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LESSON 01
MENTAL HEALTH TODAY A QUICK LOOK OF THE PICTURE!!
A recent national study of psychiatric disorders in America found that,

*  Approximately 30% of adults or 70 million people were diagnosed with at least one psychiatric
disorder.

* 10 million people are suffering with mood disorder and major depression

e 15 million people with Anxiety disorders.

* 1 million people with schizophrenic disorder.

* 500,000 people with eating disorder and most of them are women.

Clinical psychologists are on the front line in the treatment of these mental health problems.

WHAT IS CLINICAL PSYCHOLOGY?

Clinical psychology is an exciting and growing field that encompasses both research and practice related
to psychopathology and to mental and physical health. Understanding, treating and preventing mental
health problems and their associate effect is the business of clinical psychology.

Clinical psychologists play a central role in the assessment, diagnosis, treatment and prevention of
mental health problems.

Through the use of psychological tests, interviews, observations of behavior, various forms of
psychological treatment (e.g. cognitive behavioral therapy, interpersonal psychotherapy, marital and
family therapy) clinical psychologists are on the front line in the treatment of mental health problems.

They are increasingly involved in the treatment of behavioral and psychological factors that are related
to physical diseases, including cancer, heart disease, diabetes, asthma and chronic pain etc.

They are also involved in the delivery of programs to prevent mental health problems and to promote
positive mental and physical health.

As a result, clinical psychologists engage in work in which the stakes are high and the opportunities are
great to bring meaningful changes in the lives of others.

The word “Clinical”, derived from the Latin and Greek words for Bed, suggests the treatment of
individuals who are ill. But clinical psychology has come to mean a broader area than just mental illness
of individuals. Among the ultimate aims of clinical psychology are the psychological well-being and
beneficial behavior of persons; therefore, it focuses on internal psychobiological conditions and on
external social and physical environments within which individuals function.

Clinical psychology is the largest single specialty within psychology that deals with principles and skills
applied outside the laboratory, it is by no means all of applied psychology, which includes industrial,
educational, organizational, military and several other specialties.

DEFINITION OF CLINICAL PSYCHOLOGY

In a recent attempt to define and describe clinical psychology, J.H. Resnick (1991) has proposed the
following definition and description of clinical psychology:
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“The field of clinical psychology involves research, teaching, and services relevant to the applications of
principles, methods and procedures for understanding, predicting and alleviating intellectual, emotional,
biological, psychological, social and behavioral maladjustment, disability and discomfort, applied to a
wide range of client population”.

OTHER DEFINITIONS OF CLINICAL PSYCHOLOGY

Clinical Psychology is a branch of psychology devoted to the study, diagnosis, and treatment of people
with mental illnesses and other psychological disorders.

Clinical psychology is the scientific study, diagnosis, and treatment of people who have psychological
problems adjusting to themselves and the environment. Clinical psychologists deal with both normal
and abnormal behaviors. They administer and interpret psychological tests, and assist in the
diagnosis and treatment of mental disorders. They also study the structure and development of
personality.

Clinical psychology is a broad field of practice and research within the discipline of psychology, which
applies psychological principles to the assessment, prevention, amelioration, and rehabilitation of
psychological distress, disability, dysfunctional behaviors, and health-risk behaviors, and to the
enhancement of psychological and physical well-being.

Clinical psychology includes both scientific research, focusing on the search for general principles, and
clinical service, focusing on the study and care of clients, and information gathered from each of these
activities influences practice and research.

Clinical psychology is a broad approach to human problems (both individual and interpersonal)
consisting of assessment, diagnosis, consultation, treatment, program development, administration, and
research with regard to numerous populations, including children, adolescents, adults, the elderly,
families, groups, and disadvantaged persons.

Clinical psychology focuses on the assessment, treatment, and understanding of psychological and
behavioral problems and disorders. In fact, clinical psychology focuses its efforts on the ways in which
the human psyche interacts with physical, emotional, and social aspects of health and dysfunction.

According to the American Psychological Association, clinical psychology attempts to use the
principles of psychology to better understand, predict, and alleviate 'intellectual, emotional,
psychological, and behavioral disability and discomfort" (American Psychological Association, 1981).

Clinical psychology is "the aspect of psychological science and practice concerned with the analysis,
treatment, and prevention of human psychological disabilities and with the enhancing of personal
adjustment and effectiveness" (Rodnick, 1985).

Thus, clinical psychology uses what is known about the principles of human behavior to help people
with the numerous troubles and concerns they experience during the course of life in their relationships,
emotions, and physical selves. For example, a clinical psychologist might evaluate a child using
intellectual and educational tests to determine if the child has a learning disability or an attentional
problem that might contribute to poor school performance. Another example includes a psychologist
who treats an adult experiencing severe depression following a recent divorce. People experiencing
alcohol addiction, hallucinations, compulsive eating, sexual dysfunctions, physical abuse, suicidal
impulses, and head injuries are a few of the many problem areas that are of interest to clinical
psychologists.

To summarize,
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Clinical psychology is a broad approach to human problems (both individual and interpersonal)
consisting of assessment, diagnosis, consultation, treatment, program development, administration, and
research with regard to numerous populations, including children, adolescents, adults, the elderly,
families, groups etc.

Clinical psychologists work with a broad range of populations, including the following: individuals
(infants, children, adolescents, adults, and the elderly); couples (regardless of gender composition);
families (traditional, multi- generational, and blended families); groups; organizations; and systems.

MENTAL HEALTH PROFESSIONS THAT ARE CLOSELY RELATED TO CLINICAL
PSYCHOLOGY

Many people are unaware of the similarities and differences between clinical psychology and related
fields, e.g. a popular question is, what is the difference between a psychologist and a psychiatrist, or
between a clinical psychologist and a counseling psychologist.. Since almost all of the mental health
disciplines share certain activities such as conducting psychotherapy, understanding differences between
these fields can be very challenging.

Before we examine the nature of activities that are done by clinical psychologists, let us briefly review
some of the other major professions in the mental health field.

Major professions in the mental health field other than Clinical Psychology include the following:

1. PSYCHIATRISTS

2. COUNSELING PSYCHOLOGISTS

3. PSYCHIATRIC SOCIAL WORKERS
4. REHABILITATION PSYCHOLOGISTS
5. SCHOOL PSYCHOLOGISTS

6. HEALTH PSYCHOLOGISTS

7. PSYCHIATRIC NURSES

8. PARAPROFESSIONALS

1. THE PSYCHIATRISTS

The psychiatrics are physicians. Psychiatry is rooted in the medical tradition and exists within the
framework of organized medicine. Because of the medical training, they may prescribe medications,
treat physical ailments and give physical examination.

In addition to their concentration on psychotherapy and psychiatric diagnosis, they make extensive use
of a variety of medications in treating their patients' psychological difficulties. Furthermore, their
medical training makes them potentially better able to recognize medical problems that may be
contributing to the patient’s psychological distress.

EDUCATION &TRAINING OF A PSYCHIATRIST

Specific training in psychiatry begins only after a physician receive his/her MBBS or MD degree and
takes the 4 years residency training in psychiatry with further specialized training following the
completion of residency.

DIFFERENCE BETWEEN A CLINICAL PSYCHOLOGIST AND PSYCHIATRIST

Before receiving psychiatric training, a psychiatrist complete four years of the medical degree and the
general medical internship. In contrast to psychiatrists, a clinical psychologist typically receives no
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training in medicine, receives more extensive training in human behavior and formal assessment of
psychological functioning and receives extensive training in scientific research methods.

Psychiatrists often come from an authoritarian tradition. The psychiatrist is an expert who tells patients
what is wrong with them and then may prescribe medication to make things right. In contrast, clinical
psychologist frequently emphasizes to troubled clients their autonomy and the necessity that they, as
clients, collaborate with the therapist in the change process.

Usually psychiatrists give emphasis on the use of medication in the treatment of problems. In contrast,
clinical psychologist stress that client must learn to come to grips psychologically with their problems in
living. Traditionally, clinical psychologists have been committed to the power of words (the talking
cure) and to the process of thought and social learning. They do not subscribe to the credo of “better
living through chemistry” when applied to psychological problems.

2. COUNSELING PSYCHOLOGIST

The activities of counseling psychologists overlap with those of clinical psychologist. Although both
fields generally differ in philosophy, training, emphasis, and curriculum, but counseling psychology is
perhaps the most similar to clinical psychology in actual practice.

Like clinical psychologist, counseling psychologists generally major in psychology as undergraduates,
attend a four-year graduate training program, one-year clinical internship and complete postdoctoral
training prior to obtaining their license as a psychologist.

Their principle method of assessment is usually the interview but they also do testing. Historically they
have a great deal of educational and occupational counseling. More recently, many have begin to
employ cognitive- behavioral techniques and even biofeedback

HOW CLINICAL PSYCHOLOGY DIFFERS FROM COUNSELING PSYCHOLOGY

The field of clinical psychology is much larger in terms of the number of doctoral- level professionals as
well as the number of accredited doctoral training programs. There are approximately three times as
many accredited doctoral program, producing four times as many graduates in clinical rather than in
counseling, whereas counseling psychology is less large in the number of doctoral level professions and
training programs.

Clinical psychologist deals with all kinds of patients (mild, moderate or severe). They are less likely to
specialize in career assessment, while counseling psychologist are more likely to provide services for
mildly disturbed. They are more likely to specialize in career or vocational assessment.

Clinical psychologists concentrate primarily on the treatment of severe emotional disorder. They treat
their patients through psychotherapies and their most emphasis is on past, while counselors work with
Persons, groups, families and systems who are experiencing situational,(mild to moderate) adjustment,
and/or vocational problems. They focus more on education & changing the cognition of their client.
Clinical psychologists usually employ long-term sessions, while short term sessions are used by
counseling psychologists (approximately 6-7 minimum and 14-15 maximum).

3. PSYCHIATRIC SOCIAL WORKERS

A psychiatric social worker receives a degree of Master of Social Work after two years of graduate
training.

Psychiatric social workers typically conduct psychotherapy on an individual or group basis. They tend
to deal with the social forces that are contributing to the patient’s difficulties. They take the case history,
interview employers and relatives, and make arrangements for vocational placement of patients.

© Copyright Virtual University of Pakistan 5



Clinical Psychology— (PSY401) VU

HOW PSYCHIATRIC SOCIAL WORKER DIFFERS FROM A CLINICAL PSYCHOLOGIST

Compared to the training of clinical psychologist, a psychiatric social worker’s training is rather brief.
The responsibilities of a psychiatric social worker are not as vast as those of clinical psychologists.

In contrast to clinical psychologists, who provide services at clinic or hospital, psychiatric social
workers are more likely to visit the home, factory or the street -- the places where the patient spend the
bulk of their lives.

4. REHABILITATION PSYCHOLOGISTS

Rehabilitation psychologists focus on people who are physically or cognitively disabled. The disability
may result from a birth defect or later illness or injury. Rehabilitation psychologists help individuals
adjust to their disabilities and the physical, psychological, social, and environmental barriers that often
accompany them. Their most frequent places of employment are in rehabilitation institutes and
hospitals.

5. SCHOOL PSYCHOLOGISTS

They work with school educators and others to promote the intellectual, social and emotional growth of
school children. Their work is important as they deal with a new generation.

At times they have to develop programs for children who may have special needs. They also assess
these children and help them based on what their needs are.

6. HEALTH PSYCHOLOGISTS

Health psychologists through their research or practice, contribute to the promotion and maintenance of
good health.

