable because well-controlled scientific experiments have consistently

found their effects to be no better than a “sugar pill” placebo (Ernst, 2010).



Clinical Psychologists at Work

Section Preview In this section, we consider in more detail the activities that
clinical psychologists pursue, how much time they tend to spend in those
activities, the variety of places where they are employed, the array of clients
and problems on which they focus their attention, and the financial rewards

of their jobs.



What Do Clinical Psychologists Do?

Clinical psychologists engage in many different, interesting, and challenging
activities. Not all clinicians are equally involved with all of them, but the fact
that there is such a wide range of options open to those who enter the field
helps to explain why clinical psychology remains so attractive to so many
students.

As shown in Figure 1.2, about 92% of all clinical psychologists spend
their working lives engaged in some combination of six activities:
assessment, treatment, research, teaching (including supervision),
consultation, and administration. Of course, the percentages in this figure
vary considerably across work settings—clinical psychologists who work in
college and university settings spend more time engaged in teaching and
research, whereas those in private practice spend more time conducting

psychotherapy and assessment.

Administration

Assessment
and treatment
52%

Consultation

|
4% )

Supervision
5% Research and
teaching
12%



Figure 1.2 Percentage of Time Licensed Psychologists Spend in
Professional Activities

As you can see, licensed clinical psychologists spend most of their time
providing direct service to clients, but they can be involved in many
additional activities as well. The “other” category includes, for example,

working in communities to prevent mental disorders.

(Source: Adapted from Hamp, A., Stamm, K., Lin, L., & Christidis, P.
(2016). 2015 APA survey of psychology health service providers.
Washington, DC: APA Center for Workforce Studies.)

Assessment. The process of collecting information about people, their
behavior, problems, personality traits, abilities, and intellectual functioning,
is known as assessment. This information may be used to diagnose
problematic behavior, guide a client toward an optimal vocational choice,
facilitate selection of job candidates, describe a client’s personality
characteristics, select treatment techniques, guide legal decisions regarding
the commitment of individuals to institutions, provide a more complete
picture of a client’s problems, screen potential participants for psychological
research projects, establish pretreatment baseline levels of behavior against
which to measure posttreatment improvement, and for literally hundreds of
other purposes. Most clinical assessment instruments fall into one of three
categories: tests, interviews, and observations. We’ll cover each of these in

detail in Chapters 3, 4, and 5.

Assessment



The process of collecting information about people’s behavior,
problems, unique characteristics, abilities, intellectual functioning,
and the like.

Clinicians today have a growing array of assessment options available to
them. For instance, computers can administer assessment items, analyze
results, and even generate written reports. And research on genetic,
neurochemical, hormonal, and neurological processes, especially in the brain,
has led to the development of new neurobiological assessments that employ
functional magnetic resonance imaging (MRI), genome mapping, and other
technological advances to identify biological correlates of specific disorders
(e.g. Boska, 2013; Demkow & Wolanczyk, 2017).

Treatment. Clinical psychologists offer treatment designed to help
people better understand and solve distressing psychological problems. These
interventions might be described as psychotherapy, behavior modification,
psychological counseling, or other terms, depending on the theoretical
orientation of the clinician. Treatment sessions may include client or therapist
dialogues or monologues, painstaking construction of new behavioral skills,
role-playing, episodes of intense emotional expression, and many other
activities that range from the highly structured to the completely

unstructured.

Treatment



Interventions designed to help people better understand and solve

distressing psychological problems.

Conducting psychotherapy with individual clients has long been
clinicians’ single most frequent activity (Kazdin, 2011), but clinicians may
also work with two or more clients at the same time, in couple, family, or
group therapy. For example, the problems that brought Rachel Jackson to the
attention of a clinical psychologist will ultimately be addressed through
therapy sessions with her and her family. Treatment may be as brief as one

session or may extend over several years.

Preventing Problems

As you will see in Chapter 10, some clinical psychologists work in the
field of community psychology, where the focus is not on individual
clients, but on preventing psychological problems by trying to change

social institutions, reduce environmental stressors, and improve the coping



skills of people at risk for disorder, such as bullied children or teenage

parents.

(Source: NurPhoto/Getty Images.)

The results of psychological treatments are usually positive, though in
some cases the change may be small or nonexistent. A small subset of
therapies may even make certain people worse off (Castonguay et al., 2010;
Lilienfeld, 2007). In Chapter 7, we describe some of the research that is
aimed at scientifically evaluating the effectiveness of various psychological
treatments and helping practicing clinicians and clients to select the best of
them.

Research. Evaluating treatment is but one example of the research
tradition in clinical psychology. As we describe in the next chapter, it was
research, not service delivery, that originally dominated the field of clinical
psychology. That emphasis has now largely been reversed, especially among
licensed clinicians, but research continues to play a vital role in clinical
psychology.

In fact, their clinical research activity is what makes clinicians stand
out from other health service providers, and we believe that it is through
research that they make their most exceptional and significant contributions.
In the realm of psychotherapy, for example, theory and practice were once
based mainly on case study evidence, subjective impressions of treatment
efficacy, and rather poorly designed research. This “prescientific” era (Paul,
1969) of psychotherapy research has now evolved into an “experimental” era
in which the quality of research has improved greatly and the conclusions we
can draw about the effects of therapy are much stronger. Nevertheless, as you

will see in later chapters, the ultimate strength of those conclusions will



depend on the extent to which the results of many kinds of clinical research
can be replicated (repeated) by independent investigators. In other words,
clinical researchers still have their scientific work cut out for them (Tackett et
al., 2017).

Clinical research
Gathering and analyzing evidence related to disorder, assessment,
and treatment; an activity that helps clinicians stand out from other

health service providers.

Research in clinical psychology varies greatly with respect to its setting
and scope. Some studies are conducted in research laboratories, and some in
clinics and other more naturalistic, but less controllable, conditions. Some
research projects are supported by governmental or private grants that pay for
research assistants, computers, and other costs, but a great deal of clinical
research is performed by investigators whose budgets are limited and who
depend on volunteer help and their own ability to obtain space, equipment,

and participants.



Evaluating New Treatment Approaches

Clinical researchers are studying the use of virtual reality (VR) technology
to help clients overcome troubling phobias. Here, a client wears a VR
display that presents gradually more challenging images of feared
situations; in this case, heights. In Chapter 9, you can learn more about the
role of VR in learning-based approaches to the treatment of anxiety

disorders.

(Source: Boris Horvat/Staff/AFP/Getty Images.)

The tradition of research in clinical psychology is reflected in graduate
school admission criteria, which often emphasize applicants’ experience in
statistics or research methods over grades in abnormal psychology or
personality theory. Many graduate departments in psychology in the United
States regard research experience as among the three most important criteria
for admission. So even though most clinical psychologists do not pursue a
research career—some never publish a single paper—most graduate
programs in clinical psychology still devote a significant amount of time to
training their students in research skills. Why?

There are at least four reasons. First, it is important that all clinicians are

able to critically evaluate published research so that they can determine



which assessment procedures and therapeutic interventions are most likely to
be effective for their clients. Second, clinicians who work in academia must
often supervise and evaluate research projects conducted by their students.
Third, research training can be very valuable when psychologists who work
in community mental health centers or other service agencies are asked to
assist administrators in evaluating the effectiveness of agency programs.
Fourth, research training can help clinicians to better evaluate the
effectiveness of their own clinical work. Tracking objective evidence of
changes in a client’s symptom profile can signal that a treatment program is
on the right track, that it is time to adjust it in some way, or even that the
clinician might need additional training (Lambert, 2015). Such evidence can
also contribute to data being collected by clinical researchers and insurance
companies in an effort to document and understand factors affecting clinical
effectiveness (Hatfield & Ogles, 2004).

Teaching. A considerable amount of many clinical psychologists’ time
is spent in educational activities. Clinicians who hold full- or part-time
academic positions typically teach undergraduate and graduate courses in
areas such as personality, abnormal psychology, introductory clinical
psychology,  psychotherapy, behavior = modification, interviewing,
psychological testing, research design, and clinical assessment. They may
also conduct specialized graduate seminars on advanced topics, and supervise
the work of graduate students who are learning assessment and therapy skills
in practicum courses.

A good deal of clinical psychologists’ teaching takes the form of
research supervision. This kind of teaching begins when students and
professors discuss research topics of mutual interest. The research

supervisors then help their students to frame appropriate research questions,



apply basic principles of research design to address those questions, and hone
the research skills needed to conduct the project.

Clinical psychologists also do a considerable amount of teaching in the
context of in-service (that is, on-the-job) continuing education programs for
psychological, medical, or other interns, social workers, nurses,
chiropractors, dentists and dental assistants, institutional aides, ministers,
police officers, prison guards, teachers, administrators, business executives,
day-care workers, lawyers, probation officers, and many other groups whose
vocational skills might be enhanced by psychological sophistication.
Clinicians even teach while doing therapy—particularly if they adopt the
cognitive behavioral approach described in Chapter 2, in which treatment
includes helping people learn more adaptive ways of thinking and behaving.
Practicing clinicians may also teach part-time in colleges, universities, and
professional schools of psychology. Working as an adjunct faculty member
provides an additional source of income, but many clinicians teach because it
is an enjoyable way to share their professional expertise and, in the process of
preparing their classes, to remain abreast of the latest developments in their
field.

Consulting. Clinical psychologists commonly provide advice to
organizations about a variety of problems. As consultants, clinicians perform
many kinds of tasks, including education (e.g., familiarizing staff with
research relevant to their work), advice (e.g., about cases or programs), direct
service (e.g., assessment, treatment, and evaluation), and reduction of
organizational conflict (e.g., by altering personnel assignments). It is perhaps
because consulting entails such a challenging combination of activities that
some clinicians find the work so personally and financially satisfying that it

becomes their full-time job. The organizations that seek clinical consultants’



expertise range from one-person medical or law practices to large
government agencies, schools, hospitals, and multinational corporations.
Consultants may also work with neighborhood associations, walk-in

treatment centers, and many other community-based organizations.

Consulting
A function performed by clinical psychologists that includes
offering education, advice, assessment, treatment, evaluation, and

conflict resolution services to many kinds of organizations.

When consulting is case oriented, the clinician focuses on a specific
client or organizational problem and either deals with it directly or offers
advice on how it might best be handled. When consultation is program or
administration oriented, the clinician focuses on those aspects of
organizational function or structure that are causing trouble. For example, the
clinical consultant might suggest and develop new procedures for screening
candidates for various jobs within an organization, set up criteria for
identifying promotable personnel, or reduce staff turnover rates by increasing
administrator awareness of the psychological impact that their decisions have
on employees. This kind of consulting overlaps considerably with the work
of some industrial/organizational psychologists (Khanna, Medsker & Ginter,
2013).

Administration. Many clinical psychologists find themselves engaged

in administration, which typically involves managing or running the daily



operations of organizations. A clinician might be the head of a college or
university psychology department, director of a graduate training program in
clinical psychology, director of a student counseling center, head of a
consulting firm, or testing center, superintendent of a school system, chief
psychologist at a hospital or clinic, director of a mental hospital or
community mental health center, manager of a government agency, director
of the psychology service at a Veterans Administration (VA) hospital, or
serve in other administrative roles. As you might expect, these administrative
duties tend to become more likely as clinicians gain more and more

experience in their careers.

Administration
A function in which clinical psychologists serve as managers of

various kinds of organizations.

Although some clinical psychologists spend their time at only one or
two of the six activities we have described, most engage in more than that,
and some even perform all six. To many clinicians, the potential for
distributing their time among several different functions, each with its own

unique challenges, is one of the most attractive aspects of their field.



Where Do Clinical Psychologists Work?

As you will see in the next chapter, there was a time when clinical

psychologists worked only in child guidance clinics. Today, their work
settings are far more diverse, and many clinicians work in more than one of
them. Here is a partial list of these settings (Table 1.1 shows which settings

are most popular):
e college and university psychology departments

law schools

e public and private medical and psychiatric hospitals
¢ juvenile offender facilities

e city, county, and private mental health clinics
e community mental health centers

¢ student health and counseling centers

e medical schools

e the military

e public and private schools

e institutions for the intellectually disabled

e police departments

e prisons

e probation departments



e business and industrial firms

e rehabilitation centers for the handicapped
e nursing homes and other geriatric facilities
e orphanages

e alcoholism treatment centers

child treatment centers

Table 1.1 Primary and Secondary Work Settings of APA-Affiliated Health
Service Providers

The majority of clinical psychologists, like other health service providers in
psychology, work in direct service settings, but may also engage in other

activities in a secondary workplace.

Primary Setting Secondary
Setting (%) Setting (%)
Private practice 45 47
Hospitals 17 10
Other human service settings 7 6
Academics 19 21
Business and Government 8 6
Other 4 10

(Source : Hamp, A., Stamm, K., Lin, L., & Christidis, P. (2016). 2015
APA survey of psychology health service providers. Washington, DC:



APA Center for Workforce Studies.)

The places where clinical psychologists work exert a strong influence on
how much time they spend on each of their various activities. So does their
training, individual interests, areas of expertise, and of course the nature of
the job market at any given time. In short, what clinicians can do and where
they can do it always depends on the situational demands of their jobs,
personal and cultural values, and the ever-changing needs of the society in

which they live.



How Much Do Clinical Psychologists Earn?

The financial rewards for employment as a clinical psychologist are
substantial. A survey by the APA Center for Workforce Studies (American
Psychological Association, 2017c) showed that in 2015, the median annual
salary for all doctoral-level clinical psychologists was $80,000. It was
$85,000 for those in direct service jobs, and $120,000 for those in private
practice. A more recent survey (American Psychological Association, 2018c)
found that psychologists (including clinicians) working in academic settings
earned a median salary of about $74,000. Of course, individual salaries vary
depending on the pay scales prevailing at particular employment settings, on
years of experience, quality of performance, and economic conditions. (The
latest APA surveys of its members’ salaries, employment settings, activities,
and many other characteristics are available at

http://www.apa.org/workforce/publications/index.aspx.)



http://www.apa.org/workforce/publications/index.aspx

Who Are Clinical Psychologists?

The demographic characteristics of clinical psychologists in North America
have become increasingly diverse over the years. In 1950, for example,
clinical psychology—Ilike most professions, other than teaching and nursing
—was dominated by white men (Walker, 1991). Women received only 15%
of the doctoral degrees in clinical psychology awarded that year. Today, the
figure is nearly 78% (National Center for Education Statistics, 2017). Table
1.2 shows this reversal, as well as the increasing diversity of the clinical
psychology workforce as seen in characteristics such as race, ethnicity, and
sexual orientation. The percentage of psychologists with disabilities,
however, has remained at about the same 5% level since 2007 (American

Psychological Association, 2018d).

Table 1.2 Demographic Characteristics of Psychology Health Service
Providers (in Percentages)

A recent APA survey of about 5200 doctoral health service providers in
psychology, most of whom are clinical psychologists, shows that, compared
to those who graduated decades ago, the most recent graduates are more

diverse in terms of gender, race, ethnicity, and sexual orientation.

Early (1-10  Mid (11-20 Senior Late Senic
Career years years (21-30 years (31+ years
Stage postdoctoral) postdoctoral) postdoctoral) postdocto:
Gender
Female 76.7 72.2 58.7 38.1

Male 23.3 27.8 41.3 61.9



Race-

Ethnicity

White 78.2 84.1 89.4 91
People of 21.8 15.9 10.6 9
color

Sexual

Orientation

Heterosexual 91 92.3 92.1 95.4
Gay/lesbian/ 9 7.7 7.9 4.6
bisexual

(Source: American Psychological Association. (2017d). Career stages
of health service psychologists: Special analysis of the 2015 APA Survey
of Psychology Health Service Providers. Washington, DC: Author.)

Of course, there is a lag of many years between enrollment in a degree
program and attainment of senior status within a profession. Partly as a result,
there are still more men than women among the most senior clinical
psychology faculty in colleges and universities, and more men than women
among the higher-salaried private practitioners of clinical psychology. But at
all levels, the trend toward gender balance in the psychology and clinical
psychology workforce is clear (Lin, Stamm, & Christidis, 2018).

Many colleges and universities have specific recruitment plans for
targeting people of color, and many psychology departments have their own
department-level strategies for recruiting and retaining those people in their
graduate programs. As a result, ethnic minorities now make up approximately
33% of new doctoral degree recipients in clinical psychology, a significant
increase from approximately 8% in 1977 (National Center for Science and

Engineering Statistics, 2017). Hispanic Americans represent the highest



percentage of racial or ethnic minorities among clinical psychology graduates
(9.1%), followed by African Americans (5%), Asian Americans (4.98%),
people of mixed race (2.3%), and Native Americans (0.002%).

Table 1.2 shows that a somewhat wider range of sexual orientation is
now represented among clinical psychologists. In the most recent APA
workforce survey, 90.2% of psychology health service providers identified as
heterosexual or straight, whereas 6.9% identified as gay, lesbian, or bisexual.
About 0.3% of respondents listed their gender identity as transgender or
“other,” and 2.6% chose not to respond to this part of the survey (American
Psychological Association, 2016Db).