They are also involved in the prevention and treatment of illness.

They may design, execute, and study programs to help people stop things like smoking, manage stress,
lose weight or stay fit. Health psychologists also work in medical centers, and they also work as
consultants for business and industry.

7. PSYCHIATRIC NURSES

Psychiatric nurses receive their basic training in nursing as part of two-year program to be a registered
nurse.

Because psychiatric nurses spend many hours in close contact with patients, they are not only in a
position to provide information about patients' hospital adjustment, but they can also play a crucial and
sensitive role in fostering an appropriate therapeutic environment.

They work in close collaboration with the psychiatrists or clinical psychologists, and they (along with
those they supervise - attendants, nurse's aides, volunteers, and so on) implement therapeutic
recommendations.

They, cannot conduct psychotherapeutic sessions by themselves, but provide help to professionals.

xPARA-PROFESSIONALS

»People who are trained to assist professional mental health workers are called Paraprofessionals.
They, just like psychiatric nurses, cannot conduct psychotherapeutic sessions by themselves, but provide
help to professionals.
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UNIQUE FEATURES OF CLINICAL PSYCHOLOGY

HOW DOES CLINICAL PSYCHOLOGY DIFFER FROM OTHER BRANCHES OF
PSYCHOLOGY?

Although clinical psychology is tied to the rest of psychology through scientific research, clinical
psychology is, at the same time, different from other areas of psychology.

Clinical psychology is unique specifically in its commitment to the use of psychological research to
enhance the well being of individuals.

The different areas besides clinical psychology are school psychology, cognitive psychology,
developmental psychology, experimental psychology, social psychology, personality psychology,
industrial or organizational psychology, physiological psychology and so on.

Unlike clinical psychologist they are not mandated to complete an internship or postdoctoral fellowship.

They have different areas of expertise and skills but generally do not assess or treat patients
experiencing emotional, behavioral, interpersonal or other clinical problems. In contrast clinical
psychologists deal with all these problems.

They are not considered mental health professionals as clinical psychologists are, and may not even be
interested in human behavior, e.g. an experimental psychologist might conduct research on the memory
functioning of cats. A social psychologist might be interested in the social functioning of groups of
primates. A physiological psychologist might be interested in how organisms such as snail learn new
behavior. In contrast clinical psychologists deal with human behavior.

These psychologists might be interested in human behavior but not in abnormal or clinical problems.

With the exception of industrial organizational psychology, these psychologists do not obtain a license
to practice psychologically and therefore do not treat clinical patients.

CONCLUSION

Clinical psychology is a broad field of practice and research within the discipline of psychology, which
applies psychological principles to the assessment, prevention, amelioration, and rehabilitation of
psychological distress, disability, dysfunctional behavior, and health-risk behavior, and to the
enhancement of psychological and physical well-being.

In short, clinical psychology is a branch of psychology concerned with the practical application of
research findings and research methodology in the fields of mental and physical health.
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LESSON 02

THE SKILLS & ACTIVITIES OF A CLINICAL PSYCHOLOGIST
WHO IS A CLINICAL PSYCHOLOGIST?

A clinical psychologist is a professional who applies principles and procedures to understand, predict
and alleviate intellectual, emotional, psychological and behavioral problems”

(American Psychological Association).
PROFESSIONAL SKILLS / ACTIVITIES OF A CLINICAL PSYCHOLOGIST

The fundamental skill areas that are essential for competent functioning as a clinical psychologist within
the areas of mental health include the following:

Assessment & Diagnosis
Intervention & Therapy
Teaching

Clinical Supervision
Research

Consultation

Program Development
Administration

PN R L=

1. ASSESSMENT & DIAGNOSIS
ASSESSMENT

Assessment has long been a critical part of the clinical psychologist’s role. Clinical psychologists most
commonly administer psychological tests for the purposes of assessing a person's mental health.
Assessment, whether through observation, testing or interviewing, is a way of gathering information so
that an important question can be solved. Assessment of an individual's development, behavior,
intellect, interests, personality, cognitive processes, emotional functioning, and social functioning are
performed by clinical psychologists, as are assessment activities directed toward couples, families, and
groups.

Interpretation of assessment results, and integration of these results with other information available, in
a way that is sensitive to the client, and particularly clients of special populations, is an essential skill of
clinical psychologists. The process of assessment is very important as it leads to the diagnosis of the
client’s problem(s).

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

A child who is failing the fourth grade is administered an intelligence test to check if there is an
intellectual deficit; a student with an undesirable behavior in class is administered a personality test to
check the presence of anti-social personality traits.

Clinical psychologists also conduct detailed interviews with patients, asking questions intended to
reveal signs of a psychological problem. At times, it is difficult to determine whether someone should
be identified as having a psychological disorder. According to the American Psychiatric Association, a
pattern of behavior or thinking is considered a psychological disorder only if

(1) The person is experiencing significant distress or impairment,
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(2) The source of the problem resides within the person and is not a normal response to negative life
events, and

(3) The problem is not a deliberate reaction to conditions such as poverty, prejudice, or conflicts with
society.

DIAGNOSIS

To formulate an effective method of treatment, clinical psychologists must not only determine that there
is a problem but also must make a specific diagnosis. That is, they must identify the specific disorder or
problem affecting the patient. Clinical psychologists are trained to assess, and make functional
diagnoses regarding intellectual level, cognitive, emotional, social, and behavioral functioning, as well
as mental and psychological disorders. For this purpose, the most widely used diagnostic scheme in the
United States is the Diagnostic and Statistical Manual of Mental Disorders, a reference book published
by the American Psychiatric Association. This manual contains a complete list of psychological
disorders classified into 16 broad categories.

For example, panic disorder, post-traumatic stress disorder, obsessive-compulsive disorder, and phobias
are grouped under the category of anxiety disorders. The manual describes the main symptoms for each
disorder in concrete behavioral terms. It also gives the prevalence rates for men and women in the
population; a list of predisposing factors; the normal age of onset; and the prognosis, or expected
outcome.

In clinical settings, diagnoses may be made formally, using widely accepted criteria, such as the DSM
IV, or informally, such as diagnosis of family dynamics using a particular theoretical model.

2. INTERVENTION & THERAPY

A major activity of clinical psychologists is intervention or treatment. Many clinical psychologists work
directly with people who have a mental illness or psychological disorder. By choosing an appropriate
treatment, clinical psychologists can help such people overcome their problem or, at minimum, manage
their symptoms. All psychological intervention rests on the ability to develop and maintain functional
therapeutic relationships with clients.

Intervention is an important skill, as clients seen by clinical psychologists are often highly distressed
and sensitive. The major purpose of intervention is to empower individuals to make adaptive choices
and to gain healthy control of their own lives.

All interventions require skill in the following tasks: conceptualization of the problem; formulation of a
treatment plan; implementation of the treatment plan; and evaluation of the accuracy and completeness
of the above mentioned tasks, as well as outcome of the intervention.

Psychotherapy is the activity that most frequently engages the typical clinician’s efforts and to which
the most time is devoted. The lay person often has an image of the therapy situation as one in which the
client lies on a couch while the therapist, bearded and mysterious, sits behind with notepad and
furrowed brow. Actually, therapy comes in many different sizes and shapes. A few therapists still use a
couch, but more often the client sits in a chair adjacent to the therapist’s desk.

Most often therapy involves a one- to- one relationship, but today couple’s therapy, family therapy and
group therapy are also very common. The therapist and client meet regularly, typically (but not
necessarily) in weekly sessions, to work out the solution of the client's problems until both agree that the
client has substantially improved and does not need further treatment. Although clinical psychologists
cannot prescribe medication, they often combine psychotherapy with drug treatment by working in
collaboration with the client's physician.
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There are many different approaches to the practice of psychotherapy. Each is based on different ideas
about the sources of personal problems. Most therapies can be classified as:

=  Psychodynamic
= Humanistic

= Behavioral,

= Cognitive, or

= Eclectic

This manual contains a complete list of psychological disorders classified into 16 broad categories.

For example, panic disorder, post-traumatic stress disorder, obsessive-compulsive disorder, and phobias
are grouped under the category of anxiety disorders. The manual describes the main symptoms for each
disorder in concrete behavioral terms. It also gives the prevalence rates for men and women in the
population; a list of predisposing factors; the normal age of onset; and the prognosis, or expected
outcome.

3. TEACHING

Clinical psychologists who have full or part- time academic appointments obviously devote a
considerable amount of time to teaching. Those, whose responsibilities are primarily in the area of
graduate education, teach courses in advanced psychopathology, psychological testing, interviewing,
intervention, personality theory and so on. Some also teach abnormal psychology, introduction to
clinical psychology. Much of this teaching is of the familiar class- room lecture type. But a considerable
amount of teaching is also done on a one- to- one, supervisory basis.

Clinical psychologists in clinical setting may also teach informal classes or do orientation works with
other mental health personnel, such as nurses, aides, social worker, occupational therapist and so on. In
some cases the clinician may go out into the community and lead workshops on various topics for police
officers, volunteers, ministers, probation officers and others.

4. CLINICAL SUPERVISION

This activity is another form of teaching. However, it typically involves more one- to- one teaching,
small group approaches, and other less formal, non class room varieties of instruction. Clinical
psychologists often spend significant portions of their time supervising students, interns and others.
Becoming skilled in the therapy and assessment techniques requires more than just reading textbooks. It
also involves seeing clients and then discussing their cases with a more experienced supervisor.

During supervision, clinical psychologists discuss the trainee's clinical cases in depth while providing
therapeutic guidance as they learn psychotherapy or psychological testing skills. In short one learns by
doing but under the controlled and secure conditions of a trainee- supervisor relationship.

5. RESEARCH

Clinical psychology has grown out of an academic research tradition. As a result, when clinical training
programs were first established after World War I, the scientist- practitioner model was adopted. This
meant that in contrast to other mental health workers such as psychiatrist or social worker, all clinicians
were to be trained both as scientist and as practitioner. Although this research emphasis may not be as
prominent in some training programs as it once was, the fact remains that clinical psychologists are in a
unique position both to evaluate research conducted by others and to conduct their own research.
Clinical psychology research can be both basic and applied. Among the health care professions, clinical
psychology is one of the few to provide extensive research training. Thus, clinical psychologists are
well suited to design, implement, and evaluate research and conduct program evaluation/quality
assurance programs as part of their activities.
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Research is an integral activity of clinical psychologists working in academic and clinical settings. The
range of research projects carried out by clinicians is enormous. Clinical studies include search for the
causes of mental disorders, development and validation of assessment devices, evaluation of therapy
techniques and so on. By virtue of their training in research, clinical psychologists have the ability both
to consume and produce new knowledge.

6. CONSULTATION

Consultation, regardless of the setting in which it occurs, or the particular purpose it has, is a significant
activity of many clinical psychologists. A growing number of clinical psychologists serve as
consultants. In consultation, the goal is to increase the effectiveness of those to whom one’s efforts are
directed by imparting to them some degree of expertise. Consultation might involve an informal
discussion, a brief report, or a more ongoing and formal consultation arrangement. It takes innumerable
forms, in many different settings.

For example, companies might consult with a clinical psychologist to help reduce co-worker conflicts or
provide stress management strategies for high stress employees such as business executives, fire
fighters, police officers, or prison guards. Consultation might involve helping a physician to better
manage patient non-compliance with unpleasant medical procedures. Consultation might also include
assessment, teaching, research, and brief psychotherapy activities.

Consultation can run the gamut from clinical cases to matter of business, personnel and profit. It can
deal with individuals or entire organizations. Sometimes it is remedial, other times it is oriented toward
prevention.

7. PROGRAM DEVELOPMENT

Clinical psychologists are often asked to contribute to the development of treatment/evaluation
programs, and should obtain appropriate supervised experience in such activities during their training.
They typically work with other professionals, either directly or indirectly, who are also providing
professional services to the client.

As such, clinical psychologists must be skilled in interacting with other professionals in a respectful and
helpful manner to develop successful programs.

8. ADMINISTRATION

Nearly every clinical psychologist spends time on administrative tasks. For example, client records must
be maintained, the clients' clinical reports must be maintained, the policies and procedures for clinical or
research operations are to be developed, etc.

Some clinicians become full- time administrators. It would be difficult to list all the sorts of
administrative posts held by clinical psychologists. However, here are a few examples:

Head of a university psychology department, director of a veterans administration clinic, vice president
of a consulting firm, director of the clinical training program, chief psychologist in the hospital etc.

To Summarize,

We can say that, CLINICAL PSYCHOLOGY is one of the largest and most popular fields in
psychology. Clinical psychologists assess and treat a wide range of psychological problems. These
problems range from short-term emotional crises, such as those due to family conflicts, to severe and
chronic mental illnesses, such as schizophrenia.
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Some clinical psychologists specialize in treating specific problems, such as phobias or depression.
Others specialize in treating specific populations, such as children, the elderly, or members of ethnic
minority groups.

Clinical psychologists usually seek to treat emotional and behavioral problems with psychotherapy, a
form of intervention that relies primarily on verbal communication between therapist and client. In
addition, many clinical psychologists study the normal human personality and the ways in which
individuals differ from one another in their patterns of thinking, feeling, behaving, and relating to
others.

Still other clinical psychologists administer and interpret various kinds of psychological tests. These
include personality tests, intelligence tests, and aptitude tests. These tests are routinely given in schools
and businesses to assess an individual's skills, interests, and emotional functioning.

Clinical psychologists also use psychological tests to diagnose possible mental disorders. By identifying
early signs of distress or mental disturbance, clinical
psychologists work to promote mental health and to prevent mental disorders.

EDUCATION AND TRAINING OF A CLINICAL PSYCHOLOGIST

The road to becoming a clinical psychologist is a long one divided by a number of distinct stages and
phases that include college, graduate school, clinical internship, post doctoral fellowship, licensure and
finally employment, continuing education and advanced certification.

EDUCATION
GRADUATE WORK

The typical clinical psychology student in the United States completes a bachelor’s degree and then five
years of graduate work. It typically includes training in assessment, research, diagnosis and therapeutic
skills, along with an internship.

MASTERS DEGREE PROGRAM

There are also clinical psychology programs that award the master’s degree. Because of contemporary
licensing laws that dictate who may practice independently as a psychologist, fewer individuals
graduating from master’s programs can achieve in the way of professional independence. Past evidence
suggests that sub doctoral-level clinicians, are paid less, and are not perceived fully licensed to practice
independently. The American Psychological Association also accepts the doctoral degree alone as the
key to work as an independent professional.

PHD / PSY.D PROGRAM

A student interested in obtaining a doctorate degree in clinical psychology can choose between two
types of degrees; the traditional PhD (Doctorate of Philosophy) or Psy.D (Doctorate of Psychology).
Although the American Psychological Association recommends a core curriculum of courses and
activities (APA 1987b), each program maintain its own unique orientation based on the faculty and the
traditions of the programs.

In researching graduate programs, one will find that each program has its own unique balance on
emphasizing the roles of biological, psychological and social factors in human behavior.
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POST DOCTORATE

It requires 1-2 years of post doctoral training and supervision before one is eligible to take the national
licensing examination. It includes clinical work as well as research, teaching and other professional
activities.

Overall students interested in becoming clinical psychologists and gaining admission into quality
graduate programs must take their college experience very seriously. Completing courses in psychology,
research design and statistics as well as having excellent grades, GRE scores and clinical experience
during the college years are very important.

CLINICAL PSYCHOLOGY EDUCATION IN PAKISTAN

To be a clinical psychologist, students have to complete Masters in Psychology (M.Sc. Psychology)
from an HEC recognized university. After that they must take a specialization course in clinical
practice.

It is not necessary to take a GRE test to get admission to any of the specialized clinical training
programs offered within the country. An excellent GPA and a good score in entry test and interview,
however, is a must.

The following specializations are being offered in Pakistan:
Advanced Diploma in Clinical Psychology (ADCP) duration: 18 months.
Masters in Clinical Psychology (M.S. Clinical) duration: 2 years.

Doctorate in Clinical Psychology (D. Clinical) duration: 2 years (after M.S. Clinical) or 3 years (after
ADCP).

TRAINING OF A CLINICAL PSYCHOLOGIST

The process of training of a clinical psychologist is very long and intensive. There are disagreements
among clinicians as to how to train the psychologists and in what direction the field should move.
However it is useful to remember that clinical psychology is but a specialized application of the more
basic core of psychology.

Within the United States, two different models of training have developed, one leading to the doctor of
Philosophy (PhD). The other is the doctor of Psychology

(Psy.D) degree. The basic difference between the two lies in their relative emphasis on the importance
of psychological research in the training of doctoral level clinical psychologists. The predominant
training philosophy in clinical psychology today is the scientist-practitioner model (leading to PhD).

COURSEWORK

Clinical students normally must take a series of basic courses such as statistics and research design,
biological foundations of behavior, social psychology,

developmental psychology, and cognitive psychology.

The exact number and content of these courses will vary somewhat from program to program. The
intent is to give the student an understanding of the basics that underlie human behavior or that permit
us to investigate that behavior.

These courses provide a strong scientific foundation for the student’s clinical training and give life to
the scientist-practitioner model in clinical psychology. Clinical students also enroll in several courses
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that teach the fundamentals of clinical practice or deal with clinical topics at an advanced level. For
example, there are often courses in psychopathology, theory and research in therapy, or principles of
cognitive-behavioral interventions, or seminars in such topics as schizophrenia, methods of family and
group therapy, community psychology, or neuropsychological assessment.

PRACTICUM WORK

Books and coursework are fine, but ultimately one must learn by doing. As a result, all programs seek to
build the student’s clinical skills through exposure to clinical practice.

The dictionary defines a practicum as “work done by an advanced student that involves the practical
application of previously studies theory”. Whatever the specific form or content of the practicum
experience, it is a major vehicle for the acquisition of specific clinical skills.

The student’s practicum work is supervised by clinical faculty member or by clinicians in the
community who have special skills. Most psychology departments that have clinical training programs
also operate a psychological clinic.

RESEARCH

The implementation of the scientist-practitioner model requires that the student develop research
competency. This is accomplished through courses in statistics, computer methods, and research
methodology and also by active participation in research projects. There are differences among schools
as to the extent of their commitment to the scientist-practitioner approach to training. Programs that
emphasize the research commitment usually see to it that research experience is not confined to the
thesis and dissertation. In one department, for example, each clinical student joins the research “team”
of a faculty member.

THE INTERNSHIP

The internship is a vital part of any training program. It is the capstone of the student’s previous
experience in clinical courses and practice and provides the experience that begins to consolidate the
scientist-practitioner role. It allows the student to work full-time in a professional setting, and also in
acquiring new skills.

An internship of one sort or another is required of all students in clinical programs accredited by the
APA. The internship most often seems to come at the end of graduate training.

To Summarize,

Clinical psychologist's training is an essential factor to warrant professional competence. Such training
is the starting point of psychologist's professional activity and has to be permanently updated. Training
has to be theoretical as well as practical and must use appropriate methodology according to specific
targets to be reached.
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Lesson 03

HOW A CLINICAL PSYCHOLOGIST THINKS

Although the science and the practice of clinical psychology may sound different, they are linked by a
common way of thinking about people and the problems they experience. A series of four tasks are
central to how clinical psychologists think about people and problems, whether in generating research
and knowledge for the field as a whole or for gaining a better understanding of a given individual.

These tasks are:
1. Description,
2. Explanation,
3. Prediction, and
4. Change of human functioning.

1. Description

Accurate understanding of any individual or any psychological problem begins with a careful
description of the person and the contexts in which she or he lives. In individual cases this description
includes attention to the nature of the person's current functioning as well as a careful documentation of
his / her prior development.

In the broader field of clinical psychology, this description includes the development of systems for
classification or categorization (taxonomies) of problems that are considered the subject matter of the
field, the development of sound tools for the measurement of these problems, and documentation of the
prevalence of these problems.

Brian’s Case; an example

Imagine that you are working as a clinical psychologist, and an adolescent is referred to you for help.
Brian is 16 years old. Approximately one year ago his parents went through a very difficult divorce.
Following his parents' divorce, Brian, his mother, and younger sister moved to a new town in order for
his mother to begin a new job and for the family to try to "start over". Because Brian's father did not
provide regular financial support, the family was faced with significant economic difficulties as they
tried to get by on his mother's salary. Brian did not adjust well either to his parents' divorce or to the
move to a new school and town. He had difficulty making new friends at school and became
progressively more withdrawn and lonely. Three months before coming to see you, Brian became
severely depressed and made a serious, but uncompleted, suicide attempt.

You are faced with a number of important questions in your initial meetings with him. Is there a specific
pattern of behaviors, thoughts, or feelings that characterize the difficulties that Brian is experiencing?
Are these problems unique to him, or are they similar to difficulties experienced by other people?

After some initial information has been obtained about a person, clinical psychologists must formulate a
series of questions to systematically gain more information. These questions should be guided by a
sound theory of human behavior and by research findings regarding the problems of the individual
client.

The questions may include the following:

What are Brian's strengths and competencies?

In what areas of life has he been successful?

What aspects of life are satisfying to him?

What are his future plans (regarding his suicidal tendency)?
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Answers to these questions are part of the task of developing a careful, detailed description of the scope
and nature of Brian's problems, his strengths and capabilities, and the environment or context in which
he lives.

Clinical science is concerned with identification of patterns of problematic behaviors, emotions, and
thoughts that can be carefully and reliably documented in more than one point in time. Accurate
description is dependent on tools for reliably measuring the behaviors, thoughts, and feelings of
individuals. The most important observations and descriptions are those that focus on consistent patterns
of problematic behaviors across individuals and within the same individual over time. For example, is
Brian representative of a large group of individuals who display a similar pattern of behaviors? If it is
the case, such description places Brian's problems into a broader context of the nature of depression
during adolescence.

2. Explanation

Description of an individual or a psychological problem is not adequate for complete understanding of
that person or problem. It is imperative that clinical psychologists develop careful models to explain
how or why the problem developed, either in an individual or in people in general.

This task includes the development and testing of models of etiology or cause, including but not limited
to the use of experimental methods to test causality. The explanation enterprise of psychological science
and of psychological practice involves the generation of hypotheses about an individual or a problem,
hypotheses that can then be carefully and rigorously tested.

Why did Brian attempt to take his life? Why has he sunk into a behavioral pattern in which he is
overwhelmed by daily responsibilities and feels that he has lost control over his own life? These
questions lead to an answer: “because of his parents' divorce”. But this answer again leads to more
general questions such as "what are the psychological consequences of the parental divorce and the
losses and stresses that are associated with divorce?" and "what is the relationship between such a loss
and later depression, suicidal ideation, or suicide attempts?"