The median age of recent doctorates in clinical psychology is 32. That
may sound old (perhaps “mature” is a more tactful word) if you are a
traditional student in the process of earning your bachelor’s degree, but it is
the “new normal.” First, many people enter doctoral programs after having
worked in the field for several years with a master’s or bachelor’s degree.
Second, it takes years to complete a doctoral degree. Most students complete
a clinical doctorate in 5 or 6 years, but some (including one of your authors,
S.L.!) take 7 or 8 years, or more. Keep in mind, too, that while these students
are working on their doctorates, many are also working a different job, at
least part-time, to help pay their bills, and this almost invariably slows their

progress.



Who Are the Clients of Clinical Psychologists?

The growing diversity of clinical psychologists in North America parallels
the increasing diversity they see in their clients. The United States is already
one of the world’s most ethnically and racially diverse countries, and it is
projected that by 2045, only 49.9% of the U.S. population will consist of non-
Hispanic Whites (Frey, 2018). The rest are expected to be Hispanic (24.6%),
African American (13.1%), Asian American (7.8%), or multiracial (3.8%). A
larger proportion of Americans will have been born in other countries—or,
like Rachel Jackson’s mother, Lena, will have parents who were—than has
been the case for decades. These characteristics of the general population will
continue to bear significant implications for clinical psychology.

For example, people from different backgrounds may have different
ways of expressing psychological distress, meaning that clinicians and
clinical researchers must be highly sensitive to cultural variations in the
symptoms and expression of psychological disorders (Alcantara & Gone,
2014; Kim & Lopez, 2014). As a case in point, there is some evidence that
individuals in Asian cultures are more likely to express psychological distress
in the form of unexplained bodily symptoms rather than report depression or
anxiety (Choi, Chentsova-Dutton, & Parrott, 2016). Responses to treatments
can also vary depending on clients’ backgrounds. Even willingness to seek
psychological help can vary as a function of culture, ethnicity, associated
differences in the stigma surrounding mental illness, and prior experiences
with low-quality care because of factors such as discrimination. African
Americans, for instance, tend to be more reluctant to seek out psychological

treatment than Whites (Buser, 2009). So today’s clinicians and those who are



studying to be clinicians need specialized training to help them conduct
meaningful research with—and provide culturally sensitive services to—the
increasingly diverse client groups with whom they come in contact
(American Psychological Association, 2016b; Hall, 2005; Sehgal et al.,
2011).

Client diversity is not limited to their demographic characteristics. It
also appears in the types of problems clients bring to clinical psychologists.
National surveys (Bagalman & Cornell, 2018; Kessler et al., 2012) show that
the most common difficulties are anxiety disorders (e.g., specific phobias,
panic disorder), impulse-control disorders (e.g., intermittent explosive
disorder), mood disorders (e.g., depression), and substance-related disorders
(e.g., abuse of alcohol or illegal drugs). Yet only about one-half of the people
who receive treatment actually meet the criteria described in Chapter 3 for an
“official” disorder diagnosis (Kessler et al., 2005). Their problems include
difficulties in interpersonal relationships, problems with their intimate
partner, difficulties at school or work, psychosomatic and physical
symptoms, and so on. The overall prevalence and types of problems for
which people seek help, or who are referred for help, have remained about
the same over the years, suggesting that the need for clinical psychologists

has not declined, and probably will not decline much in the future.



In Review Clinical Psychologists at Work

Common activities

Assessment, treatment, research, teaching
(including supervision), consultation, and
administration.

Primary work settings
(in order of
popularity)

Private practice, academia, hospitals, business
and government, other human service settings.

Median annual

Overall median: $80,000

salaries Direct service median: $85,000
Private practice median: $120,000
Academic job median: $74,000.
Demographic Increasing diversity in recent years. Almost 80%
characteristics of the newest doctoral graduates are women,
almost 22% are people of color, and nearly 10%
identify as lesbian, gay, or bisexual.
Test Yourself

1. The most common activity for licensed clinical psychologists is

, delivered in the context of a setting.

2. is an activity that distinguishes clinical psychologists from
other health service providers.

3. Clinical psychologists’ clients are more diverse than ever, making it

necessary that they have training in

You can find the answers in the Answer Key at the end of the book.




Clinical Psychology in the 21st Century

Section Preview In this section, we describe some of the most important and
controversial questions being debated in clinical psychology today. The first
of them focuses on the extent to which the practice of clinical psychology
should influence—and be influenced by—scientific research on behavior and
behavior disorders. Another key question is how best to blend the knowledge
that comes from scientific research with that coming from clinical
experience, personal judgment, and clients’ preferences. The field is also
wrestling with the question of whether researchers and practitioners should
continue to adhere to one of the traditional “schools” or theoretical
orientations in clinical psychology, or if they should become more
theoretically unified by identifying the common principles that those
orientations share. We will also address questions raised by the impact of
managed health-care systems, legislative actions, and other social and
cultural factors on the practice of clinical psychology and on health-care

delivery.



Science and Practice

Some of the liveliest discussions within clinical psychology involve the
extent to which the practice of clinical psychology should be driven by
research that shows what tends to work best with the “average” client, or by
what a clinician’s judgment and experiences say would work best with a
particular client. If the science says one thing but a clinician has a different
perspective, which view should prevail? Or should both be weighted equally?
These questions are complex and have a long history, so in this chapter we
introduce only their broad outlines and some of their major implications.
We’ll discuss them in greater detail in Chapters 2, 10, and 15.

Recall that the APA definition of clinical psychology includes both the
science of clinical psychology and the practice of clinical psychology. Still,
this definition is silent on such crucial questions as how science and practice
should be integrated, and how those decisions should be made. The answers
to these questions have implications far beyond philosophical debates at
psychology conferences. They affect how clinicians are trained, how clients
are treated, how research is conducted, and how clinical psychology is
viewed in the health-care delivery system and in the public eye.

Evidence-Based Practice. Imagine going to a physician who ignores
the results of medical research and modern methods of diagnosis and
treatment in favor of intuition, outdated training, and folklore. If you had
expected state-of-the-art service, your first visit to that doctor would probably
also be your last. Most people understandably prefer to consult medical

practitioners whose professional services are based on the latest research in



the field. That type of professional is said to be engaged in evidence-based
practice (EBP; Institute of Medicine, 2001; Sackett et al., 1996, 2000).
Evidence-based practice in clinical psychology was endorsed as official
APA policy in 2005 (APA Presidential Task Force on Evidence-Based
Practice, 2006), largely because there is little doubt that clinical psychologists
should base their practice decisions on a combination of the best available
scientific evidence, personal judgment and experience, and the
characteristics, preferences, and needs of clients. As always, however, the
devil is in the details. Evidence-based practitioners are expected to choose
diagnostic and therapeutic methods that high-quality evidence has found to
be most effective, but the definition of “best” is not always clear (Stuart &
Lilienfeld, 2007). Suppose that an experiment shows Treatment A to have a
statistically significant advantage over Treatment B when both were
administered under laboratory conditions by therapists trained to use therapy
manuals with volunteer clients who were all about the same age and who all
displayed the same type of disorder, such as mild depression. Would
Treatment A work just as well with clients of varying ages or ethnic
backgrounds, who have somewhat more severe disorders, and who are seen
in a private practitioner’s office? It might, but it might not. Clinicians must
remember that the value of scientific evidence depends not only on the
quality of the research designs that generated it (its internal validity), but also
on the broader applicability of the evidence (its external validity). So clinical
psychologists, like the one who will be seeing Rachel and her family, know
that it is important to stay in touch with high-quality scientific evidence
regarding effective family therapy methods, but they must also consider how

useful that evidence is for guiding their practice.



Thinking Scientifically About Evidence

To clinical scientists, evidence-based practice includes always thinking

scientifically about research. By scientific thinking, we mean thinking that

helps us to minimize error in the conclusions we draw from evidence. With
regard to the experiment we just described, for example, they would want to

ask themselves the following questions:

1. What am I being asked to believe? (That Treatment A is better than
Treatment B.)

2. What kind of evidence is available to support the claim? (A controlled
laboratory experiment showed Treatment A to work better than Treatment B

with a particular type of client and disorder.)

3. Are there alternative ways to interpret the evidence, including those that
my biases and preconceptions might have kept me from seeing? (Perhaps
Treatment A was just more impressive to clients than Treatment B. Maybe
the therapists had more confidence in Treatment A and therefore conducted it
more carefully. Would the results be different for clients with different kinds
of disorders? Was the statistically significant superiority of A over B large
enough to be clinically significant—that is, to make a noticeable difference in

clients’ lives?)

4. What additional evidence would help evaluate the alternatives?
(Additional studies with a wider range of clients and disorders in real clinical
settings, along with information about what treatments a given client has tried
previously, what treatment the client prefers, and the feasibility of offering

Treatment A given the clinician’s setting and experience.)



5. What conclusions are most reasonable given the kind of evidence
available? (If Treatment B is the one a particular client would prefer and I
think it is a good match to the client’s background and needs, I may want to
wait for more evidence about Treatment A before offering it to this client.
However, if I have never used either treatment and the client is open to it, I

should probably try Treatment A rather than B.)

In short, evidence-based practitioners pay attention to laboratory research
evidence, but they recognize the importance of other sources of evidence,
too, including that coming from clinical experience, and from what they have
learned about the values and preferences of their clients (see Figure 1.3).
These three sources of information are built into the APA definition of

evidence-based practice in psychology, which requires the integration of the

best available research evidence with clinical expertise in the context of
patient characteristics, culture, and preferences (American Psychological

Association, 2006; see also Chapter 7).

Clinical expertise

Best ! Patient
research EBP values and
evidence | preferences

Figure 1.3 Sources of information for Evidence-Based Practice (EBP): A
Three-Legged Stool

Evidence-based practice is guided by three elements: research evidence,

clinical judgment and experience, and client preferences and values.

Clinicians who engage in evidence-based practice recognize the



importance of all three in shaping the decisions they make about how to

conduct their assessment and treatment services.

Scientific thinking
A way of thinking that helps to minimize error in the conclusions

we draw from evidence.

Evidence-based practice
Psychological services that integrate the best available research
with clinical judgment and expertise in the context of patient

characteristics, culture, and preferences.

But the APA definition still leaves room for debate among psychologists
who differ over which of the three sources of information should be given the
most weight (e.g., Norcross & Wampold, 2019). Some would like to see
practice decisions shaped more by evidence from clinical experience than
from clinical research, whereas others would like to see just the opposite.
Clinical research evidence carries the heaviest weight for most clinical
psychological scientists who are not APA members. This can be seen in the
definition of evidence-based practice adopted by the Canadian Psychological

Association (CPA, 2012), and by clinical psychological scientists in the



Association for Psychological Science (APS; Baker, McFall, & Shoham,
2008). Many of those APS members are researchers and directors of clinical
training whose departments of psychology promote the value of scientific
clinical psychology through membership in an organization called the
Academy of Psychological Clinical Science.

Our own perspective, which we describe in more detail in Chapter 7,
recognizes both clinical experience and empirical evidence as crucial
elements in the evaluation of clinical assessments and psychological
interventions, but we tend to emphasize the latter. For example, we see
clinical experience as a valuable starting point for generating hypotheses
about what makes psychotherapy effective, or about promising new therapies,
but if certain therapy techniques perform poorly in repeated clinical trials
with a representative range of clients, we would argue that those techniques
—even time-honored ones—should be abandoned in favor of those that have
been shown to perform better.

We take this position partly because the histories of both medicine and
psychology teach us that relying solely on clinical experience and intuition
can lead to incorrect conclusions. This was the case for many centuries when
physicians were convinced that bloodletting through cuts or the attachment of
leeches were effective treatments for many physical disorders. They were
wrong (Grove & Meehl, 1996). So were early generations of psychiatrists,
described in Chapter 2, whose clinical experience told them that mental
hospital patients could be helped by periods of confinement in spinning

chairs or narrow cribs (Whitaker, 2001) (see Figure 1.4).

Figure 1.4 Experience is Not Always the Best Teacher



The hazards of overreliance on clinical experience and intuition to guide
treatment selection can be seen in the use of such ineffective devices as
“whirling chairs” (upper left), tranquilizing chairs (upper right), and Utica
cribs by doctors in 18th century mental hospitals in Europe and North

America.

THE DOCTOR THINKS THAT **NO WELL-REGULATED INSTITUTION SHOULD BE
UNPROVIDED WITH THE CIRCULATING SWING." 1818,



(Source: Corbis Historical/Getty Images; Bettmann/Getty Images;
Bettmann/Getty Images.)

There is some urgency for clinical psychology to reach a consensus
about what constitutes the best treatment practices and about how to train and
update clinicians in those practices. The time pressure exists because some

local and state government agencies as well as some insurance providers have



constructed lists of the psychotherapies for which they will provide
reimbursement to clients or their therapists (Norcross, Beutler, & Levant,
2006). They are making these lists on the basis of their budgets and their
understanding of which therapies are most effective, regardless of what
clinical psychologists have identified as best practices. To many
psychologists, this is not a welcome development because clinical researchers
and practitioners are more knowledgeable about these matters than insurance
companies, so they believe that they and their professional associations
should be more active in establishing lists of the most effective treatments for
various psychological disorders.

As described in Chapter 7, the efforts of these psychologists have
resulted in lists of empirically supported therapies (Chambless & Ollendick,
2001), and in the publication of general guidelines for implementing them
(APA Presidential Task Force on Evidence-Based Practice, 2006). In 2010,
for the first time, the APA began a process to develop evidence-based
guidance for the treatment of specific disorders (Kurtzman & Bufka, 2011).
Guidelines have already been created for treating posttraumatic stress
disorder, childhood obesity, and depression, and others are in development
(e.g., American Psychological Association, 2017b). So the call for evidence-
based practice has become a rallying cry among clinical practitioners even
though they may disagree about exactly what it means (Goodheart, 2001;
Kazdin, 2011).

Clinical Psychology Training. Decisions about the most desirable mix
of science and practice obviously affect how students are trained in clinical
psychology (e.g., Baker, McFall, & Shoham, 2008). Two models for
structuring that training—each named for the Colorado city where they were

developed—have long dominated the scene, but a third one has recently



emerged. The first approach, called the Boulder model, arose out of the first
major training conference in clinical psychology, held in 1949 at the
University of Colorado at Boulder (Raimy, 1950). Also referred to as the

scientist—practitioner model, the Boulder model recommended that clinical

psychologists should complete a Ph.D. in psychology at a university-based
graduate program that places heavier emphasis on scientific research than on
preparation for clinical practice. Even so, the model also requires completion
of a supervised, year-long internship. A more recent conference, this one at
the University of Delaware in 2011, recommended that Boulder model
training be refined so as to prepare clinical scientists to not only conduct
research, but to translate the results of that research into practice
recommendations that are likely to be widely adopted by practitioners and
service organizations (Shoham et al., 2014). The Delaware Project, as it has
come to be called, also highlights the importance of training clinical
researchers broadly in basic psychological science, such as biopsychology,
emotion, cognition, and learning theory, so that they can collaborate

effectively with psychologists in other domains.

Boulder model (scientist—practitioner model)
A form of clinical psychology training that includes a Ph.D. from a
university-based graduate program that emphasizes preparation for

clinical research over clinical practice.



The second main training approach originated in 1973 at the National
Conference on Levels and Patterns of Professional Training in Psychology at

Vail, Colorado. The Vail model, sometimes called the practitioner—scholar

model, places proportionately less emphasis on scientific training and more
on preparation for the delivery of clinical services (Korman, 1976). Graduates
of practitioner—scholar programs are trained primarily to conduct
psychotherapy and clinical assessments but, ideally at least, they are also
taught how to interpret and apply clinical research in the treatment of their
clients. The Vail delegates proposed that, when training emphasizes the
delivery and evaluation of professional services, the most appropriate degree
is the Psy.D. (Doctor of Psychology) rather than the Ph.D. They also
suggested that clinical psychology training programs don’t all have to be
housed in university psychology departments. These practice-oriented
programs can also operate, they said, in medical schools and in freestanding
schools of professional psychology, many of which are based in large office
buildings. Advocates of this training model see independent schools as
having status equal to that of more traditional university-based

scientist—professional training.

Vail model (practitioner—scholar model)
A form of clinical psychology training that usually results in a
Psy.D. degree and focuses more on preparation for clinical services

rather than clinical research.



The third, and most recent training approach is called the clinical

science model. It is based on the idea that every aspect of clinical psychology

training should be scientifically based (McFall, Treat, & Simons, 2015). This
model rejects the hyphen in the scientist—practitioner model, which has
typically been taken to imply that one can be either a scientist or a
practitioner (or in some cases, both). Instead, the clinical science model
argues that all clinical psychology programs must infuse scientific principles
and knowledge into all aspects of graduate study, including research, clinical
practice, and teaching. This model also contends that students should be
given rigorous training in the delivery of evidence-based assessment and
treatment techniques (see Chapter 15 for much more discussion of clinical

training models).

Clinical science model
A form of clinical training in which every aspect of graduate study

is based on scientific evidence.