The answers to these questions lie beyond information that you can obtain by examining a single case
such as Brian's. Here you must turn to the broader science of psychology for an explanation of the
problems that Brian is experiencing. From here, the process of research begins, that attempts to focus on
all possible dimensions of the problem. For example, what are the consequences of parental separation
and divorce on the psychological functioning of the children and adolescents? Are the effects of divorce
long term or short term? Are there other factors (biological, environmental, etc.) associated with this
problem? And so on.

The clinical psychologists develop explanations of problematic behavior using these questions as
guidelines for research. They may explain psychological problems emphasizing the role of biological
factors, cognitive schemas and networking, conditioning and learning processes, interpersonal
relationships, and an integration of one or more of these factors.

3. PREDICTION

The most stringent and necessary test of any explanation is to see if it leads to predictions that are
supported by empirical research. The importance of prediction, like description and explanation, is
evident in the work of psychologists helping individuals as well as in the work of clinical researchers
trying to understand a problem in the general population. Prediction is possible only through repeated
observations in which conditions are either controlled or well understood.

As you treat Brian's depression, you must try to predict the course of his symptoms in the initial weeks
and months of his treatment. He has made an attempt to take his own life, and you must make a
judgment about the likelihood that he will make another suicide attempt. What factors would be useful
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in trying to predict subsequent suicidal thinking or attempts? Even if he does not make another attempt
on his life, you must make a prediction about the likely course of his current problems. Are these
problems likely to continue? Will they remit on their own, or is psychological treatment or medication
necessary? Are there certain psychological treatments that are likely to be effective in treating his
depression?

In research, prediction is tested in two ways: (a) longitudinal studies of the course of problems as they
occur in real life; and (b) experimental studies testing specific predictions or hypotheses under
controlled circumstances. In both methods, the goal of clinical psychologist is to try to identify cause-
and-effect relationships regarding important clinical problems.

4. CHANGE

Because clinical psychology involves the application of psychological knowledge to alleviate human
problems, it is not enough for clinical psychologists to describe, explain, or predict human functioning.
Clinical psychologists must also be concerned with producing change in people's lives. Specifically,
clinical psychologists develop and carry out planned and controlled interventions for the treatment and
prevention of psychopathology, for coping with and prevention of some forms of physical illness, and
for the promotion of psychological and physiological health. Facilitating change is a goal of researchers
and practicing clinicians alike.

Efforts to change people's lives must be based on research evidence that allows the clinician to make
reasonable predictions about the effects of specific interventions. For example, what should you expect
if you encourage Brian to discuss his feelings, including both his sense of sadness and his feelings of
anger, about his parents' divorce? Is this discussion likely to lead to meaningful and lasting changes in
his behavior, thoughts, and emotions? Alternatively, what is likely to happen if you systematically
encourage and reward Brian for increasing his involvement in pleasant and constructive activities
involving school, sports and friends? Will making changes in his behavior be sufficient to alleviate his
deep feelings of loss related to his parents' divorce? And from a different perspective, it may be
important to change how Brian thinks about his parents, about himself, and about the reasons for his
parents' divorce. If Brian learns to think about his parents' divorce in a different way, will this new way
of thinking lead to meaningful changes in his emotions and behaviors?

Clinical psychologists are concerned with developing much more than a set of techniques for helping
people change. They are committed to developing a broad set of principles to understand how and why
people change. Clinical psychologists are more than technicians who can follow a set of procedures
designed to help a person deal with a problem or change some aspect of his or her behavior.

Clinical psychologists need to understand whether certain techniques work with some people or some
problems and not others, and they need to understand the reasons that these techniques work. Without
this type of comprehensive understanding of the mechanisms of how people change, psychologists
cannot continue to systematically improve the ways that they can help people, and they may be unaware
of ways to generalize their current methods to different people or problems.

CLINICAL PSYCHOLOGY EMPLOYMENT SETTINGS
> Clinical psychologists are found in a number of service settings, including the following:

QOGeneral Hospitals and Medical Clinics;

OMental Health Clinics and Psychiatric Hospitals; Rehabilitation Hospitals and Clinics;
QOCommunity Service Agencies;

QPrivate Practice;

QUniversities and Colleges;

QOlndustry;
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QThe Military;

QPrisons and Correctional Facilities;

OPrivate and Government Research Agencies; and

OSchools.

Research on the employment settings of clinical psychologists reveals that the most frequent
employment setting for clinical psychologists is private practice, while the university settings are the
second most common employment sites.

The following table shows the different employment sites for clinical psychologists in the United
States during year 1997.

Employment Site Percentage in Year: 1997
Psychiatric hospital 05 %
General hospital 04 %
Outpatient clinic 04 %
Community mental health center 04 %
Medical school 09 %
Private practice 40 %
University settings 19 %
Other settings 11 %

PRIVATE PRACTICE

About 40% of clinical psychologists work in solo or group private practices. As a private practitioner,
the clinical psychologist offers certain services to the public, as much as a dentist or general medical
doctor does.

Office hours are established and patients (i.e. clients) are seen for assessment, diagnosis and
psychotherapy. Fees are charged for services rendered.

Many psychologists are drawn to independently providing direct clinical, consultation and other
professional services to their clients and enjoy being their own boss and setting their own hours and
policies. Research supports that, private practitioners report more job satisfaction (Norcross&
Prochaska, 1983; Norcross, Karg & Prochaska 1997a) and less job stress than other psychologists.

COLLEGES AND UNIVERSITIES

About 20% of clinical psychologists are employed in academic environments (American Psychological
Association, 1993a). Most of these psychologists work as Professors. They generally teach psychology
courses, supervise the clinical and or research work of psychology students and conduct both
independent and collaborative research.

They also typically serve on various college or university committees, providing leadership and
assistance with the academic community. Some clinical psychologists work in academic clinical
settings, such as student counseling centers, providing direct clinical services to students.

HOSPITALS
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Many clinical psychologists work in hospital settings. They may conduct psychological testing, provide
individual, family or group psychotherapy act as a consultant to other mental health or medical
professionals on psychiatric or general medical hospital units, and may serve in administrative roles
such as unit chief on a psychiatric ward.

Many states now allow psychologists to become full members of the medical staff of hospitals. In
California, for example, psychologists are allowed to have full admitting, discharge and treatment
privileges which allow them to treat their patients when they are hospitalized and to participate in
hospital committees.

MEDICAL SCHOOLS

Clinical psychologists serve on the faculties of many medical schools. They typically act as “clinical
faculty”, which generally involves several hours (i.e., two to four) per week of pro bono time
contributed to the training of medical center trainees. These trainees might include psychiatry residents,
other medical residents (e.g., pediatric residents), medical students, nursing students or non-medical
hospital trainees such as psychology interns or postdoctoral fellows, social work interns, nursing
students etc.

These psychologists might conduct seminars & workshops or provide individual case supervision and
consultation. Psychologists may also serve as academic or research faculty at medical schools.

OUTPATIENT CLINICS

Many psychologists work in various outpatient clinics such as community mental health centers. These
psychologists often provide a range of clinical services to other professionals and organizations.

For example, these psychologists might provide psychotherapy for children who have been abused or
group therapy for adult substance abusers. They might also provide parent education classes. While
psychologists in these settings may conduct research, direct clinical service is often the primary activity
and priority of these settings.

BUISNESS AND INDUSTRY

Many clinical psychologists working in business and industry settings offer consultation services to
management, assessment and brief psychotherapy to employees, and conduct research on various
psychosocial issues important to company functioning and performance.

For example, these psychologists might consult with the human resource department, provide stress
management workshops, or conduct interpersonal skills building workshops. Psychologists might help
managers learn to improve their ability to motivate and supervise their employees. They may assist in
developing strategies for interviewing and hiring job applicants.

MILITARY

Many clinical psychologists are employed by one of the branches of the military such as the Navy, Air
Force, or Army. They often provide direct clinical services. Some conduct research while others act as
administrators in military hospitals and clinics. Psychologists also act as civilians working in military
hospitals. Typically psychologists working in the military hold an officer rank such as captain.

FORENSIC PSYCHOLOGIST (PRISON AND PROBATION SERVICES)

Forensic psychology is concerned with the behavior of individuals within the judicial and penal
systems, such as offenders, victims, witnesses, judges, juries, prisoners and prison staff. Much of the
work of a clinical forensic psychologist focuses on therapy in correctional settings where specific
activities include:
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a) Carrying out one-to-one assessments - often to assess the risk of re-offending) or to assess the risk of
suicide or self-injury;

b) Developing and evaluating the contribution of assessment techniques such as psychometrics;

¢) Undertaking research projects to evaluate the contribution of specific service elements, policy
initiatives or group program developments, e.g. exploring probation 'drop-out' rates or evaluating a
group program;

d) Participating in the delivery of, or acting as coordinating 'Treatment Manager' for, nationally
recognized cognitive-behavioral group programs, e.g. Enhanced Thinking Skills or Sex Offender
Treatment Program;

e) Overseeing the training of prison/probation service staff.

f) Dedicating time to the preparation of court reports.

OTHER LOCATIONS
» This category includes

*  Professional schools

¢ Correctional facilities

*  Managed care organizations

e  Nursing homes

e Child and family services

¢ Rehabilitation centers

*  School systems

¢ Health maintenance organizations and so on.

PROS AND CONS OF A CAREER IN CLINICAL PSYCHOLOGY
= Some key points to consider in support of Clinical psychology:
Personal Fulfillment Working with and helping clients can bring a great deal of personal satisfaction.

Making a Difference Unique feelings come when you see a client make changes in their lives because
you have helped them.

Being Your Own Boss In private practice, clinical and counseling psychologists are often their own
bosses and set their own hours.

Changing Environment Each client provides different and interesting information about himself or
herself; therefore, the psychologist is rarely bored from doing routine work.

Learning Experience Clients' diagnoses and therapeutic plans tend to be at least somewhat unique,
providing ongoing learning opportunities.

= Some cautions
The education and training is very demanding and prolonged.
There are cases when treatment may produce little or no improvement in the client’s condition.

Paperwork associated with each client requires enormous care. Health insurance companies alone
require a lot of detailed documentation about clients.
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CONCLUSION

Clinical psychologists are unique from other mental health professionals in their provided services,
service settings, populations seen, and knowledge base.

Populations Seen

Clinical psychologists work with a broad range of populations, including the following: individuals
(infants, children, adolescents, adults, and the elderly); couples (regardless of gender composition);
families (traditional, multi- generational, and blended families); groups; organizations; and systems.

Service Settings

Clinical psychologists are found in a number of service settings, including the following: General
Hospitals and Medical Clinics; Mental Health Clinics and Psychiatric Hospitals; Rehabilitation
Hospitals and Clinics; Community Service Agencies; Private Practice; Universities and Colleges;
Industry; the Military; Prisons and Correctional Facilities; Private and Government Research Agencies;
and Schools.

Services Provided

The typical services provided by clinical psychologists include: assessment and measurement;
diagnosis; treatment; consultation: teaching and supervision; policy planning; research; program
evaluation; and, administration.

Knowledge Base

The knowledge base within clinical psychology is so broad that no individual clinical psychologist can
become competent in all areas of clinical psychology. Therefore, clinical psychologists must function
within the specific limits of their competence (i.e., knowledge and expertise), and are expected to
clearly acknowledge the limitations of their scope of practice. Clinical psychologists are responsible for
referring to others (either within or outside the area of clinical psychology) when they are faced with a
task outside of the limits of their knowledge and skill.