Eclecticism and Integration

Most of the clinical psychologists engaged in practice, research, and teaching
today were trained in programs that emphasized one main theoretical
orientation, such as psychodynamic, behavioral, cognitive behavioral,
humanistic, or social systems. Is this the best way to organize clinical
psychology training? Some have expressed concern that a theory-based
approach to clinical training has created divisiveness within the field, so that
many of those who have pledged allegiance to one orientation reflexively
dismiss research and theory supporting other approaches (Gold & Strickler,
2006). This reaction is problematic for two reasons. First, there is seldom a
compelling empirical reason to adhere to only one theoretical approach; they
all have their strengths and weaknesses. Second, maintaining a focus on a
particular set of theory-based methods may impair clinicians’ ability to
recognize that differing theoretical approaches may all include similar
mechanisms of change, and that helping clients depends more on promoting
these change mechanisms than it does on the specific treatment methods
employed (e.g. Hofmann & Hayes, 2019). As a result, many or most clinical
psychologists now favor an approach in which it is acceptable, and even
desirable, to employ techniques from a variety of “schools” rather than
sticking to just one—as long as the choices are based on evidence-based
principles of change. This approach is sometimes called eclecticism. Be
aware, though, that there is an important difference between theoretical and
technical eclecticism (Beutler & Consoli, 1992; Beutler et al., 2016; Lazarus,
1967). Technical eclecticism refers to employing one primary theoretical

position as a basis for explaining the origins of disorder, identifying the



change processes that are most important in therapy, and making a treatment
plan, but being willing to draw on useful techniques from multiple
therapeutic models to bring about therapeutic change. Theoretical eclecticism
refers to holding no clear or coherent theoretical orientation to guide one’s
view of disorder, and being willing to draw on various techniques based on
whatever seems interesting or convenient. To clinical scientists, technical
eclecticism is the far more desirable option.

Eclecticism is closely related to the idea of psychotherapy integration,
which, as described in Chapter 15, involves the systematic combination of
elements of various clinical psychology theories. In our view, it makes sense
to combine approaches in reasonable ways rather than to strictly segregate
them. If assessment and therapy techniques are tools, it is easy to see that
possessing a wide range of tools, and the knowledge of when and how to use
them, makes for an effective psychotherapist. Indeed, surveys suggest that
most therapists now identify themselves as eclectic (Santoro et al., 2004), and
there is now a journal—the Journal of Psychotherapy Integration—devoted
to integrating various therapy approaches.

But integration and eclecticism are not easy to achieve. How should
theories and practices be combined? How can we ensure that clinicians are
integrating clinical techniques in a thoughtful manner rather than just picking
them out and administering them capriciously? Might clinicians be better off
trying to understand clients’ problems within one reasonably coherent
theoretical orientation rather than with a multitude of orientations, some of
which may feature conflicting assumptions? These important questions will
no doubt receive continued attention in future years (Ivey & Deans, 2019; see

our discussion of future directions in clinical psychology in Chapter 15).



The Health-Care Environment

Like all other professions, clinical psychology is shaped partly by the culture
in which it operates. Popular beliefs and attitudes affect how mental health
concerns are perceived, how problems are treated, and how treatment is
funded. Recent years have seen significant changes in the health-care laws
that affect the practice of clinical psychology.

Mental Health Parity. In the United States prior to 2008, mental health
problems were regarded by health insurance companies as less deserving of
consideration than other health problems. That’s partly because people were
seen as having greater personal responsibility for their psychological
problems than for their medical ones, and partly because, compared to
medical problems, psychological problems are often more difficult to define.
The idea that people are responsible for their own psychological problems
might have made more sense a century ago when the most severe physical
ailments were infectious diseases—smallpox, typhoid, diphtheria, for
example—and when psychological disorders were still not recognized as
stemming from the interplay of biological, psychological, and social factors.
But few people today who understand the origins of psychological disorders
would argue that people freely choose to have psychological problems. And
as we describe in Chapter 12, personal lifestyle choices are now recognized
as playing a role in triggering or worsening heart disease, diabetes, some
forms of cancer, and many of today’s other most serious physical health
problems. Negative attitudes toward people with psychological disorders
have certainly not entirely disappeared (Centers for Disease Control and

Prevention, 2012). However, as the stigma associated with having a



psychological disorder has diminished (Mind, 2014), disparities in health-
care coverage have gradually begun to change. In 2008, the Mental Health
Parity and Addiction Act (MHPAA) became federal law in the United States.

Mental health parity requires that health insurers provide the same level of

coverage for psychological disorders as they do for physical disorders,
meaning that clinical psychologists and other psychological health-care

providers are entitled to reimbursement for their services.

Mental health parity
A legal requirement that health insurers cover treatment for
psychological disorders to the same extent as for physical

disorders.

Managed Care. Mental health parity is just one example of how clinical
psychology training, practice, and research are affected by the ways in which
health-care systems are structured. Whereas clients once paid providers
directly for services, most health care, including mental health care, now
involves three parties: client, clinician, and an insurance company, a Health
Maintenance Organization (HMO), or some similar organization. When the
third-party organization influences who provides service, which treatments
are used, how long treatments last, how much providers are paid, what
records are kept, and so on, it is called managed care. Managed-care systems
use business principles, not just clinicians’ judgments, to make decisions

about treatment.



As managed-care systems in the United States have grown and exerted
ever-greater influence over psychological treatments, clinicians have been
forced to adapt. Sometimes, they experience a culture clash between
themselves and managed-care companies, complaining that they sometimes
have to violate standards of care or ethics in order to be paid (e.g., Cohen,
Marecek, & Gillham, 2006). The influence of managed care helps to explain
why the salary discrepancy mentioned earlier between private practice and
other areas of clinical work is now smaller than it used to be. Most managed-
care companies reimburse about equally for psychologists, psychiatrists,
social workers, and the like, in part because most research evidence suggests
that all these professionals are about equally effective therapists (Dawes,
1994) No wonder, then, that in general, clinicians dislike managed care.

Though the relationship between managed care and clinical psychology
has sometimes been rocky (as it has been between managed care and other

health professions, too), it is not entirely negative (Bobbitt, 2006; Wilson,

2011). We have already mentioned one positive effect of managed care,
namely motivating research on which treatments are most effective for which
problems. Managed care has also encouraged practitioners to more precisely
measure the outcome of their treatments and to be more mindful of the need
to monitor their clients’ progress throughout therapy. Finally, managed care
has fueled greater emphasis on research aimed at preventing disorders
(Silverman, 2013). It is in the interest of clients, clinicians, and insurers to
know which interventions have the most positive and lasting value for
promoting mental health and preventing mental disorder, because that
information, correctly applied, will ultimately lower costs and improve client
well-being.

Clinical psychologists are continuing to adapt to the ever-changing



world of third-party payment. Often, this means adjusting their services to
better match those for which managed-care systems will pay. This
adaptability makes sense, but it can lead to problems if managed-care policies
and personnel are invariably allowed to make the kind of important treatment
decisions that should be reserved for mental health professionals.

Prescription Privileges for Clinical Psychologists. Another aspect of
the health-care environment that has major implications for the practice of
clinical psychology is the possibility that clinical psychologists, like
psychiatrists and other physicians, be authorized to prescribe drugs for the
treatment of psychological disorders. In 2002, New Mexico became the first
U.S. state to pass a law that gave prescription privileges to licensed
psychologists who had completed a lengthy and standardized training
curriculum on medications and prescription practices. In 2004, Louisiana did
the same and, today, appropriately trained clinicians have prescription
privileges in Iowa, Idaho, and Illinois, as well as in Guam, the U.S. military,
and the Indian Health Services. Only small numbers of psychologists in these
places actually prescribe medication, though, because so few have elected to
undergo the extensive training needed in order to do so.

The trend toward psychologist prescription privileges is controversial.
Those who support it point to widespread public acceptance of medications
for psychological problems, fueled in part by pervasive television and print
advertising by drug companies. They argue, too, that clinical psychologists so
often deal with clients who are taking psychotropic medications that they
may be at least as knowledgeable, if not more so, about the effects of these
drugs as the general-practice physicians who prescribed them. Proponents
also see prescription privileges as valuable because clients are likely to see

their psychologists more frequently than their medical doctor, meaning that



psychologists are often in a better position to monitor the effectiveness of the
medications.

However, there are also important arguments against the spread of
prescription privileges for clinical psychologists, and some of those
arguments come from clinical psychologists themselves. One serious concern
is that the training necessary to earn prescription privileges may be
inadequate (Heiby, 2009). Others worry that as prescription privileges
expand, clinicians may find themselves—Iike their psychiatrist colleagues
—spending more time on choosing, monitoring, and managing drugs than
they do on psychotherapy (Kane, 2011). If this happens, and there is some
evidence that it might, clients will receive less of the services for which
clinical psychology is best known and most particularly helpful—namely
treatments that encourage clients to develop the kind of long-term coping and
problem-solving skills that can make drugs unnecessary (Nordal, 2010). We
discuss the pros and cons of prescription privileges in greater detail in
Chapter 15.

Models of Mental Health Treatment Delivery. As we mentioned
earlier, the evidence base for choosing psychological interventions is stronger
than ever (Lambert, 2013), but the primary method of delivering
psychological services is still individual, face-to-face psychotherapy. Some
wonder, though, whether this delivery system is the most efficient and
effective one (e.g., Kazdin, 2011; Kazdin & Blase, 2011). After all, in any
given year, almost 20% of the U.S. population meets the criteria for one or
more psychological disorders, but most of those in need of psychological
services do not receive them (Albee, 2006; Alonso et al., 2013; National
Center for Health Statistics, 2015; Olfson, Blanco, & Marcus, 2016).



Furthermore, only a minority of the services these people receive are

supported by scientific research (Layard & Clark, 2014).

Treatment at a Distance
Technology-enabled mental health delivery systems help to address the
need for psychological services in rural areas where such services may be

limited or nonexistent

(Source: AJ_Watt/E+/Getty Images.)

Proposals for more effective treatment delivery systems still include
one-on-one psychotherapy, but would add other approaches, too. For
example, troubled people who are unlikely to seek face-to-face
psychotherapy might be willing to participate in ehealth interventions
delivered by telephone, video-conference, email or text, or social media,
among many other innovative delivery options (e.g., Harwood et al., 2011b;
Kazdin, 2011; Miller, 2013a). We consider these alternative models of
clinical intervention, and their ethical and clinical implications, in Chapter
10.



In Review Clinical Psychology in the 21st Century

Major Adoption of evidence-based practice and practice
developments | guidelines designed to improve clinical service quality
and justify third-party reimbursement.

Debates over which sources of evidence are most
relevant for maximizing the quality of clinical services.
Decreasing emphasis on narrowly defined theoretical
approaches; recognition of commonalities and potential
value of focusing on more general principles of change.
Expansion of service delivery models beyond traditional
face-to-face therapy; alternatives include many forms of
electronic communication.

Models of Boulder model; scientist—practitioner mix, with emphasis
clinical on research; Ph.D. degree.
training Delaware Project; a refinement of the

scientist—practitioner mix that emphasizes science and
also the translation of clinical research into practice
recommendations that will be widely implemented.

Vail model; scientist—practitioner mix, with emphasis on
clinical service; Psy.D. degree preferred.

Clinical science model: clinical training based first and
foremost on scientific evidence.

Current Should prescription privileges for clinical psychologists
controversies | continue to expand?

Test Yourself

1. The quality of a clinical research design affects the study’s
validity, while the applicability of the findings affects the




study’s validity.

2. In thinking scientifically about the results of a psychotherapy research

study, the first question an evidence-based practitioner should ask is
?

3. Evidence-based practice decisions are guided by evidence from
; , and

You can find the answers in the Answer Key at the end of the book.




Chapter Summary

Clinical psychology is the largest single subfield within the larger discipline
of psychology. It involves research, teaching, and other services designed to
understand, predict, and alleviate psychological disorders. To become a
licensed clinical psychologist, students must satisfy a certain set of
educational, legal, and personal requirements. As one of the core health
service provider professions, clinical psychology is distinguished from other
helping professions by the clinical attitude: the tendency to use the results of
research on human behavior in general to assess, understand, and assist
particular individuals. Clinical psychology is also distinguished by its
emphasis on scientific research and by the diversity of its training models and
practice settings. Although many clinical psychologists engage largely or
entirely in service delivery, their work should ideally be guided by a
scientific mindset aimed at minimizing errors in their inferences. Science and
practice are not incompatible; they are two equally essential sides of the same
coin.

The diversity that characterizes clinical psychology can be seen partly in
how clinicians distribute their time among six main functions: assessment,
treatment, research, teaching, consultation, and administration. It can also be
seen in the increasing diversity of clinical psychologists themselves, and that
of the populations they study and serve. Clinical psychologists are employed
in many different settings, from university psychology departments and
medical clinics to community mental health centers and prisons. Many are

self-employed private practitioners.



Clinical psychology faces numerous challenges, not the least of which is
how best to deliver psychological services, especially to people with
psychological problems who typically do not seek or have access to those
services. Other factors shaping the discipline involve, among others,
decisions about how science and practice should best inform one another,
how to conceptualize evidence-based practice, how the training of new
psychologists should be conducted, how various theoretical approaches to
assessment and treatment can be integrated, and how to adjust the practice of
clinical psychology to conform to ever-changing health-care laws and

managed-care systems.
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Chapter Preview
In this chapter, you will learn about the events that led to the birth of

clinical psychology as a science and a profession. You will see that it
grew slowly but steadily during the first half of the 20th century, then
saw explosive growth both in size and in the diversity of its major
theoretical approaches, including the psychodynamic, humanistic,
behavioral, cognitive, cognitive behavioral, and social systems, and
biological. You will also read the story of how these approaches
developed and see an example of how various approaches might be
applied in the case of Rachel Jackson, whom you met in Chapter 1. The
chapter concludes with a look ahead at some of the latest developments
in clinical psychology that will surely shape its future. Anyone born in
the United States after about 1960 might assume that the field of clinical
psychology has always existed. However, clinical psychology did not
emerge as a widely recognized discipline until the beginning of the 20th
century and did not begin its rapid development as a profession until the
end of World War II in 1945. Since then, the field has seen a lot of
changes in its science and practice (Benjamin, 2005; L.’ Abate, 2013;
Resnick, 1997; Routh, 1994; Taylor, 2000). The earliest clinicians
would have found it difficult to imagine the popularity of clinical
psychology training today, largely because a hundred years ago they
were barely tolerated, let alone accepted, either by psychiatrists or by

other psychologists.



The Roots of Clinical Psychology

Section Preview In this section, we begin the story of clinical psychology by
describing three traditions that shaped the field and continue to influence it:
(a) the use of scientific research methods—the empirical tradition, (b) the
measurement of individual differences—the psychometric tradition, and (c)
the classification and treatment of behavior disorders—the clinical tradition.
The roots of clinical psychology are deep and old, much older even than
the discipline of psychology itself. They can be traced back to developments

in philosophy, medicine, and several of the sciences.



The Empirical Tradition

Historians typically mark the birth of modern psychology as 1879, the year
that the German physiologist Wilhelm Wundt (pronounced “voont”)
established the first formal research laboratory devoted to studying
consciousness and other mental processes at the University of Leipzig.
Wundt was convinced that psychology—Ilike biology, physics, and other
sciences—should seek knowledge through the application of empirical
research methods. He and the psychologists who came after him were
determined to study human behavior and mental processes by employing the
two most powerful tools of science: observation and experimentation.

The founding of Wundt’s laboratory was not the only starting point for
the new discipline of psychology. Other German researchers working in
physiology and medicine had been addressing problems that were essentially
psychological in nature. For instance, Johannes Miiller and his student
Herman Helmholtz identified and studied the neural pathways involved in
vision and hearing, and explored the question of how physical energy, such
as light, became mental experiences, such as sight. Ernst Weber and Gustav
Fechner discovered mathematical formulas that can predict with great
accuracy how these mental experiences change as the brightness, loudness, or
weight of a stimulus changes. Their findings helped reveal some of the most
fundamental ways in which our minds and bodies are connected (Hunt,
1993). Still, Wundt is regarded by most scholars as the founder of
psychology because the establishment of his laboratory so clearly proclaimed
psychology as a science and because he trained many students who went on

to establish psychology programs at other universities in Europe and the



United States. Indeed, the majority of Ph.D. psychologists in the United
States can trace their academic lineage back to Wundt.

One of Wundt’s early students was an American named Lightner
Witmer. After completing his doctorate in 1892, Witmer went to
Philadelphia, where he was appointed as the director of the University of
Pennsylvania psychology laboratory. It is said that one day in March 1896, a
local schoolteacher named Margaret Maguire asked Witmer to help one of
her students, Charles Gilman, whom she described as a “chronic bad speller.”
Perhaps because he had once been a schoolteacher himself, Witmer decided
to “take the case,” and thus—probably without realizing it—became the

world’s first clinical psychologist (Benjamin & Baker, 2004; Routh, 1994).

Lightner Witmer (1867-1956)



When a young Lightner Witmer proposed that there should be a field
called clinical psychology, many of his colleagues thought he should see a
psychiatrist!

(Source: Collections of the National Library of Medicine.)