© Copyright Virtual University of Pakistan 21



Clinical Psychology— (PSY401) VU
LESSON 04

HISTORICAL OVERVIEW OF CLINICAL PSYCHOLOGY
INTRODUCTION

The history of clinical psychology, like that of many fields, is typically presented as a collection of
names and dates. It is important to understand the individuals who have shaped the field of clinical
psychology and to know when landmark events in the field occurred. Tracing the progression of the
development of the field and the individuals who have influenced it provides an important perspective
on the roots of clinical psychology as it exists today. However, the primary significance of clinical
psychology's relatively short history does not lie in names and dates. Rather, its historical importance
comes From an understanding of the factors that have shaped the field into its current form and the
forces that are likely to influence its development in the future.

Three things are striking about the history of clinical psychology. First, many of the significant events
and forces that have influenced its development have come from outside rather than from within
psychology. Second, there have been significant advances in the science of clinical psychology, in some
instances represented by breakthrough pieces of research, but most often through the slow and gradual
accumulation of knowledge across many studies. And third, clinical psychology has emerged as a
profession only recently and is still working to define its identity. More fundamental than the questions
of how and when clinical psychology developed is the question of why the science and profession of
clinical psychology developed so rapidly during the second half of the twentieth century.

The field came into being for two reasons. First, throughout history there has been a need to provide
care and services for individuals who are experiencing psychological problems, and clinical psychology
emerged in part to help meet this need. The needs of individuals with psychological problems had been
addressed in very different ways over the course of history before clinical psychology stepped in to help
fill this role. Second, some of the founders of scientific psychology in the late 1800s and early 1900s felt
that one objective of their new science should be to contribute to the welfare of others. William James,
G. Stanley Hall. and other founders of American psychology shared a belief that one of the
responsibilities of the new field of psychology was to benefit human welfare in a broad sense. Thus, a
societal need existed, and some members of the psychological community felt a responsibility to fill this
need.

As we will point out, however, the greatest growth of clinical psychology occurred during the second
half of the twentieth century, spurred by events that began during the First and Second World Wars.

EARLY APPROACHES TO MENTAL HEALTH CARE

The commitment to helping individuals in psychological distress certainly did not begin with the field of
clinical psychology. The major functions that are served by clinical psychologists today (understanding
and aiding individuals who are suffering from psychological disorders or are experiencing significant
psychological distress) were met by other individuals and institutions in societies for centuries before
the emergence of psychology as a profession. In various societies and at different points in history, who
has been responsible for meeting the psychological needs of individuals has depended on how mental
health and mental disorder have been viewed. Professions that have taken responsibility for the welfare
of individuals who suffer from psychological or psychiatric disorders have included the clergy or other
religious groups, physicians, and individuals committed to social /welfare. It is important to recognize
that psychologists have only recently joined these other groups in the field of mental health (Alloy,
acobson, & Acocella, 1999, Nolen-Hoeksema, 1998).
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For much of recorded history, treatment of psychological problems was carried out by religious
institutions. The treatment of mental health problems by religious methods is based in demonology, the
view that these problems are the caused by forces of evil. Writings from the Old Testament refer to
madness that is the result of punishment by God, and through-out the Middle Ages in Europe, the
church was responsible for explaining the causes of psychological disturbance and providing treatment
for it (most often in the form of punishment). For example, disturbed and disordered behavior that today
is considered evidence of psychosis (e.g.. hallucinations, delusions) used to be interpreted as evidence of
possession by the devil and was treated through exorcisms, torture, or death by burning at the stake.

An alternative to demonology emerged in the form of medical explanations of psychological problems-
the somato-genic perspective, during the Greek period.

THE GREEK PERIOD

Primitive Greeks viewed mental aberrations in magical and religious frame of reference. Several Greek
thinkers were pivotal in the early development of integrative approaches to illness, and, thus, were
precursors to a bio-psycho-social perspective.

Although he ancient Greeks felt that the gods ultimately controlled both health and illness, these
thinkers looked beyond supernatural influences and explored biological, psychological and social
influences on illness.

The earliest medical or biological explanation of emotional and behavioral disorders can be found in the
writings of Hippocrates in the fourth century b.c.

Hippocrates believed that psychological problems, like physical illnesses, were caused by imbalances
in the four bodily fluids (black bile, yellow bile, blood, and phlegm). Furthermore, Hippocrates felt that
the relationship between these bodily fluids also determined temperament and personality.

Plato felt that mental illness resulted from sickness in the part of the soul that operates the head,
controlling reason.

Aristotle maintained a scientific emphasis and felt that certain distinct emotional states including joy,
fear, anger and courage impacted the functioning of human body.

Galen also used the humoral theory of balance between the four bodily fluids discussed previously as a
foundation for treatments. He thought that humans experienced one of two irrational sub souls, one for
males and one for females. He felt that the soul was the slave and not the master of the body, and that
wishes of the souls in the body resulted in health and illness.

THE MIDDLE AGES

During the Middle Ages (500-1450A.D), earlier notions regarding the relationship among health,
illness, mind, and body reemerged. The focus on supernatural influences to explain events became
commonplace. Spiritual matters such as the influence of demons, witches and sins caused diseases and
“insanity”, many believed. So healing and treatment became, once more, a spiritual rather than a
medical issue.

Not every one during the middle Ages believed that good or evil spirits and demons, sorcery and
witchcraft contributed to mental illness. Some thinkers, such as Saint Thomas Aquinas felt that there
were both theological and scientific reasons of abnormal behavior.

The late 14th century French bishop Nicholas Ores-me’ felt that abnormal behavior and mental illness
were due to diseases such as “melancholy” (today’s depression).
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A Swiss physician, Paracelsus, popularized the notion that various movements of the stars, moon, and
planets influenced mood and behavior. He also focused on the biological foundations of mental illness
and developed humane treatments.

THE RENIASSANCE

During the renaissance, renewed interest in the physical and medical worlds emerged, overshadowing
previously supernatural and religious viewpoints. Interest in the mind and soul were considered
unscientific.

Morgagni discovered through autopsy that a diseased organ in the body could cause illness and death.

Andreas Vesalius emphasized scientific observation and experimentation rather than reason,
mythology, religious beliefs, and dogma.

Rene' Descartes argued that the mind and body were separate. This dualism of mind and body then
became the basis for Western medicine until recently.

As biological explanations for psychological problems emerged, medical professionals became involved
in the identification and treatment of such disorders. Unfortunately, from the 1500s through 1800s,
medical treatment of psychological problems primarily took the form of placement of individuals in
psychiatric hospitals and asylums that offered little if anything in the way of treatment. Patients were
held as prisoners in horrible conditions, little care or treatment was available, and even humane
treatment was often lacking.

In contrast to these early approaches, more recent developments in biological explanations of
psychopathology have led to major advances in diagnosis and treatment.

THE NINETEENTH CENTURY

The nineteenth century experienced numerous advances in understanding mental and physical illness,
and allowed for a more sophisticated understanding of the relationship between body and mind in both
health and illness.

IMPORTANT FIGURES INCLUDE

Louis Pasteur: He believed that disease and illness could be attributed to dysfunction at the cellular
level.

Benjamin Rush: He authored the first American text in psychiatry, positing that the mind could cause a
variety of diseases.

Franz Mesmer: He noticed that many people experiencing paralysis, deafness, and blindness had no
biomedical pathology, leaving psychological causes suspect. He also promoted the idea of “animal
magneticism” (also known as Mesmerism) — the view that animals possess some kind of magnetic force
within their bodies that can help in the treatment of various physical and mental disorders. He believed
that by directing or “Re-directing” these fluids, a physician could treat the mental illness of a person.

Philippe Pinel: He did much to improve the living conditions and treatment approaches used by mental
hospitals during the nineteenth century. He wrote a book on the classification of diseases, which served
as a standard medical textbook for schools of thought on clinical medicine.

In 1793, Pinel had been appointed chief physician to Bicetre, the men's "insane" asylum in Paris. What
he saw there horrified him. Many of the patients were restrained to the walls by chains. Some had been
in restraints this way for 30 or 40 years. He removed the chains from the patients who responded
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favorably without violence. He also stopped purging, bleeding and blistering and replaced these with
simple psychological treatments.

The results of these kinds of humane reforms were startling. Before Pinel, 60 percent of the mental
patients at Bicetre died of disease, suicide or other causes within the first two years of admission. This
number went down to 10 percent under Pinel (and went down even further as reforms continued.)

In 1795, he joined Le Salpetriere, a female asylum, where he fired the keepers who were cruel and
ignorant and replaced them with personnel who were compassionate and enlightened.

Also, while there he began the practice of keeping case histories of all the patients, thereby improving

their long treatment and also serving as a basis for study of the course of mental illness well into the
next century.
Under Pinel, the place of residence for the mentally ill converted from a madhouse to a hospital. His
reforms were soon copied all over Europe.

Clause Bernard: He was a prominent physician who argued for recognition of the role of psychological
factors in physical illness.

William Tuke and Dorothea Dix worked for more humane treatment approaches in mental hospitals in
United States.

Franz Alexander: He also studied the association between psychological factors and both physical and
mental illnesses.

ADVANCES IN MENTAL HEALTH CARE

Only recently, and only in some cultures around the world, have psychological problems come to be
viewed at least partly as the result of disturbances and problems in behavior (the psychogenic
hypothesis) and, as a result, have come within the purview of psychology.

One major change in thinking about and treatment of psychological problems occurred with the advent
of moral treatment in the 1800s, Led by physicians and others concerned with social reform in the
United States and Europe (e.g., Philippe Pinel in France and Benjamin Rush in the United States).

The moral treatment movement was based on the conviction that individuals with psychological
problems deserved humane care and treatment. As part of the moral treatment movement, efforts were
made to improve the inhumane conditions and methods that characterized asylums and mental hospitals
at that time.

One of the most dramatic changes in the conceptualization and treatment of psychological problems
occurred late in the nineteenth century with the emergence of truly psychological explanations of these
problems. French physicians Jean Charcot, Hippolyte Bemheim, and Pierre Janet began to
experiment with the use of hypnosis in the treatment of some psychological problems and introduced
the notion that psychological methods of treatment could be an alternative to medical and religious
approaches. Their theories led to the pioneering work of Sigmund Freud, an Austrian neurologist, who
is perhaps the best-known proponent of psychological explanations for disorders of behavior and
emotion. Freud’s work has served as a base line in clinical psychology for research on the treatment of
psychological problems and the actual clinical application of this research.

THE BIRTH OF PSYCHOLOGY
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IN 1860, Theodor Fechmer published The Elements of Psychophysics while Wilhelm Wundt
published The Principles of Physiological Psychology in 1874. These publications were the first to
indicate clearly that technique of physiology and physics could be used to answer psychological
questions.

The first laboratory of psychology was subsequently developed by Wundt at the University of
Leipzig; Germany in 1879 and with it, psychology was born.

FOUNDATION OF AMERICAN PSYCHOLOGICAL ASSOCIATION

In 1892, the American Psychological Association (APA) was founded, and G. Stanley Hall was elected
as its first president. During the beginning months and years of its roots APA was more interested in
experimental psychology as compared to Applied Psychology.

THE EMERGENCE OF CLINICAL PSYCHOLOGY WITHIN THE FIELD OF
PSYCHOLOGY

As reflected in this brief history of the conceptualization and treatment of psychological problems, the
origins of clinical psychology cannot be tied to a single person or event. Instead, a number of
individuals responding to a variety of forces were involved in the emergence of the field in the United
States and Europe in the late nineteenth and early twentieth centuries. Because clinical psychology
involves the application of knowledge from the scientific study of human behavior, it is noteworthy that
the science of psychology preceded the profession of psychology. This order is in contrast to many other
professions in which professional practice began before the science of the field. Training in the practice
of law, for example, was carried out through apprenticeship to a practicing attorney long before formal
training programs in law were established in universities (Routh, 1994).

Similarly, medicine was practiced for centuries before the scientific basis of the field was fully
developed. The nature of medical education and training, and indeed the entire field of medicine, was
reshaped in 1910 by an influential report by Abraham Flexner (Regan-Smith, 19.98). The Flexner
Report called for the introduction of training in basic science as a component in all medical training and
education. Prior to 1910, medical practitioners were not required to be trained in science. Clinical
psychology followed the opposite path-the science of psychology was established before the application
of psychology began a precedent that has led to considerable conflict within the field.

Most historians mark the origins of psychology with the development of Wilhelm Wundt's laboratory
for the study of perception and behavior in Germany in the mid 1800s. Wundt was trained as a
philosopher, and research conducted in his laboratory was novel in its attempt to study observable
processes of human sensation and perception under relatively controlled and experimental conditions.
Wundt had a major effect on American psychology through the relatively large number of Americans
who received their doctoral training in his laboratory at the University of Leipzig.

The field of psychology that began to emerge in the United States in the latter part of the nineteenth
century was an academic discipline committed to the scientific study of human behavior. The focus of
much of the early research in psychology (e.g., examination of the characteristics of color vision) had
little to do with the types of psychological problems that are the focus of clinical psychology today.
Nevertheless, many pioneers of American psychology recognized that one of the important values of
psychology would include its application to the effort to solve human problems.

One of the doctoral students who worked with Wundt was a young American named Lightner Witmer.
Formal training in psychology did not exist in the United States in the late nineteenth century, and as a
result. Witmer and others who were interested in the scientific study of human behavior had no choice
but to leave the United States and seek their education in Europe. After receiving his doctoral degree
with Wundt, Witmer returned to the United States to accept a position in the psychology department at
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the University of Pennsylvania, where he could continue to conduct his research on processes of
perception. The course of Witmer's work took a different turn in the spring of 1896, however, when a
schoolteacher asked for Witmer's assistance in working with an otherwise bright 14-year-old boy who
was having severe difficulty with spelling and recognizing written words (McRcynolds, 1987, 1997).

Witmer conducted a careful evaluation of the boy's problems and developed an intensive treatment
program to try to improve his reading and spelling skills. This case spurred Witmer to open the first
Psychological Clinic in 1896 at the University of Pennsylvania, designed specifically to treat children
with learning difficulties. He called for the founding of a new branch of psychology dedicated to the
goal of helping people and coined the term clinical psychology to describe this new field.

That same year, 1896, Witmer presented his ideas about the applications of psychology to the treatment
of human problems to the members of the newly formed American Psychological Association, and he
received a cool rejection at best (McReynolds. 1997; Riesman, 1976). The APA members' negative
response was due to several factors. Although there was some support for the application of
psychological knowledge to solving human problems, the majority of psychologists considered
themselves to be scientists and did not regard the role described by Witmer as appropriate for them.
They did not wish to endanger their identification as scientists, which was tenuous enough in those early
years, by moving their profession into what they felt were premature applications. Even if they had
considered his suggestions to be laudable, few if any psychologists were trained or experienced to
perform the functions Witmer proposed.

The chilly response from members of the APA is somewhat surprising given that Witmer emphasized
that clinical psychology should involve the careful application of the science of psychology. Witmer
used the term clinical psychology to refer to a method of teaching and research and not merely as an
extension of the word clinic, a place where persons are examined. Witmer persuaded the University of
Pennsylvania administration to offer formal training in clinical psychology, and its 1904-05 catalog
announced that students in clinical psychology could take courses for credit in psychology and in the
medical school.

By 1907, Witmer had been able to raise sufficient funds to establish a hospital school for the training of
mentally retarded children as an adjunct to his clinic, and to found and serve as the first editor of a
professional journal, “The Psychological Clinic”. For his efforts, Witmer is now widely considered to
be the founder of clinical psychology.

In understanding the origins of clinical psychology, it is important to consider that the first
psychological clinic was dedicated to helping children with learning problems, which was a clear and
logical application of the research on human learning and memory that was being conducted by
psychologists at the time (e.g., Witmer, 1907/1996). Thus, the field of clinical psychology originated in
an attempt to apply what was being learned in the basic science of psychology at the time.

Witmer’s work influenced and anticipated future developments in clinical psychology, including an
emphasis on children’s academic problems, the use of active clinical interventions to improve
individuals’ lives, and collaboration with other professionals (such as physicians) in providing treatment
(Routh, 1996).
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LESSON 05

HISTORY OF CLINICAL PSYCHOLOGY

ROOTS OF RESEARCH & ASSESSMENT IN CLINICAL PSYCHOLOGY
The evolution of the field of clinical psychology after Lightner Witmer can be best understood through
an examination of how clinical psychologists came to be involved in each of four different activities:

1. Research,

2. Assessment,

3. Treatment, and
4. Prevention.

Clinical psychologists became involved in these endeavors at different points during the twentieth
century and for very different reasons. It is important to comprehend the role of clinical psychologists in
these four activities both to understand forces in this field's past and to anticipate changes in its future.

Likewise, it is important to possess an understanding not only of the events that shaped clinical
psychology, but also of the broader social context in which the field has developed.

During the early years, clinical psychology was a science and profession dominated by males (Snyder,
McDermott, Leibowitz, & Cheavens, 2000). For example, in 1917, only 13 percent of APA members
were women. Although women made progress in the fields of developmental and school psychology,
from 1920 through 1974 women comprised only 24 percent of graduates with doctoral degrees in
clinical psychology (Snyder et al.).

By 1994, however, 58.7 percent of students admitted to doctoral programs in clinical psychology were
women. Thus, the composition of clinical psychology has changed from being overwhelmingly male to
being overwhelmingly female.

1. RESEARCH
HOW CLINICAL PSYCHOLOGISTS BECAME INVOLVED IN RESEARCH

Witmer and the other founders of clinical psychology were researchers who were interested in the
application of their research to the benefit of others.

Clinical researchers try to add to these bodies of knowledge both to increase their understanding of
psychopathology, illness, and health and to improve their methods for its treatment and prevention.

Because of their broad training in basic behavioral science, clinical psychologists are able to draw
conclusions and contribute to research in a variety of different areas and to collaborate with
professionals from other disciplines.

THE SCOPE OF CLINICAL PSYCHOLOGICAL RESEARCH

Clinical psychological research has steadily grown in its scope since the early 1900s. This subfield now

includes:
= Research on the basic characteristics and prevalence of psychopathology. (epidemiology),

= the causes of psychopathology (etiology),
= the measurement of behavior and psychological characteristics of individuals (assessment),

= the role of the brain and central nervous system (clinical Neuropsychology),
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= the treatment of psychopathology (psychotherapy),

=  The prevention of psychopathology and the promotion of psychological health, and the links
between psychological factors and physical health and illness (health psychology/behavioral
medicine).

There has been landmark research in each of these areas during the past 70 years, the results of which
led to substantial changes in knowledge about a particular problem or issue.

RESEARCHES THAT SHAPED THE FIELD

Clinical psychology has been shaped not only by findings from research studies but also by important
reviews of research evidence and by the development of new methods for clinical practice.

Two examples are particularly prominent in this regard:
1) Effectiveness of Psychotherapy
2) Statistical vs. Clinical Prediction

1) EFFECTIVENESS OF PSYCHOTHERAPY

In the early 1950s, the field of psychotherapy was in its early stages of development, and much of the
practice of psychotherapy was based on the psychoanalytic model developed by Freud.

Research on the effectiveness of this approach to psychotherapy was very limited, however-most
practitioners simply assumed that the methods they were using were effective in treating their patients.

Given this widespread acceptance of the belief that psychotherapy was effective, a paper published in
1952 by British psychologist Hans Eysenck created enormous controversy.

Eysenck argued that there was little or no evidence that psychotherapy was any more effective than no
treatment at all.

He reached this conclusion by comparing (two sources of data: the results of 24 studies that had been
conducted on the outcomes of psychotherapy, and information on rates of recovery from emotional
distress in the absence of treatment, or what is referred to as spontaneous remission.

Eysenck reported that treated individuals actually did worse than did people who received no
psychotherapy: Whereas 72 percent of the individuals who did not receive treatment recovered from
their problems, only 44 percent of those receiving psychoanalysis and 64 percent of those receiving
"eclectic" psychotherapy recovered.

Although the rates of improvement presented by Eysenck are much lower than those found in many
studies that have been published since the appearance of his paper, his report had a significant impact on
the field.

Eysenck challenged clinical psychologists and other mental health professionals to provide better
evidence for the effectiveness of their treatment methods.

Initiated by Eysenck's paper, more and better research on the effects of psychotherapy has been
conducted, leading to more effective methods of treatment and a better understanding of how and why
psychotherapy works. The current evidence on the effects of psychotherapy is much more positive than
the perspective offered by Eysenck 50 years ago.
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2) Statistical vs. Clinical Prediction

A second example of research that changed the field is a short but important book; “Statistical Versus
Clinical Prediction” published by psychologist Paul Meehl in 1954 that had a significant impact on
psychological testing and assessment. Before Meehl published his book, psychologists relied heavily on
their subjective judgments and intuitions in interpreting the results of psychological tests.

This approach, referred to as clinical judgment or clinical prediction, was based on the assumption that
clinical psychologists learn a unique set of skills that allows them to make accurate judgments about
people and to predict such things as patients' ability to benefit from psychotherapy, people's potential for
success in a job, or the likely course of individuals' psychological problems.

Meehl challenged these assumptions by demonstrating that judgments based on statistical data
representing patterns of behavior in large samples of people provide a more accurate basis for making
judgments and predictions about specific individuals than do the subjective judgments of single
clinicians.

The findings reported by Meehl in 1954 still hold true today (Dawes, Faust, & Meehl, 1989; Meehl,
1997), statistically based predictions are still more accurate than clinical judgment.

CONTRIBUTION OF RESEARCH IN CLINICAL PSYCHOLOGY

Although single groundbreaking studies and commentaries have clearly important effects on the field of
clinical psychology, they are relatively rare and do not represent how most of the growth and
development in the field occurs. Rather, the greatest contribution of research in clinical psychology is
the slow and gradual accumulation of knowledge that comes from the results of dozens of studies on a
particular topic.

For example, procedures for the treatment of anxiety disorders have been developed through the efforts
of a large number of different researchers who have conducted many series of carefully designed studies
using a wide variety of research methods (Barlow, 1998).

These procedures include the treatment of generalized anxiety disorder, panic disorder, post-traumatic
stress disorder, and specific phobias. One of the most striking features of research in clinical psychology
today is the breadth of topics that are included within the field.

Throughout much of the first century of clinical psychology, three topic areas have been focal points of
research:

¢ The nature and etiology of psychopathology;

* The reliability and validity of methods of psychological assessment, especially psychological
tests; and

¢ Psychotherapy efficacy (whether or not psychotherapy can work) and effectiveness (whether
psychotherapy actually does work in practice).