Witmer’s approach was first to assess Charles’s problem and then
arrange for appropriate remedial procedures. The assessment showed that
Charles had a vision problem, as well as some difficulty with reading and
memory that Witmer described as “visual verbal amnesia.” Today, the boy
would probably be diagnosed as having a reading disability. Witmer
recommended intensive tutoring to help Charles recognize words without
having to spell them first. This procedure eventually made it possible for the
child to read normally (McReynolds, 1987).

Charles’s case led to the establishment of what became the world’s first
psychological clinic. By 1900, three children a day were being served by a
clinic staff that had grown to 11 members, and in 1907, Witmer set up a
residential school for training children with intellectual disabilities. That
same year, he founded and edited the first clinical psychology journal, The
Psychological Clinic, and wrote its lead article, which he titled simply
“Clinical Psychology.” By 1909, over 450 clients had been seen in Witmer’s
facilities, and in the fall of 1904, at Witmer’s urging, the University of
Pennsylvania began offering formal courses in clinical psychology.

Clinical psychology was getting off the ground, but was nowhere near
full flight, partly because other psychologists did not support it. This was
made clear when Witmer first described his new branch of psychology in a
talk at the 1896 meeting of the 4-year-old American Psychological

Association. His friend Joseph Collins recounted the scene as follows:



[Witmer said] that clinical psychology is derived from the results of an
examination of many human beings, one at a time, and that the analytic
method of discriminating mental abilities and defects develops an
ordered classification of observed behavior, by means of postanalytic
generalizations. He put forth the claim that the psychological clinic is
an institution for social and public service, for original research, and
for the instruction of students in psychological orthogenics which
includes vocational, educational, correctional, hygienic, industrial, and
social guidance. The only reaction he got from his audience was a slight

elevation of the eyebrows on the part of a few of the older members.

(Quoted in Brotemarkle, 1947, p. 65.)

This chilly reception is understandable given the conditions that prevailed at
a time when the field of psychology was itself not yet 20 years old. First, the
vast majority of psychologists considered themselves to be laboratory
scientists and did not regard the role described by Witmer as appropriate for
them. Second, even if they had supported his suggestions, few psychologists
were trained to perform the functions he proposed. Third, psychologists were
not about to jeopardize their reputation as scientists, which was already
fragile enough in those early years, by plunging their profession into what
they felt were premature applications. Fourth, Witmer had an unfortunate
talent for antagonizing his colleagues (Reisman, 1976, p. 46). The responses
to Witmer’s talk also foreshadowed the conflicts that would arise between
psychology as a science and psychology as an applied profession, some of
which continue today.

At the same time, five aspects of Witmer’s new clinic established the

format that clinical psychologists would follow for about the next 40 years:



1. Most of his clients were children, a natural development since Witmer had
been offering a course on child psychology, had published his first papers in
the journal Pediatrics, and had attracted the attention of teachers who were

concerned about their students’ personal and academic problems.

2. His recommendations for helping clients were preceded by diagnostic

assessment.

3. He adopted a team approach that saw members of various professions

consulting and collaborating on individual cases.

4. He emphasized the prevention of future problems through early diagnosis

and treatment.

5. He emphasized that clinical psychology should be built on the principles

that were being discovered in the broader field of psychological science.

The last of these notions—that clinical practice should be built on solid
scientific evidence—has remained at the core of clinical psychology,
embodied now in the evidence-based practice movement described in
Chapter 1. Fortunately, the scorn that Witmer endured at the hands of some
experimental psychologists did not cause him to abandon his own training as
a psychological scientist. As a result, the early history of clinical psychology,
like the early history of psychology in general, is largely the history of
experimental psychology (Boring, 1950). Other empirically trained
psychologists eventually began to follow Witmer’s lead by applying the
results of various kinds of laboratory experiments to real-world problems in
fields that became known as school psychology, counseling psychology,
industrial/organizational psychology, consumer psychology, and the like
(Benjamin & Baker, 2004).



Although Witmer got clinical psychology rolling, he had little to do with
steering it. He lost influence largely because he ignored developments that
would later become central to the field. For instance, in assessing children,
Witmer failed to make much use of the new intelligence tests that we
describe in Chapter 5. This decision was costly because intelligence testing
came to characterize applied psychology perhaps more than any other activity
during the first half of the 20th century (Benjamin & Baker, 2004). Witmer
also had little interest in the early forms of adult psychotherapy that would
come to dominate the field and define clinical psychology in the eyes of the
public. Instead, he focused mainly on psychological problems that have since
become more strongly associated with school psychology, vocational
counseling, speech therapy, and remedial education than with clinical
psychology (Fagan, 1996). In short, Witmer’s contributions were significant,
but do not by themselves explain clinical psychology’s ultimate growth and

diversity. To understand that part of the story, we must look elsewhere.



The Psychometric Tradition

A second source of clinical psychology’s development lies in efforts to
measure individual differences in people’s physical and mental abilities. By
“individual differences,” we mean differing levels of attributes such as
extraversion, intelligence, or anxiety, that distinguish one person from
another. The importance of examining these differences has been recognized
for centuries. Four thousand years ago, prospective government employees in
China were given calligraphy tests before being hired. In his Republic, the
ancient Greek philosopher Plato suggested that prospective soldiers be tested
for military ability before being accepted in the army, and Pythagoras,
another Greek philosopher whose name you probably associate with right
triangles, selected members of his brotherhood on the basis of their facial
characteristics, apparent intelligence, and emotionality (DuBois, 1970;
McReynolds, 1975).

More scientific measurements of individual differences did not occur,
though, until the 18th century, and they appeared in the fields of astronomy,
anatomy, and biology. The astronomical story began in 1796, when Nevil
Maskelyne was Astronomer Royal at the Greenwich (England) Observatory.
Part of his work required recording the moment at which various stars and
planets crossed a certain point in the sky. His assistant, David Kinnebrook,
made the same recordings at the same time, but Kinnebrook’s data always
differed by five- to eight-tenths of a second. Maskelyne assumed that his own
readings were correct and that his assistant was incompetent. As a result,

Kinnebrook lost his job.



Nevile Maskelyne (1732-1811)

Analysis of the kinds of “errors” that got David Kinnebrook fired helped to
launch the modern scientific study of individual differences. Here is a
photograph of Kinnebrook’s boss, but there are apparently no pictures of
the man who was later called an “unconscious martyr to science.” (For
more details about him, see Rowe, 1983, and visit the History section of

the website of the Royal Observatory Greenwich.)

(Source: Print Collector/Hulton Archive/Getty Images.)

This incident drew the attention of F. W. Bessel, an astronomer at the
University of Konigsberg (Germany) observatory. Bessel wondered whether
Kinnebrook’s “error” might reflect something about the characteristics of
various observers, and over the next several years, he compared his own

observations with those of other experienced astronomers. Bessel found that



discrepancies appeared often and that the size of the differences depended
upon the person with whom he compared notes. The differences associated
with each observer became known as the “personal equation,” because they
allowed calculations to be corrected for personal characteristics. Bessel’s
work led to research by psychologists on the speed of, and individual
differences in, reaction time and contributed indirectly to the growth of
current research on the psychology of cognitive biases (Canales, 2001).
Interest in individual differences can also be seen in the early 19th-
century work of German neuroanatomist Franz Gall and his pupil Johann
Spurzheim. As a young man, Gall thought he saw a relationship between his
schoolmates’ mental characteristics and the shapes of their heads. This notion
later led Gall to promote phrenology (see Figure 2.1), the idea that each area
of the brain is associated with a different “faculty” or function (self-esteem,
kindness, or religiosity, for example). It was said that the better developed
each of these areas is, the more strongly that faculty will appear in a person’s
behavior. Further, it was assumed that the pattern of over- or
underdevelopment of each faculty could be seen in corresponding bumps or
depressions in the skull above each area (Gall, 1835). Gall traveled
throughout Europe measuring the bumps on people’s heads, beginning with
prisoners and mental patients whose behavioral characteristics seemed well
established (he thought the “acquisitiveness” bump was especially strong
among pickpockets). Later, he studied people from other segments of society,
and with Spurzheim’s help eventually created a map of the brain’s 27
“powers” or “organs.” Phrenology was wildly popular with the general public
who gladly paid Gall and other phrenologists to “have their head examined”
(now you know where that phrase comes from) and to get a written profile

describing their mental makeup (Benjamin & Baker, 2004).
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NUMBERING AND DEFINITION OF THE ORGANS.

Figure 2.1 A Phrenological Map

A few of Franz Gall’s ideas turned out to be correct, but the fact that most
of his theory was wrong serves to remind us of the hazards of building
theories solely on informal observation. Like most scientists, Gall wanted
to be right, so rather than looking for evidence that might disconfirm his
theory, he focused on evidence that seemed to confirm his beliefs and
expectations. This widespread human tendency is known as confirmation
bias (Faigman, 2008; Mendel et al., 2011).

(Source: VintageMedStock/Archive Photos/Getty Images.)

Later research in neuroscience has shown that Gall was partly right, but
mostly wrong. He was correct in saying that different brain areas are involved
in particular functions, such as vision, movement, and language (Eling,

Finger, & Whitaker, 2017). However, Gall’s claims about the nature and



location of brain functions and about the meaning of the skull’s contours
were recognized—even by the scientists of his day—as spectacularly wrong.
Gall was also wrong in thinking that complex psychological processes, such
as love or aggressiveness, are associated with activity in just one specific
brain area.

Individual differences were also central to Charles Darwin’s momentous
work, Origin of Species, published in 1859. In it, Darwin proposed two
important ideas: that (a) variation of individual characteristics occurs within
and between species (including humans); and (b) natural selection takes place
in part on the basis of those characteristics. His cousin, Sir Francis Galton,
was fascinated by these ideas, and quickly applied Darwin’s notions to
research on the inheritance of individual differences—especially in mental
abilities. For example, Galton (1883) measured people’s ability to make fine
discriminations between objects of differing weight and between varying
intensities of heat, cold, and pain. He also developed the word association test
to explore mental connections people make between psychological concepts
(he might ask, for example “What’s the first thing that you think of when you
hear the word ‘mother’?”). Eventually, Galton set up the world’s first mental
testing center, where, for a small fee, anyone could take a battery of tests and
receive a copy of the results. Galton’s method of systematically collecting
samples of behavior from large groups of people launched what came to be
known as the mental testing movement.

The person usually credited with merging individual mental
measurement with the new science of psychology was the American
psychologist James McKeen Cattell who, like Witmer, had studied with
Waundt. Cattell was one of the first psychologists to appreciate the practical

usefulness of tests in the selection and diagnosis of people. His experience in



Wundt’s laboratory taught him that “psychology cannot attain the certainty
and exactness of the physical sciences unless it rests on a foundation of
experiment and measurement” (Dennis, 1948, p. 347). With this principle in
mind, in the late 1800s, Cattell constructed a standard battery of mental tests
for use by researchers interested in individual differences. He chose 10 tests
that reflected the then-prevalent tendency to use sensorimotor functioning
(such as the ability to detect differences in the pitch of two similar sounds) as
an index of mental capacity, and he tested people’s performance under
varying conditions. He also collected less systematic information about
people’s dreams, diseases, preferences, recreational activities, and plans
(Shaffer & Lazarus, 1952).

Alfred Binet (pronounced “bee-nay”), a French lawyer and scientist, was
another key figure in the mental testing movement. In 1896, Binet and his
colleague Victor Henri developed a battery of mental tests for both typically
developing children and those with intellectual disabilities. Their tests
measured not just “simple part processes,” such as space judgment, motor
skills, muscular effort, and memory, but also comprehension, attention,
suggestibility, aesthetic appreciation, and moral values. Binet’s later work
with Théodore Simon led to the development of the first formal intelligence
test, the Binet—Simon scale. A revised, English language version of this test
was introduced in the United States in 1916 by Lewis Terman of Stanford
University. The popularity of this Stanford-Binet Intelligence Test grew so
rapidly that it overshadowed all others, including those being used by
Witmer. In spite of Binet’s own warning that his test did not provide an
objective and comprehensive measure of intelligence, most new university
psychological clinics and institutions for intellectually disabled children and

adults adopted Binet’s approach. If he were alive today, Binet would surely



be dismayed by the extent to which people mistakenly assume that
intelligence test scores reflect a fixed number that perfectly captures people’s
cognitive abilities.

By the early 1900s, psychologists were involved in measuring individual
differences in mental functioning using two overlapping approaches: (a) the
Galton—Cattell sensorimotor tests, aimed at assessing largely inherited,
relatively fixed mental structures; and (b) the instruments of Binet and
others, which emphasized complex mental functions that could be taught to
some degree. Each of these approaches was important for the development of
clinical psychology. The first influenced Witmer and helped establish the first
psychological clinic. The second provided the mental tests that would allow
early clinical psychologists to find their professional identity (Benjamin &
Baker, 2004).



The Clinical Tradition

The third main source of clinical psychology’s emergence and growth is the
centuries-old desire to understand and change human behavior that appears
bizarre, irrational, or otherwise disordered. Early explanations of what today
we call psychopathology involved possession by demons or spirits, so
treatment involved various forms of exorcism, as well as trephining, the

boring of holes in the skull to provide evil spirits with an exit.

An Exorcism



This exorcism being performed in Singapore is designed to cast out the
evil forces that are seen as causing this man’s disorder. Supernatural
explanations of mental disorder remain influential among religious groups
in many cultures and subcultures around the world (Fountain, 2000;
Paniagua, 2013). Awareness of this influence tends to increase following
news reports of people dying during exorcism rituals (e.g., Christopher,
2003).

(Source: Roslan Rahman/AFP/Getty Images.)

In early monotheistic cultures, God or the devil were seen as possible
sources of behavior problems. In the Old Testament, for example, we are told
that “the Lord shall smite thee with madness, and blindness, and
astonishment of heart” (Deuteronomy 28:28). Where supernatural approaches
to behavior disorders were prevalent, philosophy and religion were dominant
in explaining and dealing with them. Although they are not prominent in
Western cultures today, supernatural—and especially demonological
—explanations remain influential in other cultures around the world and in
some ethnic and religious subcultures in North America.

Supernatural explanations of behavior disorders were still highly
influential when, in about the 4th century BcC, the Greek physician
Hippocrates boldly proposed that these conditions stem from natural causes,
not supernatural ones. Hippocrates argued that behavior disorders, like other
behaviors, are influenced by the distribution of four bodily fluids, or humors:

blood, black bile, yellow bile, and phlegm. We now recognize this theory as

flawed. Still, it is generally acknowledged as the first medical model of
psychopathology because it linked mental disorders to bodily functions; it

paved the way for the concept of mental illness and legitimized the



involvement of the medical profession in its treatment. From the time of
Hippocrates until the fall of Rome in AD 476, physicians supported and

reinforced a physical, or medical, model of behavior disorder.

Medical model
The assumption that psychopathology is caused by malfunctions in

biological systems.

The medical model was swept away during the Middle Ages as the
church became the primary social and legal institution in FEurope.
Demonological explanations of behavior disorders regained prominence, and
religious personnel again took over responsibility for dealing with cases of
deviance. Many resourceful physicians adjusted to this situation by becoming
priests and treating people labeled “insane” through exorcisms and other
spiritual means.

As the Renaissance dawned in Europe around 1400, the pendulum
gradually began to swing back to naturalistic explanations of mental illness.
At first, the treatment of deviant individuals took the form of confinement in
newly established hospitals and asylums, such as London’s St. Mary of
Bethlehem, organized in 1547 and referred to by locals as “Bedlam” (a term
that still refers to scenes of uproar and confusion). Feared and misunderstood
by members of the general public—many of whom still saw mental disorder

as a sign of demonic possession—asylum inmates were little more than



prisoners who lived under horrible conditions and received grossly
inadequate care.

It was not until the late 18th and early 19th centuries that conceptions of
mental illness began to change and European and North American reformers
pushed for more humane treatments and living conditions. For example,
Philippe Pinel, a French physician in charge of the Salpétriere Hospital in
Paris famously said, “It is my conviction that these mentally ill are intractable
only because they are deprived of fresh air and liberty” (Zilboorg & Henry,
1941, p. 322). In the United States and Great Britain, efforts to improve the
treatment of people with severe disorders paralleled those in France.
Benjamin Rush, often regarded as the father of American psychiatry
(Schneck, 1975), was instrumental in changing the way institutionalized
mentally ill patients were treated in the United States. In Great Britain,
William Tuke played a similar role. Both men had one foot in the
nonscientific past—Rush, for instance, still advocated such antiquated
treatments as bloodletting and an immobilizing “tranquilizer” chair, while
Tuke favored the aptly named “whirling chair” and cold baths. But both also
anticipated the future—they favored removing physical restraints (as Pinel
had done), they sought to study mental illness scientifically, and they argued
that mentally ill patients deserved respect and kindness. Other reformers such
as Dorothea Lynde Dix, a New England schoolteacher, campaigned to
improve mental hospital conditions, launched public information campaigns,
lobbied legislative groups, and eventually played a role in founding more
than 30 state institutions for people with mental illness (Schneck, 1975).

Thus began a new awareness of the possibility that people with
psychological disorders could be helped rather than simply hidden, and it was

physicians who assumed the responsibility for doing so. The role of



physicians in treating mental disorders was further solidified when, later in
the 19th century, syphilis was identified as the cause of general paresis, a
deteriorating brain syndrome that had once been considered a form of
insanity. Finding an organic cause for this mental disorder bolstered the view
that all forms of psychopathology stem from biological factors. The notion
that there could be “no twisted thought without a twisted molecule” (Abood,
1960) triggered a psychiatric revolution in which medical doctors focused on
finding the organic causes of—and the best physical treatments for—every
type of mental disorder (Zilboorg & Henry, 1941).

It turns out that genetic, biochemical, neurological, and other biological
factors do play a key role in most, if not all, mental disorders, but as you will
see later in this chapter, we now know that these are not the only causes.
These disorders are also influenced by a variety of cognitive, motivational,
developmental, social, environmental, and cultural processes (Kendler,
2005). Today, it would be naive to assume that every psychological
disturbance is traceable to a single molecular dysfunction.

New ways of thinking about mental illness required new ways of
categorizing it. In 1883, German psychiatrist Emil Kraepelin (pronounced
“KRAY-plen”) proposed the first formal classification of mental disorders.
He categorized disorders according to the specific patterns, or syndromes, of
signs and symptoms that he saw as distinguishing various forms of disorder
from each other. (Signs are observable indicators of disorder, such as
incoherent speech, whereas symptoms are indicators, such as sadness, that can
only be reported by clients themselves.) Kraepelin’s classification system
also took into account the typical patterns of change seen in various
disorders. For example, he noted that schizophrenia usually stays more or less

constant over time, whereas manic depression (now called bipolar disorder),



tends to come and go in discrete episodes. Kraepelin’s system itself is no
longer used, but his approach—classifying mental illnesses in terms of signs,
symptoms, and natural history—is still evident in the latest editions of the
Diagnostic and Statistical Manual of Mental Disorders (DSM-5), and the
International Classification of Diseases (ICD-11).

Eventually, the revolution that led medical doctors to see mental
disorders as physical diseases also led some of them to think that disorders
might have psychological causes, too. For example, in the mid-1800s, a
French physician named Jean-Martin Charcot (pronounced “shar-KOH”)
found that hypnosis could alleviate certain behavior disorders, particularly
hysteria (typically now diagnosed as conversion disorder). Charcot’s lectures
were well attended—among the regulars were Alfred Binet, American
psychologist William James, French neurologist Pierre Janet (pronounced
“jha-NAY”), and a young Viennese neurologist named Sigmund Freud. Janet
came to believe that some parts of the personality could become split off or
dissociated from the conscious self and produce symptoms such as paralysis.
By 1896, Freud had proposed the first version of his own theory, which
described mental disorders not as organic problems but as evidence of
dynamic struggles within the mind to satisfy instinctual (mainly sexual)
desires while also coping with the rules and restrictions of society. Because
Freud did so much to develop and publish his theory (Watson, 1978), he
became far better known than Janet. Freud’s psychodynamic theories were
introduced to North America during the 1890s partly through journal articles
by William James (Korchin, 1976; Taylor, 2000), who had strong interests in
the self, the ego, and “dissociated” states of consciousness such as trance,

hypnosis, and unexplained memory loss.



Freud at Clark University, Worchester Massachusetts in 1909

Here is Sigmund Freud, at the far left in the front row next to G. Stanley
Hall and Carl Jung, one of his earliest European followers. At the back are,
from left, A. A. Brill, who would be the first to translate Freud’s writings
into English, Ernest Jones, who would become Freud’s biographer, and
Sandor Ferenczi, another of Freud’s early followers. During this, his only
visit to the United States, Freud received his one and only honorary

university degree.

(Source: Bettmann/Getty Images.)

Freud’s ideas were at first not well-received on either side of the
Atlantic. One critic called them “a scientific fairy tale” (Krafft-Ebing, quoted
in Reisman, 1976, p. 41). Nevertheless, in 1909, G. Stanley Hall, a
psychologist who was president of Clark University at the time, invited Freud
to give a series of lectures there (Hilgard, 1987). Freud’s ideas eventually
caught on and grew to become a comprehensive theory of the dynamic nature

of behavior and behavior disorders and a detailed description of



psychological treatments for those disorders. So it was ideas from the clinical
(medical) tradition that ultimately redirected the entire course of the mental
health professions, including the one that would become clinical psychology.

The empirical, psychometric, and clinical traditions in clinical
psychology provided a stable base for the field, much as three legs provide
the stable base for a stool. Without all three, clinical psychology would
probably have collapsed. With all three in place, it could grow and support

future developments—which is exactly what happened.



In Review The Roots of Clinical Psychology

Landmarks of the Empirical Tradition in Clinical Psychology

Dates

Key Figures

Contributions

Mid-1800s

Miiller,
Helmholtz,
Weber,
Fechner

Studied sensory discrimination and
perception; explored and measured
nerve impulses; sought explanations of
mental events in terms of physical
processes.

1879

Wundt

Established first laboratory designed
specifically to study mental processes;
trained many students who went on to
establish psychology programs at
universities in Europe and the United
States.

1896

Witmer

Student of Wundt; established the first
psychology clinic and the first journal
devoted to clinical psychology; founded
clinical psychology in the United States.

Landmarks of the Psychometric Tradition in Clinical Psychology

Dates

Key Figures

Contributions

Late
1700s—1880s

Bessell, Gall,
Galton

Noted individual differences in
recording observations; measured
physical and physiological reactions to
assess personality and mental




functioning.

1896

Binet

Developed a battery of tests to assess
mental processes in children;
administered tests to large numbers to
develop norms.

1890s—early
1900s

Terman, Cattell

Helped to popularize Binet-style tests in
the United States; founded psychology
laboratories in the United States that
emphasized measurement of individual
differences.

Landmarks of the Clinical Tradition in Clinical Psychology

Dates

Key Figures

Contributions

1880-1890s

Kraepelin,
Charcot, Janet

Classified psychological disorders;
studied and treated patients with atypical
neurological symptoms
(“dissociations™); used case studies of
pathology to reveal general principles
about healthy and unhealthy workings of
the mind.

1890

James

Participated in both empirical and
clinical traditions; helped introduce
European psychology and psychiatry to
U.S. audiences; wrote The Principles of
Psychology, which some still regard as
the most influential psychology book
ever written.

1895-1939

Freud

Advanced a psychodynamic view of




personality, disorder, and
psychotherapy; his approach came to
dominate psychiatry and clinical
psychology in the United States during
the first half of the 20th century.

Test Yourself

1. The clients first seen at Witmer’s psychological clinic were all

2. Some of the earliest attempts to scientifically measure individual
differences among people occurred in the field of

3. One of the earliest proponents of more humane treatment of hospitalized
mentally ill patients was a French physician named

You can find the answers in the Answer Key at the end of the book.




Clinical Psychology Begins to Grow

Section Preview In this section, you will see that, with its roots well
established, clinical psychology began to grow during the first four decades
of the 20th century. Opportunities for application expanded, first in
psychological testing and later in psychotherapy. Psychologists created
professional organizations to support practitioners and establish guidelines
for the field. Much of the accelerating growth of clinical psychology can be
traced to the changing needs of society during and after World Wars I and II.

By the early 1900s, psychology departments had been established at
many universities in North America and Europe, and the faculty in those
departments had begun to apply psychological knowledge through direct
service to the public. There were 20 psychological clinics on university
campuses by 1914 (Watson, 1953). Many of them were created in the image
of Witmer’s clinic, but the emphasis gradually shifted from testing and
treating children with academic difficulties to testing and treating children
with other kinds of problems, and then to testing and treating troubled

adolescents and adults.



Psychological Testing Expands

Because of its emphasis on careful measurement and standardized
administration, psychological testing had the respect of many early empirical
psychologists. Compared to psychotherapy, testing was considered to be a
more rigorous, “hardheaded” application of psychology. As psychologists
began to find work in mental hospitals, clinics, and specialized facilities for
people with physical and/or intellectual disabilities, their testing contributions
became more widely accepted by psychiatrists and other members of the
medical community. Those contributions were particularly noticeable during
staff meetings at which individual cases were discussed (Benjamin & Baker,
2004).

For much of the first two decades of the 20th century, psychological
testing largely involved intelligence testing, but with psychologists now
working in a wide range of adult and child facilities, the need for a broader
range of tests and more “mental testers” became clear. This need was
dramatically amplified in 1917, as the United States prepared to enter World
War I. Large numbers of military recruits had to be classified in terms of both
intellectual ability and psychological stability. There were no group
techniques available for that kind of testing, so the U.S. Army asked Robert
Yerkes (then president of the American Psychological Association) to form a
committee of assessment-oriented experimental psychologists whose task it
would be to develop appropriate test instruments. The committee produced a
pair of group-administered measures of mental abilities, called the Army
Alpha and Army Beta intelligence tests. The first was used with recruits who

could read; the second with those who could not. To identify recruits with



psychological disorders, the committee recommended using Robert
Woodworth’s Psychoneurotic Inventory (discreetly retitled as “Personal Data
Sheet”; Yerkes, 1921, in Dennis, 1948). By 1918, psychologists had tested
nearly 2 million men.

The 1920s and 1930s saw the development of many new tests of
intelligence, personality, interests, specific abilities, emotions, and other
individual characteristics (we describe some of these tests in Chapter 5).
Among the most prominent were Carl Jung’s Word Association Test (1919),
the Rorschach Inkblot Test (1921), the Miller Analogies Test (1926), the
Goodenough Draw-A-Man Test (1926), the Strong Vocational Interest Test
(1927), the Thematic Apperception Test (TAT) (1935), the Bender—Gestalt
Test (1938), and the Wechsler—Bellevue Intelligence Scale (1939). Testing
became so popular after World War I that there were complaints from some
quarters that academic conferences were being overrun by psychologists
describing their newest mental tests (Benjamin, 1997; Benjamin & Baker,
2004). When the number of published psychological tests passed the 500
mark in the late 1930s, a Mental Measurements Yearbook was needed just to

describe, classify, and evaluate them (Buros, 1938; see Figure 2.2).

The Twentieth
Mental Measurements Yearbook

NOW AVAILABLE

Click here
to order //

Figure 2.2 The Tests Just Keep on Coming
4 Though not actually published every year, the latest edition of the

Mental Measurements Yearbook contains information and critical reviews



on more than 3000 tests, alphabetized from the Adaptive Behavior Scale to
the Zip Scale for Determining Independent Reading Level (Carlson,
Geisinger, & Jonson, 2017). Take a minute to visit the website of the
Buros Mental Measurement Yearbooks to get an idea of the impressive
range of tests available to clinicians today. Perhaps you have taken one or

more of them yourself.



Clinicians Become Psychotherapists

With many clinical psychologists already working in settings other than child
guidance clinics in the early part of the 20th century, their role as therapists
evolved as a natural extension of their diagnostic and remedial services. Still,
the idea of clinicians providing psychotherapy was not immediately
supported by the psychiatric community, or by some psychologists.
Remember that psychology began as an academic, laboratory-based
discipline, and was at first applied mainly in the realm of testing children, so
relatively few early clinicians were interested in psychotherapy, especially
with adults. Many, including Witmer, were quite skeptical about the
appropriateness of this expanded role (Benjamin & Baker, 2004; Taylor,
2000). Interest and acceptance slowly grew, though, because: (a)
psychological testing had already expanded to include measures of
personality and psychopathology; (b) many of the child guidance clinics
where clinical psychologists worked had broadened their client base to
include treatment of social as well as educational maladjustment; and (c) as
English translations of Freud’s theories began to appear after 1909, more and
more clinicians wanted to learn about his psychoanalytic treatment methods.
At first, opportunities for training in psychotherapy were hard to come
by, mainly because training in any aspect of clinical psychology was scarce.
University psychology departments were dominated by faculty who were
steeped in Wundt’s empirical tradition, and thus questioned the
appropriateness of spending time, money, and teaching positions on
“applied” training programs like clinical psychology. Many also criticized

what they saw as the imprecise and unscientific nature of Freud’s theories.



So, with few exceptions, formal training in psychotherapy—which at that
time meant psychoanalysis—was available only from psychoanalytic
institutes and medical schools. Most of those institutions were run by faculty
who thought that the right to offer psychotherapy should be restricted to
physicians—and psychiatrists, in particular (Abt, 1992; Benjamin & Baker,
2004; Schneck, 1975). These restrictions were ironic, because Freud had
made it clear that he hoped to spread the gospel of psychoanalytic theory and
therapy to all mental health professionals.

As a result, psychotherapy did not become a major activity for clinical
psychologists until the end of World War II. The need for psychological
testing services during World War II was even greater than in World War I,
as was the need to treat military personnel who had experienced combat-
related trauma. Many military family members and others who suffered
stress-related disorders on the home-front also needed psychological help.
Psychologists who had any amount of clinical training were recruited in large
numbers to help meet these needs in hospitals and clinics, where they worked
side by side with psychiatrists and social workers. It was in this arena that
these clinicians began to learn and apply psychoanalysis and other variations
on Freud’s psychotherapy techniques (Cautin, 2011). After the war, many of
them wanted to continue to work as psychotherapists, and a series of U.S.
government initiatives dramatically increased their ability to do so.

One of the most important of these initiatives came from the Veteran’s
Administration (VA), now the U.S. Department of Veteran’s Affairs. In
1946, the VA began to support training in the mental health disciplines. First,
it made clinical internships available to clinical psychology trainees in its
hospitals and clinics, where they provided psychotherapy to adult clients with

a variety of disorders. Later, as we describe in Chapter 15, the VA provided



grants to psychology departments that were willing to offer graduate training
programs in clinical psychology.

A second government initiative began in 1955 in the form of a network
of Community Mental Health Clinics throughout the United States.
Sponsored by the U.S. Public Health Service and the newly formed National
Institute of Mental Health, these clinics were created in response to growing
concerns about unmet mental health needs, and remain to this day as one of
America’s largest government-led mental health efforts. Like VA facilities,
some of these community mental health centers offered internships for
clinical psychologists in training.

So, it was largely in response to pressing social needs that mental
hospitals and psychiatric facilities, which had long been the exclusive
training grounds for psychiatrists, began to open their doors to clinical
psychologists (Abt, 1992). At the same time, and partly in response to those
same needs, some university psychology departments and a few
psychoanalytic institutes created clinical psychology training programs. This
was an important development because prior to World War II, there were no
such programs and no such thing as a license to practice clinical psychology.
To get a job as a clinical psychologist back then, all you needed was a few
courses in testing, abnormal psychology, and child development, and an
“interest in people.” But there were still no standards to specify the courses
and other training experiences these new programs should include if
graduates were to be officially designated as clinical psychologists. Those
standards would emerge once clinicians came together in professional

organizations.



Clinicians Form Professional Organizations

In medicine, law, and most other professions, decisions about the training and
experience needed to practice are made by the leadership of their state and
national organizations. These organizations usually publish training standards
or guidelines, establish codes of ethical conduct, define professional
boundaries, and work with state legislators to establish licensing laws.

The first national organization of psychologists in the United States, the
American Psychological Association (APA), did not follow this pattern, at
least not immediately. Established in 1892, its stated goal was to advance the
science of psychology, and as we already mentioned, its leadership was
dominated by researchers, most of whom disapproved of clinical psychology.
The APA did appoint committees on clinical training during the 1920s and
1930s, but its involvement was half-hearted. For example, in 1935 the APA
Committee on Standards of Training in Clinical Psychology suggested that a
Ph.D. degree plus 1 year of supervised experience was necessary to become a
clinical psychologist. After issuing its report, though, the committee
disbanded and little came of its efforts.

With more and more psychologists becoming interested in applying
psychological knowledge beyond the laboratory, it was inevitable that
conflicts would arise between APA members who wanted the discipline to
only be a basic, pure science and those who wanted it also to be an applied
science (Benjamin, 1997). Some of those who favored applied approaches
began to create organizations that they hoped would be more responsive to
their interests and concerns. The first of these was the American Association

of Clinical Psychologists (AACP), formed in 1917 by a small group of



clinicians that, 2 years later, became APA’s first special interest division, the
Section of Clinical Psychology. A second group, the Association of
Consulting Psychologists (ACP) was formed in 1930, and by 1937 both
groups had become part of a national organization called the American
Association for Applied Psychology (AAAP). Its Journal of Consulting
Psychology was founded that same year, and is still being published—by the
APA—as the Journal of Consulting and Clinical Psychology (Benjamin &
Baker, 2004).

Leta Stetter Hollingworth (1886-1939)
Leta Hollingworth, a member of the psychology faculty at Columbia
University, was the only woman among the eight founders of the AACP.

She was also one of the first clinicians to suggest the kind of practice-



focused graduate training that we see today in the Doctor of Psychology
(Psy.D.) degree described in Chapters 1 and 15. In addition, she proposed
creation of a national examining board for clinical psychology similar to
the one described below (Benjamin & Baker, 2004; Donn, Routh, & Lunt,
2000).

(Source: The Drs. Nicholas and Dorothy Cummings Center for the
History of Psychology, The University of Akron.)