RESEARCH IN CLINICAL PSYCHOLOGY TODAY
Today, however, research in clinical psychology extends well beyond these core topics of research.
Areas that clinical psychologists now investigate include:

* The role of psychological factors in the development of physical disease (e.g., cancer, heart
disease),

* The relative effectiveness of psychotherapy as compared with medication in the treatment of
psychopathology,

e The prevention of violent behavior,
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e The long-term consequences of sexual assault, harassment and rape, and many, many other
topics.

2. ASSESSMENT
CLINICAL PSYCHOLOGISTS INVOLVEMENT IN ASSESSMENT

Since its inception, psychology has been uniquely concerned with the measurement of differences
between individuals on important cognitive and personality characteristics. The study of differences
between individuals on psychological tests and measurements began with the work of Sir Francis Galton
in England in the late 1800s.

Galton was fascinated by the work of his cousin Charles Darwin on differences in characteristics both
between and within species, and in the process of natural selection that is influenced by these
differences. Galton focused on the concept of individual differences between people, especially in
various aspects of perception and menial abilities.

STUDY OF INDIVIDUAL DIFFERENCES

Early interest in individual difference testing in the United States is marked by the work of James
McKeen Catell at the University of Pennsylvania. Trained in Wundt's laboratory in Germany and
influenced by a meeting with Galton in England, Catell constructed tests to measure various facets of
sensori-motor functioning.

As a result of these early influences, one strong thread through the history of clinical psychology is the
development of tests and other procedures to assess and measure characteristics of individuals.

THE INFLUENCE OF BINET’S INTELLIGENCE TEST

BACK GROUND TO BINET’S INTELLIGENCE TEST

Around the time that Witmer was developing an application of psychology to help children who were
experiencing difficulties learning in school, events in Europe were also leading to the development of
methods to measure children's potential for learning.

In 1904, the Minister of Public Instruction in Paris wanted to ensure that children with limited
intellectual skills were still provided with an education. Alfred Binet and Theodore Simon were
commissioned by the French government to develop a tool to aid in decisions about the appropriate
educational programs for French schoolchildren.

Binet was a French researcher trained in both law and medicine. In order to study individual differences,
he felt it was necessary to sample a wide range of complex intellectual processes so that the spread of
scores obtained by different individuals would be broad (Reisman, 1976).

Binet’s work resulted in the first formal test of intelligence, the 1905 Binet-Simon scale, consisting of
30 items of increasing difficulty.

By 1908 this original simple test had been expanded into an instrument composed of 59 tests grouped at
age levels from three to thirteen years according to the percentage of children of a particular age who
passed a given item (Reisman).

Interest in Binet's work grew over the next few years, and versions of the Binet-Simon scale were
imported to the United States. The version that eventually became the accepted U.S. translation and
standardization of the Binet-Simon scale (the Stanford-Bind Intelligence Test) was developed by
psychologist Louis Terman of Stanford University in 1916.
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WORLD WAR I; A TEST FOR CLINICAL PSYCHOLOGY

As the United States prepared to enter the war that was raging in Europe in 1917, the American military
was faced with an unprecedented task: the conscription and creation of a massive army and navy. There
was an enormous need to evaluate quickly and accurately the qualifications of over 1 million young men
as potential members of the armed forces (Driskell & Olmstead, 1989).

Physicians were enlisted in the task of conducting physical evaluations of these draftees to determine
whether they were physically fit to serve during the war. But the military recognized the need to also
evaluate the mental and intellectual qualifications of these potential soldiers. Physicians could not fill
this role, because the evaluation of mental functioning was not within their realm of expertise.

Based on their knowledge of human learning and memory and the measurement of individual
differences in human intelligence, psychologists were called on to fill this role. In 1917, a group of
psychologists, headed by APA president Robert Yerkes, undertook the task of developing tools to
measure the mental abilities of future soldiers (Driskell & Olmstcad, 1989).

The psychological tests that were available and in use at the time (e.g., the test developed by Binet and
Simon) required individual administration. Consequently, these tests were impractical for use with the
large number of recruits involved in the military. Therefore, Yerkes and his colleagues set about the task
of developing a quick and efficient test of intelligence that could be administered to large groups of
individuals simultaneously.

There effort yielded two tests,

1. The Army Alpha (a test of verbal skills) and
2. The Army Beta (a test of nonverbal skills).

The enduring consequence of this work is that it established psychologists as experts in the
measurement of individual characteristics in ways that were practical and useful. This opportunity for
psychology to contribute to the war through the application of psychological tests increased the status
and visibility of psychologists and of psychological testing.

It is unlikely that this first large-scale application of scientific psychological knowledge and methods
would have occurred without strong pressure from external sources, in this case the U.S. military.

ASSESSMENT AFTER WORLD WAR 1

Following World War I, clinical psychologists became well known for their testing skills. A testing
development occurred, such that by 1940 over 500 psychological tests had been produced.

These tests included both verbal and non verbal intelligence tests, career interest, personality and
vocational skills tests. Tests were available for children of all ages and abilities as well as for adults.

ADVANCES IN PSYCHOLOGICAL TESTING AND ASSESSMENT

In addition to the powerful social forces that led clinical psychology to become involved in
psychological assessment and testing, significant advances in research have also played an important
role. For example, the publication of the Minnesota Multiphasic Personality Inventory (MMPI) by
psychologist Starke Hathaway in 1943 represented a major change in the way that psychologists
measured personality and psychopathology.

The MMPI relies on statistical comparisons of the test responses of an individual to those of a large
sample of other people who have already been tested. These comparisons are used to determine the
degree to which the individual is similar to a group of people with known personality characteristics, or
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people with a specific type of psychopathology. Thus, the MMPI represented an important shift away
from the more clinical, subjective approach to assessment and toward a more statistical, empirically
based method of assessment.

Another important advance in assessment occurred during the 1960s with the recognition that direct
observations of people's behavior might represent an important source of information, perhaps more
valid than relying on their responses to psychological tests.

The first applications of behavioral observation as a means of assessment were conducted in schools and
psychiatric hospitals, settings in which it was rather easy for a psychologist to observe an individual's
behavior and in which the environment was relatively contained and controlled.

For example, Bijou, Peterson, Harris, Alien, and Johnston (1969) described a method for the
experimental study of young children in natural settings, including their home, school, and other
institutions, as well as the behavior of parents, peers, and professional workers.

In general, research has shown that behavioral observations can be conducted in a manner that is
reliable (different raters independently generate similar ratings of the same individual) and that these
observations can be useful in formulating and evaluating the effects of treatment.

CONCLUSION

If the development of clinical psychology had followed the path set by Witmer, Terman, and others in
the early 1900s, it would have slowly emerged as a field that was based on the careful application of the
young science of psychology. This is not what happened, however. Indeed, much of the rest of the
history of the field is marked by decisions made by psychologists to move into new areas and new
applications even though the scientific knowledge in these areas may not have been sufficient to warrant
such an application.

There were often powerful social forces pressing psychologists to step forward to address an important
issue or assume an important role. The results of these decisions have been far-reaching, because the
field of clinical psychology has expanded at a rate that has at times challenged its scientific knowledge
base and expertise.
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LESSON 06

HOW CLINICAL PSYCHOLOGISTS BECAME INVOLVED IN TREATMENT

During the period of 1850-1890s, psychologists such as Kraeplin focused on the classification of
psychoses. But by the late 1800s, this focus shifted from psychoses to investigating new treatments for
neurotic patients, such as suggestion and hypnosis. Specifically, Jean Charcot gained a widespread
reputation for his investigations of hysterical patients. Although trained as a neurologist, Charcot
employed a psychosocial approach in explaining hysteria. At about the same time, the momentous
collaboration of Josef Breuer and Sigmund Freud began. In the early 1880s, Breuer was treating a young
patient named "Anna O", who was diagnosed with hysteria.

Anna O's treatment presented many challenges but also led to the theoretical breakthroughs that greatly
influenced the psychotherapy practice later. Based on Freud's work with Charcot and Breuer’s
experiences with hysterics, Breuer and Freud published Studies on Hysteria in 1895. This collaboration
served as the launching pad for Psychoanalysis, the single most influential theoretical and treatment
development in the history of psychiatry and clinical psychology.

In 1900, Freud published The Interpretation of Dreams that resulted in mainstream acceptance of the
psychoanalytic perspective. The psychological conference at Clark University in 1906, where Freud
delivered his famous lectures to American professionals and general public, stimulated the acceptance
of Freud's psychoanalytic theories in United States.

For many coming years, the treatment of psychopathology was dominated by the field of psychiatry,
largely because of the influence of Freud and the development of psychoanalysis as the primary method
for treating psychopathology. With his training as a neurologist, it would have been natural for Freud to
assume that the treatment of psychopathology was an extension of the treatment of other disorders of the
nervous system and, therefore, a task best left to trained physicians. Surprisingly, it was not Freud but
his followers who argued that the practice of psychotherapy should be limited to those with medical
training. Consequently, the entry of psychologists into the therapy enterprise became quite difficult.

One of the earliest ways in which psychologists became involved in the treatment of psychological
problems was through the child guidance movement in the early 1900s. In 1909 William Healy
established a child guidance clinic in Chicago to provide services for children with psychological
problems. The clinic was staffed by psychiatrists, social workers, and psychologists who treated
children and adolescents, primarily for problems that are now labeled Conduct Disorder and
Oppositional Defiant Disorder in the DSM-IV.

A second trend that influenced early work in interventions with children was Play therapy. Based mostly
on Freud's psychoanalytic theory, psychologists conducted therapy in which children were encouraged
to engage in play and the therapist would offer psychoanalytic interpretations of their play.

Group therapy also began to attract attention. By the early 1930s, the works of both J. L. Moreno and S.
R. Slavson were having an impact. Another precursor of things to come was the technique of "passive
therapy" described by Frederick Allen (1934). With the exception of the early work of clinical
psychologists in child guidance clinics, the involvement of clinical psychologists in the treatment of
psychopathology has been primarily fueled by forces from outside psychology. In much the same way
that the First World War was critical in increasing the role of psychologists in assessment, the Second
World War played an integral role in the emergence of clinical psychologists as providers of treatment
for psychopathology.
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WORLD WAR 1II: CLINICAL PSYCHOLOGY AND THE TREATMENT OF
PSYCHOPATHOLOGY

The Second World War renewed the need for psychologists to evaluate the competencies of thousands
of men and women who were being enlisted in the armed services. Psychologists were once again asked
to administer psychological tests to draftees. World War II and the period that followed it are most
noteworthy, however, for the emergence of a new set of skills for psychologists. Clinical observations of
soldiers who had experienced the stress of combat led to the identification of a syndrome of symptoms
of psychological trauma that were displayed by many soldiers. This syndrome was labeled "shell shock"
or "battle fatigue" at the time, but is now known as Post Traumatic Stress Disorder (PTSD).

The primary symptoms of PTSD are high levels of anxious arousal, recurrent and persistent intrusive
thoughts and emotions pertaining to the trauma, and persistent efforts to avoid all reminders and
thoughts about the traumatic event. Physicians and others involved in providing medical assistance to
combat soldiers noted that the symptoms could be managed most effectively if the victims were treated
as quickly as possible and in the context of battle. Those soldiers for whom treatment was delayed and
administered in a hospital removed from the battlefield were more likely to suffer extended and more
severe reactions than those who received immediate psychological attention.

The dilemma faced by the armed services in addressing the needs of these thousands of "psychological
casualties”" was the insufficient number of trained individuals available to provide treatment. Medical
personnel, including those physicians trained in the relatively young field of psychiatry, were needed to
treat physical casualties. Psychologists were called on once again to fill a need because they were
perceived as having the most representative set of skills needed for the task (StrickSand, 1986).