By the late 1930s, the APA realized that psychology was becoming a
discipline whose members had strong applied interests. Many of them had
already joined various state and national associations of professional
psychology, so rather than risk losing applied psychologists, the APA
leadership decided to make room for them (Benjamin, 1997). In 1945, the
APA’s bylaws were changed to read as follows: “The object of the American
Psychological Association shall be to advance psychology as a science, as a
profession, and as a means of promoting human welfare” (Wolfle, 1946, p.3).
The Association also reorganized into special interest groups, called
divisions, and about twice as many members chose to affiliate with the
division of clinical psychology (Division 12) as with any other (Benjamin,
1997).

Other steps taken by the APA and its members between the mid-1940s
and the mid-1950s defined clinical psychology with a previously unknown
degree of clarity. For example, beginning with Connecticut in 1945, states
began passing licensing and certification laws for clinical psychologists. A
year later, the American Board of Examiners in Professional Psychology
(ABPP) was established to certify that clinicians holding a Ph.D. were fully
qualified. In 1949, as mentioned in Chapter 1, participants at a conference in



Boulder, Colorado established a model for clinical training—the
scientist—practitioner or “Boulder” model—that would dominate university
graduate programs for decades, and in 1953, the APA published its first set of
ethical guidelines for clinical psychologists.

In Chapter 15, you will find more details about how these events shaped
modern clinical psychology. For now, just be aware that, by the middle of the
20th century, clinical psychology had become a firmly rooted and well-
organized professional discipline that was poised for growth. And grow it
did. The dramatic rise in APA membership after 1950, shown in Figure 2.3,
was driven largely by the ever-increasing growth of clinical psychology over
that same time period. By about 1970, APA members with professional
interests outnumbered the academic researchers whose predecessors had

founded the organization (Benjamin & Baker, 2004).
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Figure 2.3 APA Membership 1910-2015
After languishing for decades, APA membership exploded after 1950, due

Membership

mainly to the growth of clinical and other kinds of applied psychology. In



Chapter 15, we discuss some of the factors responsible for the recent
reversal of that trend, including the growth of organizations such as the

Association for Psychological Science.

(Source: American Psychological Association: Membership statistics.
Retrieved September 21, 2018 from

http://www.apa.org/about/apa/archives/membership.aspx)
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In Review Clinical Psychology Begins to Grow

1900-1917

The number of psychological clinics grows and their services
expand to include testing of children, adolescents, and
adults.

Clinicians begin to find jobs in a wider range of settings.

1917-1940

Clinicians participate in testing the intelligence and mental
stability of World War I military recruits, begin
administering a wider range of tests, and become more
involved in treatment functions.

1940-1950

Clinicians’ testing and treatment functions expand during
and after World War II. The VA begins to support clinical
training, the APA reorganizes to recognize clinical and other
applied areas of psychology. Clinicians become better
organized, set standards for training programs, and support
state licensing laws.

1950 and
beyond

Membership in the APA grows dramatically, due mainly to
the ever-increasing number of clinical psychologists in its
ranks. Clinicians’ role as psychotherapists becomes well-
established.

Test Yourself

1. Clinical psychologists could be licensed in certain U.S. states as early as

2. The need for large-scale was one of the most important
factors fueling the growth of clinical psychology in the first half of the
20th century.




3. The APA officially recognized its role in promoting applied psychology
through a bylaw change in

You can find the answers in the Answer Key at the end of the book.




Clinical Psychology Branches Out

Section Preview In this section, you will see that as the number of clinical
psychologists grew after World War 11, so too did the theories that became
available to guide their work. At first, most clinicians adopted the
psychodynamic approach that had dominated the field, but over time,
humanistic, behavioral, cognitive, cognitive behavioral, social systems, and
biological approaches began to compete for their attention. Because you have
probably already taken courses in introductory, personality, and abnormal
psychology, this section will merely review the basic assumptions and
general features of these approaches to clinical assessment and treatment. In
other chapters, we show how various approaches influence clinicians’

research and practice.



The Psychodynamic Approach

As already mentioned, Sigmund Freud was extremely influential in guiding
the theory and practice of psychiatry and clinical psychology at the beginning
of the 20th century. His original psychoanalytic theory, and a set of variations
on it, established the psychodynamic approach to personality,
psychopathology, and psychotherapy that most early clinical psychologists
adopted. We also mentioned that Freud’s theory was founded on the idea that
human behavior is derived from the constant struggle between the
individual’s desire to satisfy inborn sexual and aggressive instincts and the
need to respect social rules and realities (Funder, 2001). To Freud, the human
mind is a place where what the person wants to do (instincts, impulses) must
somehow be adjusted in light of what the world says can or should be done
(reason, norms, morality). When the conflict between these internal and
external forces leads to anxiety, the person uses psychological defenses (such
as repression) against it. If the anxiety becomes too intense, or the defense

mechanisms fail, symptoms of psychological disorder can appear.

Psychodynamic approach
A view developed by Freud that emphasizes unconscious mental

processes in explaining human thought, feelings, and behavior.

Freud used the terms id, ego, and superego to represent the three aspects

of the mind that are often in conflict. The id reflects the unreasoning demands



of our basic impulses, the superego reflects the equally strong demands of our
internalized sense of morality, and the ego seeks compromise in light of the
limits imposed on us in the real world. Freud said that people do not
consciously experience the nature of their conflicts, let alone understand
where they come from (usually from childhood), because the conflicts occur
in the unconscious regions of the mind. What people are aware of, and what
others see, are maladaptive ways of behaving, feeling, and thinking.

The goal of treatment for clinicians who take a psychoanalytic approach
is to discover the sources of their clients’ symptoms. Freud compared his
treatment method to archeology: the therapist searches for deeper meaning,
uncovering the forgotten or buried (repressed) memories and unexpressed
emotions that are presumed to lie beneath the symptoms of disorder. With the
therapist’s help, the client gradually becomes aware of how deeply rooted
conflicts, pushed (not quite successfully) into the unconscious, have come to
be expressed as maladaptive thoughts and actions. The promotion of this
awareness, called insight, is central to psychoanalytic treatment (e.g.,
Jennissen et al., 2018). For Freud, effective therapy helps to make the
unconscious conscious, allowing us to understand and gain control over

previously inaccessible psychological forces.




Freud’s Consulting Room

A During psychoanalytic sessions, Freud’s patients lay on this couch
while he sat in the chair behind them. (The couch is now on display at the
Freud Museum in London. Take a break and visit it online at the website of

the museum.)

(Source: Authenticated News/Staff/Archive Photos/Getty Images.)

In the years since Freud first proposed his psychoanalytic theories and
developed his treatment methods, a number of his followers, and their
followers, created variations on it that have served to guide the research,
assessment, and therapy methods used by today’s psychodynamically
oriented clinical psychologists. As we describe in Chapter 8, for example,
modern psychodynamic theories and therapies tend to: (a) see the ego as
doing more than just being a “referee” between the id and the superego; (b)
place greater emphasis on social and cultural factors—and less emphasis on
sexual and aggressive impulses—in causing conflict; and (c), involve briefer
programs of treatment in which therapists play a more active role and clients
sit facing their therapists rather than lying on a couch. In addition, whereas
Freud’s psychoanalysis placed a great deal of emphasis on how early
relationships with parents and other childhood experiences shape our
sexuality and hence our personality, psychodynamic therapists tend to focus
more on the role of current interpersonal conflicts and other life events.
Psychodynamic theories remain influential among clinicians who were
trained in this tradition, but they are considerably less attractive to those with
a more scientific orientation. In Chapter 8, we consider some of the

controversies surrounding this approach.



The Humanistic Approach

By the beginning of the 1930s, clinical psychologists had an alternative to the

psychodynamic approach because the humanistic approach to personality,

psychopathology, and psychotherapy was emerging. It described people not
as arenas in which intrapsychic conflicts play themselves out, but as
individuals with an innate drive toward personal growth, a tendency for self-
actualization. According to this view, if all goes well, we can consciously
guide ourselves toward realization of our full and unique human potential
(Schneider & Langle, 2012). The humanistic approach further suggests that
psychological disorders occur when a person’s natural growth potential is
blocked by distorted perceptions of reality or lack of awareness of true
feelings. These blockages can be cleared and personal growth can continue,
say humanistic theorists, through the phenomenological or experiential

therapies described in Chapter 8 (see Figure 2.4).



Figure 2.4 What is Reality?

@ Humanistic therapies are rooted in a philosophy known as
phenomenology, which sees human behavior as determined by how we
perceive the world, in other words, by what we experience as our own
personal realities. Does this drawing show a young woman in a feathered
hat or an old woman in a shawl? The drawing does not change, but your
perceptual processes allow you to organize it in either of two different

“realities.” Can you experience both of them?

Humanistic approach
A view of behavior as controlled by the decisions that people make

about their lives based on their perceptions of the world.



One of the most prominent advocates of humanistic psychology was
Carl Rogers, an American psychologist who, like most others in the 1930s,
had been trained in psychoanalysis. He soon began to question its value,
though, partly because he disliked the idea of being a detached expert whose
task is to dig into the past and “figure out” the client’s problems. With
phenomenology in mind, he saw it as vital to see the world from his clients’
point of view, so he allowed them to decide what to talk about, and when
(Raskin & Rogers, 2005). The following quote from 1946 describes how he

saw his role:

The therapist must lay aside his preoccupation with diagnosis and his
diagnostic shrewdness, must discard his tendency to make professional
evaluations, must cease his endeavors to formulate an accurate
prognosis, must give up the temptation subtly to guide the individual and
must concentrate on one purpose only: that of providing deep
understanding and acceptance of the attitudes consciously held at this
moment by the client as he explores step by step into the dangerous

areas which he has been denying to consciousness.

(Rogers, 1946, pp. 420-421)

As he listened carefully to what his clients said, Rogers found recurring
themes. He noticed, for example, that most people are so eager to gain the
approval of their family, friends, supervisors, and others that they will do
what is necessary to get it, even if it means thinking and acting in ways that
are inconsistent, or incongruent, with the natural tendency to achieve their
fullest human potential. The distortion of this self-actualizing tendency is
especially likely when people experience what Rogers called conditions of

worth—circumstances in which a person receives positive feedback from



others (and, ultimately, from themselves) only when they express certain
approved behaviors, attitudes, and beliefs. Rogers saw conditions of worth as
created early in life by parents, family, and teachers, but noted that people
eventually adopt the approved thoughts and actions as their own. Of course,
behaving to please others is part of a learning process that allows society to
function, but Rogers pointed out that using external evaluations as one’s main
compass can come at the expense of personal growth. People who face
extreme or excessive conditions of worth are likely to be uncomfortable, and

may display signs of psychological disorder.



The Behavioral Approach

The behavioral approach to clinical psychology began to attract attention in

the mid-1950s, partly because it differed so much from the psychodynamic
and humanistic approaches. This approach is based on the idea that our
personalities and the psychological problems that we may have are a
reflection of environmental influences that have shaped how we have learned
to behave. Further, behaviorally oriented clinicians argue that undesirable
actions can be changed through treatments—Iike those described in Chapter 9
—designed to help people learn new and more adaptive alternative patterns
of behavior. The learning principles upon which the behavioral approach is
based were developed early in the 20th century, but not by clinicians. They
came instead from laboratory research on classical and operant conditioning
in humans and animals conducted by Ivan Pavlov, B.F. Skinner, Edward
Thorndike, and others (e.g., Pavlov, 1857/1902; Skinner, 1938; Thorndike,
1905).

Behavioral approach
A view based on the assumption that human behavior is determined
mainly by what a person has learned in life, especially through

rewards and punishments and observation.

By the 1920s, other psychologists became interested in studying the role

of conditioning and other forms of learning in the development of



psychological problems, particularly anxiety. For example, John B. Watson
and Rosalie Rayner described an experiment in which they used the
principles of classical conditioning to teach a 9-month-old child known as
“Little Albert” to fear a harmless laboratory rat (Watson & Rayner, 1920).
Albert had previously shown no fear of the rat, but he was upset by sudden
loud noises. Could Albert’s fearful response to noise be associated with the
sight of the rat? To find out, they showed Albert the rat and as soon as he
began to reach for it, they struck a steel bar with a hammer. After several
pairings of the rat and this loud noise, Albert became upset by the sight of the
rat alone. Albert’s fear was said to have persisted in less extreme form for at
least a month afterward. There is doubt and debate about exactly how the
experiment was done, whether it should have been done (it was clearly
unethical by current standards), what its effects were, and what eventually
happened to Little Albert (Digdon, Powell, & Harris, 2014; Harris, 1979;
Powell et al., 2014).

There is no doubt, though, that the Watson and Rayner report stimulated
others to use learning principles to guide research on, and treatment of,
psychological disorders. One such person was Mary Cover Jones, a young
Vasser College graduate who was about to start graduate training in
psychology at Columbia University. After hearing Watson lecture about
Little Albert, she wondered if conditioning could be used to eliminate rather
than create anxiety, and by 1924 she had published two papers on reducing
children’s fears (Jones, 1924a, b). In one case, she used social imitation to
help 3-year-old “Peter” conquer his fear of rabbits. “Each day Peter and three
other children were brought to the laboratory for a play period. The other
children were selected carefully because of their entirely fearless attitude

toward the rabbit” (Jones, 1924b, p. 310). The fearless examples set by these




children helped Peter become more comfortable with the rabbit, but his
treatment was interrupted by illness. When treatment resumed, it included
direct conditioning, a procedure in which Peter was fed his favorite food in a
room with a caged rabbit. At each session, some of which were attended by
Peter’s fearless friends, the rabbit was placed a little closer to him, and his
fear eventually disappeared. He summed up the treatment results by

announcing, “I like the rabbit.”

Mary Cover Jones (1897-1987)

During her graduate training at Columbia University in the 1920s, Mary
Cover Jones pioneered several learning-based techniques for reducing
children’s fears, but her contributions were not widely recognized until the
1960s, when the behavioral approach to clinical psychology had become
more popular.



(Source: The Drs. Nicholas and Dorothy Cummings Center for the
History of Psychology, The University of Akron.)

The cases of Albert and Peter encouraged the application of learning
principles in the treatment of many other disorders. The 1920s and 1930s saw
learning-based treatments for sexual disorders, substance abuse, and various
anxiety-related conditions, but the term behavior therapy did not appear until
1953, in a paper that described the use of Skinner’s operant conditioning
principles to improve the functioning of schizophrenia patients (Lindsley,
Skinner, & Solomon, 1953). In the years since then, learning principles have
been applied widely in the development of numerous techniques for the
assessment and treatment of psychological disorders, and has made the
behavioral approach one of the most popular and influential guides for

research and treatment in clinical psychology.



The Cognitive Approach

Despite its popularity, the behavioral approach to clinical psychology was
seen by some as limited by its strict focus on observable behaviors when
describing personality and psychological disorders, and when evaluating
treatment outcomes. Critics were quick to point out that behavioral theories,
and the clinicians who applied them, were ignoring the thoughts, or
cognitions, that accompany behavior and behavior disorders, and in doing so
were missing important aspects of human psychology. Cognitively oriented
researchers and therapists argued, for example, that behavior is guided
mainly by how people think, and especially by how they think about
themselves at a conscious level. These thought patterns, they said, are an
important aspect of personality, and because thoughts are so closely linked to
emotions, they serve as key factors in the development of psychological
disorders (Salovey & Singer, 1991).

Thus, the research and assessment methods used by clinical

psychologists who take a cognitive approach focus on what and how clients

are thinking, and their treatment methods focus on modifying maladaptive
behavior by influencing what clients believe, assume, and expect about the
world, what they say to themselves, and the cognitions that guide (or
misguide) their efforts at problem-solving. The cognitive approach started
attracting attention in the mid-1950s, in parallel with the behavioral approach
that it rivaled. Julian Rotter and George Kelly were two of its earliest

advocates. Rotter (1954, 1966) focused mainly on expectancies as

dimensions of personality, while Kelly’s (1955) personal construct theory

bore clear implications for psychotherapy. Kelly’s approach to clinical



psychology was, like Rotter’s, based on the assumption that behavior is
determined by what people expect to happen, or as Kelly put it, by how they

anticipate the world.

Cognitive approach
A view that focuses on and attempts to alter for the better clients’
maladaptive self-statements, expectations, assumptions and other

problematic mental processes.

George Kelly (1905-1967)
According to Kelly’s theory of personal constructs, people act in



accordance with their unique expectations about the consequences of their
behavior, and their major goal is to validate their personal constructs and
thus make sense of the world as they perceive it. Kelly’s fixed-role therapy
is designed to give clients a chance to change personal constructs that are

causing problems, and to adopt more functional new ones.

(Source: The Drs. Nicholas and Dorothy Cummings Center for the
History of Psychology, The University of Akron.)

Kelly said that behavior disorders occur when a person develops
inaccurate, oversimplified, or otherwise faulty constructs about social
experiences. For example, someone who sees everything in life as either
“good” or “bad” is going to experience problems, because not all events and
people can be classified this way without distorting reality. So if a person
decides that all college students, political activists, and foreigners are bad and
that all children, doctors, and clergy are good, that person will be wrong at
least part of the time. The person will also be seen by others as close-minded,
prejudiced, and a poor judge of character. For such people, interpersonal
relationships are likely to be stormy.

Albert Ellis (1962, 1973, 1993, 2011) was another important, and far
more flamboyant, figure in the emergence of the cognitive approach to
clinical psychology. Like Kelly, Ellis was a psychologist who saw disorders
such as anxiety and depression arising from people’s misguided beliefs and
expectations about the world. He noted, for example, that it is irrational to
believe that we have to be liked by everyone in order to be happy. The same
goes, he said, for the belief that we must be good at most things to be
worthwhile human beings. But he said that the clinical psychologist’s task in

therapy is not just to point out the irrational, unrealistic, self-defeating nature



of these beliefs, but to actively challenge them and push clients to learn and
adopt more rational, logical, and less distressing ways of thinking. In Chapter
9, we describe Ellis’s rational-emotive therapy, whose methods include the
use of strong, direct communications aimed at persuading clients to give up
the irrational ideas with which they indoctrinate themselves into misery.

We also describe in that chapter other, less confrontational forms of
cognitive treatment, one of the most influential of which is Aaron Beck’s
cognitive therapy (Beck, 1976, Beck & Dozois, 2011). It is based on the idea
that certain psychological problems—especially those related to depression
and anxiety—can be traced partly to involuntary thoughts and beliefs about
the world that lead people to be self-critical and regularly interpret situations
in negative ways. These include catastrophizing (e.g., “If I fail my driver’s
test the first time, I’ll never pass it, and that’ll be the end of my social life”),
all-or-none thinking (e.g., “Everyone ignores me”), and personalization (e.g.,
“I know those people are laughing at me”). Beck refers to these thinking
patterns as cognitive distortions that occur so quickly and automatically that
the client does not stop to consider whether such thoughts make sense or are
helpful. In cognitive therapy, the therapist first helps the client learn to
identify the cognitive distortions that precede psychological problems. These
maladaptive thoughts and beliefs are then considered as hypotheses to be
tested and, if found to be unreasonable or unhelpful, can more easily be

replaced with more adaptive ones.



The Cognitive Behavioral Approach

When they first came on the scene, the behavioral and cognitive approaches
to clinical psychology were clearly at odds: strict behaviorists rejected
cognitions as unmeasurable “mentalistic” concepts, whereas cognitive
clinicians saw the behavioral focus on observable behavior as oversimplified
and incomplete. In the 1960s and 1970s, though, there were signs of a truce,
and eventually a blending of the two approaches occurred (Mahoney, 1974).
Behaviorally oriented clinicians began to acknowledge the importance of
studying the cognitions associated with various disorders, and cognitively
oriented clinicians began to recognize the need for developing and evaluating
procedures to help clients practice translating cognitive changes into
behavioral ones. Albert Ellis, for instance, understood the importance of
focusing on specific behaviors, not just irrational beliefs, and he eventually
changed the name of his treatment approach from rational-emotive therapy to
rational-emotive behavior therapy (Ellis, 1993).

The blending of the behavioral and cognitive approaches to clinical
psychology made sense, too, because both of them focus on assessing and
treating clearly defined and specific aspects of human behavior and both
emphasize the importance of conducting well-controlled research to evaluate
their underlying theories, their assessment techniques, and their treatment
methods. By the late 1980s, the two viewpoints had become the cognitive

behavioral approach to clinical psychology. As you will see in chapters to

come, this approach includes a family of clinical assessment tools as well as a
set of treatment techniques known as cognitive behavior therapy, or CBT.

These assessments and treatments benefit from the refinements that resulted



from the integration of behavioral and cognitive principles (Beck, 2011). The
fact that behavior therapy associations around the world have added the term

“cognitive” to their names (Reinecke & Freeman, 2003) and that virtually all

textbooks in introductory, abnormal, and personality psychology now present
the once-distinct cognitive and behavioral theories in combination testifies to
the popularity, even dominance, of the cognitive behavioral approach to

clinical psychology today.

Cognitive behavioral approach
A view which focuses on learning as the main influence on
behavior and the thoughts that accompany it; its treatment methods

seek to change the way clients think as well as behave.



Social Systems Approaches

The approaches to clinical psychology that we have presented so far focus on
the assessment and treatment of individuals, but individuals are never just
individuals operating in a vacuum. So no matter which approach clinical
psychologists favor, they are keenly aware that their clients’ behavior, and
behavior problems, are partly a reflection of the clients’ social and cultural
environments. They know that whether clients are children, adolescents, or
adults, they are participants in social systems such as romantic relationships,
nuclear or extended families, classrooms, friendship networks, clubs, work
groups, and the like. They live in neighborhoods and are part of various
cultural groups; they have access to differing resources and educational or
financial opportunities. All of these characteristics of clients’ social systems
dramatically influence the opportunities available to them, the barriers they
will encounter when trying to meet their goals, and the way others will treat
them. So even when assessing or treating individuals, competent clinicians
always take into account the influence of social and cultural forces operating

within these systems. For clinicians who adopt various social systems

approaches to clinical psychology, however, the impact of sociocultural
factors takes center stage. Social systems approaches are not necessarily
linked to particular theories of personality, behavior, and psychopathology, or
to particular treatment formats and methods. They are more accurately
characterized by the clinician’s sensitivity to the role of environmental
factors, such as experiences of poverty or discrimination, in shaping the
client’s behavior, mental processes, willingness to seek treatment, and

likelihood of responding well to it.



Social systems approach

A view which highlights the clients’ roles in various social
networks and the resulting need to use assessment and treatment
methods (such as group, family, or couples therapy) that take into
account the social and cultural forces operating within those

networks.



The Biological Approach

As its name implies, the biological approach to psychology in general is

based on the assumption that behavior and mental processes are largely
shaped by biological processes. Researchers use this approach to study the
behavioral and psychological effects of hormones, genes, brain activity, and
other biological variables. When studying memory, for example, these
researchers might try to identify changes taking place in the brain as
information is stored there. When studying thought processes, they use high-
tech imaging tools to look for patterns of brain activity associated with, say,

making quick decisions or reading a foreign language.

Biological approach
A view that behavior and mental processes are significantly shaped

by biological processes.

Some clinical psychologists take a biological approach, too, because
they recognize that—as is the case when studying any other kind of behavior
—a full understanding of disordered behavior requires identifying the
biological processes associated with it. These clinicians often work with
psychiatrists and neuroscientists to conduct research on the genetic,
hormonal, neuroanatomical, and neurophysiological characteristics of people
with psychological disorders (e.g., McTeague et al.,, 2017; Vermeij, et al.,
2018). They also try to identify genetic and other biological factors that might



increase clients’ risk for developing disorders, predict the severity of those
disorders, and forecast the likelihood of improvement following
psychological and/or drug treatments (e.g., Colodro-Conde et al.,, 2018;
Kambeitz et al., 2017; Luby et al., 2018).

Clinicians have learned that biological factors can influence
psychological disorders in various ways. Sometimes, the influence is
relatively direct, as when alcohol or other drugs cause delirium or other brain
syndromes, when degeneration of neurons in certain brain areas causes
Alzheimer’s disease, and when genetic abnormalities cause particular forms
of intellectual disability. In most if not all cases, though, biological factors
combine with psychological, social, and cultural ones in causing problems
such as depressive, anxiety, personality, and schizophrenia spectrum
disorders (Burke et al., 2016). These multiple causal pathways are included in
biopsychosocial explanations of psychopathology, which try to take all of
them into account (e.g., Kendler et al., 2011).

So even if they do not explicitly adopt a biological approach to clinical
psychology, most clinical researchers and therapists today include biological
factors in their explanations of psychological disorders and in their
assessments of individual clients. They recognize, for example, that a
person’s genetic background, nervous system functioning, learning
experiences, and sociocultural values can combine to create a predisposition,
or diathesis (pronounced “dye-ATH-uh-sis”), for psychological disorders.
Whether the person eventually displays symptoms of disorder is seen to
depend both on the strength of the diathesis and on the kind and amount of
stress the person encounters (Harkness, Hayden, & Lopez-Duran, 2015;
Roisman et al., 2012). For example, a person may have inherited a biological

vulnerability to depression or may have learned depressing patterns of



thinking, but these predispositions might not result in a depressive disorder
unless the person is faced with a severe financial crisis or suffers the loss of a
loved one. If major stressors don’t occur, or if the person has good stress-

coping skills, depressive symptoms might never appear or may be relatively

mild (Canli et al.,, 2006). According to the diathesis—stress model, then,
biological, psychological, and sociocultural factors can predispose us toward
a disorder, but it takes a certain type or amount of stress to actually trigger it
(see Figure 2.5). Another way to think about the diathesis—stress model is in
terms of risk: The more risk factors for a disorder a person has—whether they
take the form of genetic tendencies, personality traits, cultural traditions, or
stressful life events—the more likely it is that the person will display a form

of psychological disorder associated with those risk factors.
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Figure 2.5 Diathesis, Stress, and Disorder

Diathesis—stress explanations suggest that psychological disorders can
result from many combinations of predisposition and stress. Point D shows
disorder stemming from a strong predisposition and relatively little stress.

At Point C, disorder resulted from a weak predisposition but a lot of stress.



Points A and B represent blends of diathesis and stress that are not potent
enough to trigger disorder.

(Source: Bernstein, D. A. (2019). Essentials of psychology (7th ed.), p.
454. Belmont, CA: Wadsworth Cengage Learning)

Diathesis—stress model
The idea that psychopathology stems from a sufficiently potent

mixture of predisposition for disorder and life stressors.

Textbooks on abnormal psychology provide more detailed coverage of
biological factors in psychological disorders, and the biopsychosocial and
diathesis—stress perspectives used to explain them (e.g., Burke et al., 2016).
In later chapters of this book, you will also see the impact of biological

factors in clinical assessment and treatment.



Comparing Approaches: The Case of Rachel Jackson

Our description of the various approaches to clinical psychology might have
left you wondering if perhaps clinicians offer psychodynamic treatment to
clients with unconscious conflicts, classical conditioning programs to clients
with phobias, cognitive behavior therapy for depressed clients, and
humanistic therapy for those whose personal growth has stalled. The short
answer is no. As you will see in the next section, most clinical psychologists
are influenced to some extent by more than one approach, but they tend to
emphasize a particular one in their research, assessment, and treatment
activities. As an example of how various approaches might be applied in a
given case, let’s return to Rachel Jackson, the 17-year-old high school student
whom you met at the beginning of Chapter 1. Recall that Rachel’s worried
mother told a clinical psychologist, Dr. Leon, about Rachel’s questionable
new peer group, her drug use, her crash dieting, and her plummeting grades.
Shortly afterward, Rachel agreed, somewhat reluctantly, to meet with Dr.
Leon, and during that session she described a number of other difficulties,
including sadness over a recent breakup with her boyfriend and worries about
being accepted by her new peer group that have led to difficulty sleeping,
feelings of depression, and occasional thoughts of suicide.

Following an interview like that, all clinicians would recognize the
potential seriousness of Rachel’s situation, and would probably think about it
within a diathesis—stress framework. Their assessment efforts would include
gathering information to try to ensure her safety, including checking for any
potentially dangerous medications that might have been prescribed for her, or

are available to her, whether there are firearms in the home, and the like.



They would also want to know about any genetic and constitutional risk
factors that may have created in Rachel a predisposition toward anxiety,
depression, and substance abuse. The fact that both her parents have shown
signs of depression would be of particular interest, as would any history of,
say, alcoholism in the extended family. Assessment would also focus on
identifying the social, economic, and other stressors in Rachel’s life that may
have triggered the kinds of problems to which she might be particularly
vulnerable. But even clinicians who share the same general diathesis—stress
view of Rachel’s problems are likely to adopt considerably different causal
explanations, diagnostic/assessment methods, and treatment techniques—all
depending on their preferred approach to clinical psychology.
Psychodynamically oriented clinicians would probably speculate about
conscious and unconscious conflicts that motivate Rachel’s behavior, and
perhaps employ one or more of the projective tests described in Chapter 5 to
help reveal them. They might use free association, dream analysis, and other
therapy techniques described in Chapter 8 to help Rachel become aware of
these conflicts and of the psychological defenses, including crash dieting, that
she may be using against them. They might also want to help her understand
how the nature of her childhood relationships, especially her attachment to
her parents, has created an exaggerated need to please others and be accepted.
Humanistically oriented clinicians would focus on helping Rachel to
become aware of how conditions of worth, both in her family and in her peer
group, may have led her to behave in ways designed mainly to gain approval,
though at the cost of distorting her genuine feelings and impairing her
personal growth. They would try to help her become more accepting of
herself as she is, not just as others want her to be. Her parents and siblings

might also be invited for family therapy sessions during which Rachel (and



the others) would have an opportunity to become aware of and express
previously unexpressed feelings.

Behaviorally oriented clinicians might help Rachel learn to recognize
the social situations in which she feels most anxious and to practice dealing
with those situations in ways that allow her to manage her anxiety well
enough as to no longer feel compelled to avoid or escape them. These anxiety
management methods might include relaxation and assertiveness skills.
Therapy might also include role-playing sessions in which she can practice
effective ways of refusing drugs or dealing with snide remarks about her
weight. It might also include development of an eating plan that would
maintain a reasonable weight and help her set up suitable ways to reward
herself for sticking to that plan. To improve her sad mood, Rachel might also
be encouraged to schedule activities that will offer her more and different
sources of reward from her environment. Rachel’s parents might be asked to
participate in treatment sessions aimed at reaching mutually acceptable rules
regarding Rachel’s curfew, studying times, household responsibilities, and
other matters that might have been creating stressful conflicts at home.

Cognitive behavioral clinicians would supplement the behavioral
approach by including efforts in their therapy sessions to help Rachel identify
and re-evaluate some of her self-defeating thoughts or dysfunctional beliefs
and assumptions (e.g., “I have to be liked in order to be happy,” “I can’t
allow myself to fail,” “My social worth depends on my appearance,” “No one
would like the real me”). She would be encouraged to focus on these
thoughts as they occur, to identify the situations in which they are most
likely, and develop and practice more reasonable and adaptive responses to
her own unhelpful thoughts, such as “No one can be liked by everyone,” and

“I’m a valuable person even if X doesn’t think so”. Here again, family



members would probably be included in some treatment sessions, partly to
help them learn how to better support and encourage Rachel’s sense of self-
worth.

Family sessions would surely be scheduled by clinicians who take a
social systems approach, because they would want to focus specifically on
how family dynamics influence Rachel’s problems. Are there conflicts within
the family that are overt or festering under the surface, and if so, are Rachel’s
symptoms reactions to these broader problems that she cannot fully
understand or fix? How do other family members interact with Rachel, and
she with them? Can roles, expectations, or communication patterns be altered
to relieve Rachel, or others in the family, of burdens and help create more
supportive relationships? In other words, clinicians who emphasize the
importance of social systems would look at “Rachel’s problems” as the
family’s problems.

The underlying assumptions and assessment and treatment methods
associated with each approach to clinical psychology are presented in much
more detail in later chapters. Our coverage here is meant only to make you
aware that each of these approaches can be used with virtually any client and

virtually any type of psychological disorder.



In Review Clinical Psychology Branches Out

Approach

Basic Features

Psychoanalytic/psychodynamic

1. Human behavior is determined by
impulses, desires, motives, and conflicts
that are often out of awareness.

2. Psychological problems occur
because clients unsuccessfully defend
against, and unconsciously replay,
internal conflicts experienced in
childhood or later in relation to family,
peers, and authority figures.

3. Treatment is aimed at revealing and
resolving conflicts and improving ego
functioning so as to help clients
recognize and change the ways they
have behaved in the past.

Humanistic

1. Human nature is essentially positive;
clients can be understood only by seeing
the world from their point of view.

2. Problems develop when people try to
avoid experiencing emotions that are
confusing or painful, thus causing them
to become alienated from, and
unaccepting of, their true selves.

3. Therapists treat clients as responsible
individuals who are experts on their own
experiences and who must ultimately
make decisions about their lives.




4. The therapeutic relationship itself is
seen as the primary vehicle through
which therapy achieves its benefits. The
goal is to keep the focus on the client’s
immediate, moment-to-moment
experiences in a supportive atmosphere
of honesty and acceptance.

Behavioral

1. Human behavior is seen as learned
through conditioning and observation of
others.

2. Psychological problems are learned
behaviors that occur in specific
situations or classes of situations.

3. Behavior therapy focuses on changing
environmental factors that had been
maintaining learned maladaptive
responses.

4. Treatment methods are based on
laboratory research on learning and
stresses collection of data to evaluate
treatment effectiveness.

Cognitive/cognitive behavioral

1. Behavior develops through learning
which is accompanied by expectations,
assumptions, beliefs and other kinds of
cognitions.

2. Individuals develop their own ways of
understanding events, and those
explanations affect how they feel and
behave.

3. Psychological problems develop
when people’s beliefs are dysfunctional




and motivate correspondingly
dysfunctional actions.

4. Therapists engage clients in a rational
examination of their beliefs,
encouraging them to test their
hypotheses, explore alternate beliefs,
and practice applying new ways of
thinking.

Social systems

1. Human behavior develops in, and is
maintained by, social networks that can
support functional behavior but can also
lead to psychological disorders.

2. Treatment is aimed at altering
dysfunctional social systems, not just
influencing the behavior of an individual
identified client.

Biological

1. Understanding disordered behavior
requires attention to the biological
factors and processes associated with it,
including genetic, hormonal,
neuroanatomical, and
neurophysiological variables.

2. Biopsychosocial explanations of
psychopathology take biological,
psychological, social, and cultural
factors into account.

3. According to the diathesis—stress
model, biological, psychological, and
sociocultural factors predispose people
to disorder, but it takes stress to trigger
it.




Test Yourself

1. Treatment methods that are based on, but modify, Freud’s
psychoanalytic theories allow therapists to take a more role
during therapy sessions.

2. Humanistic treatment methods are based on the philosophical view
known as

3. The case of “Little Albert” helped to launch the approach to
clinical psychology.

You can find the answers in the Answer Key at the end of the book.

Thinking Scientifically Is it Best to Choose a Single Approach to
Clinical Psychology? (7

As described in the previous sections, each approach to clinical
psychology provides clinicians with a different theoretical framework

that can guide their thinking, their research, and their practice.

What am I being asked to believe?

Most clinicians say that taking a particular approach is beneficial to
them. They argue, for example, that when trying to explain
psychological disorders—whether in general or in a given case
—having a single approach helps them narrow the vast range of
possible causes to a more manageable set that can then be evaluated

through research and applied in practice.

What kind of evidence is available to support the claim?




Evidence for the benefits of taking a particular approach comes
largely from clinicians’ experience-based perceptions, not systematic
data. Clinicians who share the same approach are a bit like groups
who speak a regional dialect. That dialect allows them to understand
each other through a kind of efficient professional shorthand. It also
leads them to develop assessment methods that provide data about the
variables that interest their group, develop treatment techniques based
on their shared explanatory theories of disorder, and conduct the kind
of research they see as best for evaluating the effectiveness of those

treatments.

Are there alternative ways to interpret the evidence, including
those that my biases and preconceptions might have kept me
from seeing?

One problem with speaking a regional dialect is that people from
other regions may not fully understand you, or may misunderstand
you. So, when clinicians who take different approaches have a
professional conversation, they may think they are speaking the same
language, but their differing dialects may lead to miscommunication.
Worse yet, the dialect problem can leave them unaware of substantial
areas of agreement that might appear if their differing vocabularies
were properly translated.

Another problem that can be created by choosing a singular
approach to clinical psychology is that, while the choice can act as a
valuable compass and guide, it can also become a set of blinders.
Some clinicians allow their favorite approach to so completely

organize their thinking about behavior and mental processes that their



views become fossilized, leaving them rigid and closed to potentially
valuable ideas associated with other approaches (Gold & Strickler,
2006). Theoretical approaches should guide us, not imprison us
(Nickerson, 1998). Consider the story of a person with paranoid
schizophrenia who had been repeatedly escaping from the psychiatric
inpatient unit at a hospital. A staff psychiatrist’s biological approach
led him to address the problem through ever-increasing doses of
antipsychotic medication, but the escapes continued. When a different
clinician’s more psychological approach led her to interview the
patient, she discovered that his escapes were motivated by fear of
calling his mother on “bugged” hospital phones. When he was
allowed to use a nearby public phone, he stopped escaping (Rabasca,
1999).

The blinders associated with a particular approach are created
partly because when newer approaches appear, they tend to define
themselves as superior to older ones and thus to reject most or all the
assumptions and methods of competing approaches. The training that
clinical psychology graduate students receive can compound this
problem if professors and clinical supervisors exaggerate the
differences across approaches or show disdain for the ones they don’t
use. The graduates of such programs may automatically adopt,
promote, and teach the approach they were taught without careful
consideration of its strengths and weaknesses compared to those of
alternative approaches. In short, one’s approach to clinical
psychology can morph from an asset to a liability if it creates a focus

so narrow that other potentially valuable concepts and points of view



are overlooked. When this happens, clients are poorly served and the

profession is diminished.

What additional evidence would help to evaluate the alternatives?
Fortunately, most of the problems associated with taking a single
approach to clinical psychology can be reduced by: (a) avoiding the
overzealous commitment to it that fosters conceptual rigidity,
behavioral inflexibility, and obscure jargon; and (b) evaluating that
approach according to rigorous scientific methods and revising the
approach when the data demand it. Understanding and appreciating
other points of view can provide at least some insurance against a
narrow-mindedness that can be detrimental to clinicians and clients
alike. Science thrives on competition among alternative views
(Popper, 1959), and clinical psychology is no exception.

It would also be valuable to have more evidence about how
clinicians choose their approaches to clinical psychology. Freudians
might suggest that unconscious motivation influences the choice,
behaviorists might argue that we tend to choose the approach that was
modeled for us by our mentors and that we find most rewarding, and
humanistic psychologists might seek the answer in the perceived
congruence between a particular approach and the self-concepts of
those who adopt it. Research suggests that trainees’ personality
characteristics, worldview, and general cognitive style influence their
choices (Buckman & Barker, 2010; Kaplan, 1964; Poznanski &
McLennan, 2003), but the truth is that no one really knows why

particular clinicians choose particular approaches.



We do know which ones are most popular, though. Among
clinicians expressing a single preference, cognitive and cognitive
behavioral approaches are named most often (Andersson &
Asmundson, 2008; Hollon & DiGuiseppe, 2011). Psychodynamic
approaches remain popular as well, though not to the extent that they
were a few decades ago. Social systems and biological approaches are
also attractive to many clinicians, but not all clinicians make only one
choice. Many say that they do not confine themselves to a single

approach (Norcross, Hedges, & Castle, 2002). Instead, they tend to

adopt aspects of two or more approaches that they find valuable and
personally satisfying, a position we describe in Chapter 1 as eclectic
or integrative. Various surveys have found that anywhere from 33%
to 67% of clinicians identify themselves as eclectic (Hollanders &
McLeod, 1999; Norcross et al., 2002; Norcross, Karg, & Prochaska,
1997; Slife & Reber, 2001).

The advantages of carefully integrating multiple approaches are
clear—clinicians who are open to a variety of approaches are more
likely to avoid the conceptual blinders created by allegiance to just
one. They are also in a better position to adjust their thinking and
practice when research suggests that they should. But being eclectic is
not easy because the various approaches to clinical psychology are so
varied that it is difficult for trainees to gain in-depth knowledge of all
of them, and the effort to do so might be more confusing than
enlightening (Gastelum et al., 2011). Further, it’s not always clear
how to combine different approaches, as they can be inconsistent. For
example, a psychoanalytic therapist treating Rachel Jackson’s eating

problems might focus on her early childhood experiences, whereas a



behavior therapist might be most interested in the factors that are
currently reinforcing her problematic dieting. Even the time required
to develop solid conceptual grounding in several theories can be
prohibitive, meaning that few if any practicing clinicians or
researchers have an encyclopedic knowledge of the full range of

alternative views.

What conclusions are most reasonable given the kind of evidence
available?

Much as the behavioral and cognitive approaches found common
ground and eventually merged, many clinical psychologists and
clinical psychology training programs today are looking for ways to
integrate what various theoretical approaches have to offer, searching
anew for common elements in the causes of disorders and in the
effectiveness of treatments (often referred to as principles of change;
Elliott et al., 2018; Hofmann & Hayes, 2019; Nolen-Hoeksema &
Watkins, 2011). Some have even suggested that the era of traditional
theoretical orientations—such as psychodynamic, humanistic, or
behavioral—is coming to an end, and that a new unified, integrative
approach is at hand (Melchert, 2011). But change is not easy, and
integrative approaches are still very much works in progress
(Goldfried, Glass, & Arnkoff, 2010; Wampold, Hollon, & Hill, 2010).
The same is true of any scientific field—the confirmation bias that is
characteristic of human thinking makes it difficult for all of us to
recognize the shortcomings of our most beloved theories and to look
beyond them to find better ways to understand and apply what others

have learned. However, true clinical scientists are determined to



overcome these problems for the betterment of their research and

their clients’ welfare.



Looking Ahead

As you can see, the field of clinical psychology has changed a lot over the
years, and the changes continue today. These changes pose challenges as well
as opportunities. In this section, we offer a preview of five newly emerging

trends in clinical psychology whose influence you will see throughout the rest
of this book.



Mechanisms of Change and Transdiagnostic Approaches

As mentioned in Chapter 1, the movement toward empirically supported
therapies (ESTs) focuses on identifying treatments, such as cognitive
behavior therapy, that work best for specific conditions, such as major
depressive disorder (Chambless & Ollendick, 2001). However, some critics
say that this approach is inefficient because it requires clinicians to master a
different package of therapeutic techniques for each specific disorder. They
point out, too, that by focusing attention on matching specific techniques to
specific disorders, the EST approach may lead clinicians to overlook the
common mechanisms of change that may be operating in the treatment of
many different disorders (Hofmann & Hayes, 2019; Rosen & Davison, 2003).
For example, systematic exposure to anxiety-provoking stimuli can be an
effective mechanism of change in many anxiety-related disorders, from
phobias and panic disorder to obsessive-compulsive and posttraumatic stress
disorders. You will see the growing emphasis on common change
mechanisms in our chapters on psychotherapy, particularly when we describe
transdiagnostic approaches to treatment. These approaches seek to promote
the key principles of change that research shows to be operating in the
successful treatment of many psychological disorders (Barlow et al., 2017;
Marchette & Weisz, 2017).



The Burden of Mental Illness and the Science—Practice Gap

There are enormous unmet needs for mental health services in the United
States (Kazdin, 2018; Layard & Clark, 2014; Teachman et al., 2019). For
example, although about 20% of Americans meet the criteria for having a
major mental disorder, just under half of them receive treatment (Mental
Health America, 2018). The percentage who get effective treatment is even
lower. Only about 10% of those with major depressive disorder, for instance,
receive cognitive behavioral, behavioral, or interpersonal therapies, the ones
whose effectiveness is supported by the best available scientific evidence
(McKay & Lilienfeld, 2015). This is just one illustration of the
science—practice gap in mental health services that we refer to throughout
this book. It refers to the sizable divide between what research evidence says
about effective treatments and what clinicians actually do in their day-to-day
clinical practice (Tavris, 2014). It also refers to the gap between what
clinicians have learned about which treatments are effective and feasible in
the real world of clinical practice, and the idealized treatments that
researchers are advocating on the basis of their controlled, laboratory-like
clinical trials.

The burden of mental illness and the size of the two-way
science—practice gap are even greater in many low-and middle-income
countries outside North America. In India and China, for example, about 90%
of people with major mental disorders are receiving inadequate care (Patel et
al., 2016). The picture in many developing countries is even worse.
Fortunately, there is evidence that many of the mechanisms of change

underlying successful treatments for major depression and posttraumatic



stress disorder that work well in North America are also effective for clients
in low- and middle-income countries (Singla et al., 2017). As discussed later,
we still need much more information about the degree to which empirically
supported treatments that were developed in Western cultures work
elsewhere, how those treatments might have to be adapted to individuals
from diverse sociocultural backgrounds, and perhaps most important, how to

ensure that those who most need effective treatment will actually get it.



Mental Hospitals Versus Prisons and Jails

In the 1960s, federal and state governments in the United States began
implementing a policy known as deinstitutionalization, in which patients
were released from large psychiatric hospitals so that they could be treated in
less restrictive environments, including outpatient community mental health
centers. As a result, the number of people confined in psychiatric hospitals
today is only about one-thirtieth of what it was 60 years ago (Carey, 2018).
Unfortunately, as you will see in later chapters, many of these
deinstitutionalized patients received inadequate care in their communities.
Many dropped out of treatment, never to return, and now endure the dangers
of homelessness on city streets or confinement in jails and prisons
(Luhrmann, 2008). As a result, jails and prisons have become the principal
institutions for people with mental illness (Roth, 2018): There are about
45,000 psychiatric patients living in mental hospitals and about 1.3 million
—yes, you read that number correctly—behind bars (Frances, 2013).

These developments raise a difficult question: Should we cling to the
dream of community-based treatment for people with serious mental
disorders, or should we re-open or build more psychiatric hospitals where
many or most of these people could be housed as they were when our pre-
1960s model of mental health care was in force (Orlinsky, 2018; Sisti, Segal,
& Emanuel, 2015)? This complex debate raises a host of scientific, social,

and ethical issues, and clinical psychology is right in the middle of it.



The Changing Landscape of Clinical Practice

Just as the landscape of mental health care has changed substantially in recent
decades, so too have the professional backgrounds of those who offer that
care. As research evidence accumulated to show that one does not need a
doctoral degree in clinical psychology to be an effective psychotherapist
(Atkins & Christiansen, 2001), more and more of the professionals who
deliver psychological treatment are sub-doctoral social workers, mental
health counselors, and marriage and family therapists, rather than doctoral-
level clinical psychologists (McFall, 2006). According to recent survey data,
psychologists and psychiatrists provide 16% and 9% of mental health care,
respectively; the numbers for mental health counselors and social workers are
37% and 29% (APA Center for Workforce Studies, 2014). In the coming
decades, clinical psychologists will need to adjust to a world in which they
are clearly in the minority among mental health service providers.

Adding to their challenge is the fact that the traditional one-to-one, face-
to-face model of psychological treatment may be unsustainable. The pressing
need to alleviate the burden of mental illness highlights the necessity of
considering alternative treatment models in which therapy is delivered: (a) by
closely supervised bachelor’s-level paraprofessionals, (b) via empirically
validated “apps” that are supplemented by occasional meetings with
psychologists, (c) through the use of internet-based self-help instructional
materials, (d) in group therapy formats, and so on (Kazdin & Blase, 2011).
Implementing new approaches to mental health delivery creates a host of
challenges, chief among them is how to ensure consistent quality of service.

These challenges will have to be met, though, if we are to help the millions of



troubled people around the world who are receiving inadequate mental health

care or no mental health care at all.



New Approaches to Diagnosing Psychological Disorders

As we mentioned earlier in this chapter, the diagnosis of psychological
disorders by clinicians in the United States and elsewhere has long been
guided by the classification systems inspired by Emile Kraepelin’s work on
the signs and symptoms of mental illness. These systems are found in the
latest editions of the Diagnostic and Statistical Manual (DSM) of the
American Psychiatric  Association (DSM-5; American Psychiatric
Association, 2013), and the International Statistical Classification of
Diseases and Related Health Problems (ICD-11; World Health Organization,
2018a). Over the past decade in particular, however, there has been growing
dissatisfaction with the traditional emphasis on basing diagnosis on signs and
symptoms (Mayes & Horwitz, 2005). Critics see signs and symptoms as
superficial evidence of the psychological and neural processes that underlie
disorders, but do not provide information about the processes themselves
(Kihlstrom, 2002). It is, they say, like relying on the presence of fever to
classify medical conditions when, in fact, fever is merely a superficial sign of
an underlying infection that could be anything from a common cold or the flu
to malaria or meningitis. Similarly, signs and symptoms such as depressed
mood or panic attacks might reflect any number of underlying psychological
and biological processes.

With these criticisms in mind, clinical psychologists and psychiatrists
are developing a number of alternative approaches to diagnosis. One of the
most prominent of these is emerging from the Research Domain Criteria
(RDoC), a large-scale project initiated by the National Institute of Mental

Health. Harking back to the earliest medical models, it conceptualizes mental



disorders as brain diseases generated by disturbances in neural circuitry (Insel
& Cuthbert, 2015). Proponents of the RDoC say that a proper system for
classifying psychopathology should focus on identifying the disrupted
systems in the brain and elsewhere that lead to the appearance of various
psychological disorders. For example, many anxiety disorders, such as panic
disorder, may reflect overactivity of brain-based threat systems, whereas
many substance use disorders may reflect disruption in brain-based reward
systems. This RDoC approach to diagnosis has itself been criticized by those
who fault it for paying too little attention to non-biological influences on
psychopathology, such as the social environment and early psychological
development (Lilienfeld & Treadway, 2016).

Another prominent alternative diagnostic approach is called the
Hierarchical Taxonomy of Psychopathology (HiTOP). Its advocates argue
that mental disorders should be thought of as extreme versions of the general
personality traits measured by some of the tests described in Chapter 3, such
as introversion, neuroticism, and impulsivity (Kotov et al., 2017). From the
HiTOP perspective, various forms of psychopathology arise when either very
high or very low levels of personality traits combine in maladaptive ways.
For example, alcohol-use disorder, formerly called alcoholism, may often be
produced largely by high levels of anxiety combined with high levels of
impulsivity.

The long-term impact of these alternative diagnostic approaches remains
to be seen, and the same can be said about the impact of the other emerging
trends described here. They are all playing a role in shaping the future of
clinical psychology, though, so stay tuned for further discussion of them in

the chapters to come.



Chapter Summary

Clinical psychology has grown rapidly since its birth in the late 19th century.
Although it began primarily as a laboratory-based research discipline, clinical
psychology soon grew into an applied one, first in Witmer’s psychology
clinic, then in psychological tes