THE NATIONAL COUNCIL OF WOMEN PSYCHOLOGISTS

During this time the majority of people who pursued college and graduate degrees were male, and as a
result, most clinical psychologists were men. However, women in psychology emerged as an important
force during the Second World War (Strickland, 1988). Experimental, social, applied, and clinical
psychologists all developed new respect for each other as they worked together and brought their own
special skills to the military and to national defense. Interestingly, women psychologists were excluded
from APA's war mobilization effort. Women within psychology founded the National Council of
Women Psychologists and worked to help with community problems, such us reducing the stress of war
on civilians and giving advice about child care to women who worked outside their homes during the
war, many for the first time. This organization was just one example of the struggles of women to
achieve equal status with men in clinical psychology.

THE VETERANS' ADMINISTRATION

The end of World War II brought rapid and dramatic changes in the field of clinical psychology. At the
conclusion of the war, the armed services and the Veterans' Administration (VA) were faced with the
task of providing care for more than 40,000 psychologically wounded veterans who had returned home.
Too few psychiatrists were available to manage this task; consequently, the VA chose to draw on
psychology as a new source of professionally trained mental health personnel. At this time, the
membership of APA, including psychologists in all specializations, was barely 4,000. The VA system
estimated that 4,700 clinical psychologists were needed to provide treatment for psychological
casualties from World War II. To meet this need, the VA invested enormous amounts of money to pay
for the training of doctoral-level clinical psychologists.

Consequently, whereas in 1946 there were no formal university programs to train clinical psychologists,
by 1950 half of all PhDs in psychology were being awarded in clinical psychology.
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ALTERNATIVE APPROACHES TO PSYCHOTHERAPY

The role of psychologists in conducting psychotherapy was expanded by more than just the military and
VA hospitals. Carl Rogers, one of the founders of humanistic psychology, was also influential in
involving psychologists in psychotherapy during this period. Rogers provided a strong impetus to move
psychotherapy out of the exclusive realm of medicine, psychiatry, and psychoanalysis. While he was
director of the Rochester Child Guidance Center, Rogers spearheaded an effort to loosen the hold of
psychiatrists on the practice of psychotherapy, arguing that trained and qualified clinical psychologists
could perform as well as medically trained analysts.

With the publication in 1942 of his book Counseling and Psychotherapy, Rogers not only identified
psychotherapy as a legitimate activity for clinical psychologists but also offered the first model of
psychotherapy that was not based on psychoanalytic theory.

THE BEHAVIORAL APPROACH

Finally, the role of psychologists in providing treatment for psychological disorders was also fueled by
advances in theory and research on learning and conditioning processes that led to behaviorally oriented
treatments. As models of classical conditioning and operant conditioning of behavior emerged over the
course of the early i and mid 1900s, psychologists began to see the potential value of these models for
explaining and treating maladaptivc behavior. For example, the early work of Watson, Raynor, and
Jones showed the role that conditioning and learning play in the development of fears (e.g., Jones,
1924a, 1924b).

Among the first to apply behavioral models to treatment was psychiatrist Joseph Wolpe (1958), who
suggested that "neurotic" behaviors (anxiety disorders) were learned through a process of conditioning
and could be unlearned by a similar process, which he called "reciprocal inhibition". The principles of
conditioning and learning theory were applied to treat variety of clinical problems including phobias,
obsessive-compulsive disorder, anxiety and disruptive behavior in children. In 1967 ,Association for
Advancement of Behavioral Therapy (AABT) was founded and remains one of the major professional
organizations for clinical psychologists.

THE COGNITIVE — BEHAVIORAL APPROACH

The treatment focus in 1970s was on changing thoughts; feelings and expectations became important as
the goal of changing overt behavior. The works of Albert Ellis using Rational Emotive Behavior
Therapy, Aron Beck using Cognitive treatments for depression; and the self-efficacy work of Bandura,
led to the changes in the integrative cognitive approaches with behavioral approaches.

PRESENT APPROACHES

During the late 1970s and early 1980s professionals sought to integrate the best methods of the various
approaches on case-by-case basis. An emphasis was placed on the common factors leading to an
Eclectic Approach.

Emerged in late 1900s, the Bio-psycho-social approach suggested that the biological, psychological
and social aspects of health and illness intimately influence each other. Thus psychologists must
understand the multidimensional bio-psycho-social influences in order to treat and understand others.

Psychotherapy research has been one of the most active areas of empirical investigation for clinical
psychologists. We have already noted several important events in psychotherapy research, including
Rogers's (1942) early research on client-centered therapy, Eysenck's (1952) critical evaluation of the
effectiveness of psychotherapy, and Wolpe's (1958) work on the use of behavioral methods to treat
anxiety. Other landmark studies in psycho- therapy research include the first evidence of the efficacy of
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cognitive therapy in the treatment of depression (Rush, Beck, Kovacs, & Hollon, 1977), the first use of
the statistical technique of meta-analysis to integrate and evaluate large numbers of different studies of
the effects of psychotherapy (Smith & Glass. 1977). The first evidence that behavioral methods could he
used to treat sexual dysfunction (Lobitz & LoPiccolo, 1972), and comparisons of the efficacy of various
forms of psychotherapy and pharmacotherapy in the treatment of depression (e.g., Rush, Beck, Kovacs,
& Hollon, 1977) and anxiety disorders (Power, Simpson, Swanson, & Wallace, 1990).

CLINICAL PSYCHOLOGISTS INVOLVEMENT IN THE PREVENTION OF
PSYCHOPATHOLOGY

The treatment of psychopathology, like the treatment of any problem or disorder, can reduce the
prevalence or number of existing cases of disorder. Treatment cannot, however, reduce the incidence of
new cases of a disorder. That is, no matter how effective psychologists become in treating problems
related to anxiety, depression, eating disorders, or substance abuse, to name but a few, the treatment of
existing problems will not reduce the number of new individuals who develop these problems.

Recognition of this simple fact provided the impetus for the development of prevention efforts in public
health in general and for the prevention of psychopathology in particular. Prevention of psychological
problems was not an integral part of the goals of clinical psychology as the science and profession
developed during the first half of the twentieth century. Beginning in the 1950s, however, a number of
factors increased psychologists' awareness of the importance of prevention in dealing with mental health
concerns in American society.

The report of the United States Joint Commission on Mental Illness and Health in the late 1950s,
President Kennedy's initiative for new programs to combat mental retardation and psychological
disorders in 1963, and the development of comprehensive community mental health centers in the 1960s
were all landmark events in moving prevention into mental health programs and policies in the United
States. All these initiatives highlighted the need to reduce the incidence of new cases of
psychopathology. In addition, they emphasized the unequal access of Americans to mental health
treatment. Individuals of lower socioeconomic status (as reflected in levels of education and occupation)
have less access to mental health professionals and are less able to pay for such services because of lack
of income and lack of health insurance to cover the costs of such services.

Prevention programs that can eliminate some of the social factors that contribute to the development of
psychological problems may be able to eliminate some of these inequities. Clinical psychologists have
played a central role in the development of prevention programs to reduce the incidence of new cases of
a wide range of psychological problems and disorders. Prevention programs focus primarily on children
as psychologists attempt to prevent the onset of disorders early in children's lives.

Prevention includes programs to prevent aggressive behavior and conduct disorder, depression, and
substance use and abuse.

THE DEVELOPMENT OF CLINICAL PSYCHOLOGY AS A PROFESSION

As clinical psychologists have acquired new skills and roles, particularly in the areas of assessment, and
treatment, psychology has needed to organize itself as a profession to monitor and regulate the activities
of those who present themselves to the public as clinical psychologists. What does it mean to say that
you are a clinical psychologist? What skills, competencies, and credentials must you have in order to
use this label for yourself? What are the ethical and professional standards that govern psychologists'
interactions with their clients? What assurances are provided to the public that the methods used by
clinical psychologists have been proven to be effective?

These issues have all had to be addressed as clinical psychology has worked to define and regulate itself
as a profession. The APA has played a leading role in the development and regulation of the profession
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of psychology, including establishing ethical principles for the practice of psychology, accrediting
training programs in clinical psychology, and working with state legislatures and the U.S. Congress to
support legislation to monitor and regulate the practice of psychology. Academic research-oriented
psychologists and applied psychologists have often found it difficult to integrate scientific psychology
and professional psychology.

CLINICAL PSYCHOLOGY’S INTERACTIONS WITH APA

During the early part of the twentieth century, clinical and other applied psychologists complained that
their interests were not being met within the APA. As a result, in 1917 fifteen of the 375 members of
APA broke off to form the American Association of Clinical Psychology (AACP). With the threat of
losing more members, APA reluctantly agreed to consider certifying some members as "consulting
psychologists" and two years later established a special Clinical Section to handle professional issues. In
the early 1930s, the New York State Psychological Association, in an attempt to deal with issues of
ethics, licensing, and standardization of training, became the Association of Counseling Psychologists
(ACP). In 1937, the clinical section of the APA disbanded, left the APA again, and joined ACP, which
was renamed the American Association for Applied Psychology (AAAP).

This move represented a significant split between the scientific and applied aspects of psychology. In a
reflection of this split, in 1939 Carl Rogers discussed the possibility of awarding professional
psychologists a doctor of psychology degree (similar to the current PsyD degree) rather than a PhD. In
1939 AAAP published a model certification act for state affiliates who could use such a document in
their state legislative efforts within states to gain certification or registration for psychologists.

This model certification was a major factor leading to the establishment of state boards for the licensing
of psychologists. The split between scientific and applied psychology was addressed in the 1940s when
APA changed its membership standards. The APA previously had required that its members must have
at least two research publications beyond the dissertation. In 1945 APA was restructured in ways that
were particularly supportive of practitioners, including an elimination of the requirement of publications
for membership.

The impetus for this change came from the need to unify psychologists for the purpose of responding to
the country's wartime needs. The APA by laws were expanded to include the advancement of
psychology not only as a science but also as a profession and as a means of promoting human welfare.
An arm of the APA, the Practice Directorate, is devoted specifically to issues that pertain to psychology
as a profession. The Practice Directorate supports legislation that is important to psychology, conducts
public education campaigns, and engages in efforts to support practicing psychologists.

FORMATION OF A NEW ORGANIZATION: THE AMERICAN PSYCHOLOGICAL
SOCIETY (APS)

The tension between research and applied interests of psychology arose again in the 1980s when
academic psychologists raised concerns that APA had become too involved with the practice of
psychology and was ignoring psychological research. These concerns led to the formation of a new
organization, the American Psychological Society (APS), in 1988. The APS is strongly committed to
the promotion of scientific research in basic and applied psychology and provides an alternative for
psychologists who worry that APA has become more of a guild to protect the practice of psychology in
ways that are not tied to the scientific basis of the field.

The two groups function independently of one another with separate governing bodies, separate annual
conventions, and separate scientific journals. However, many psychologists, and many scientifically
oriented clinical psychologists in particular, are members of both organizations.
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CONCLUSION

The history of clinical psychology can be traced through advances and landmark events in research,
assessment, treatment, and prevention and through the development of the profession of clinical
psychology. Contemporary clinical psychology is ever evolving, currently adapting to numerous
changes and challenges.

Clinical psychology has now found its way into general health care with applications to numerous
medical problems and issues. Although the changes in clinical psychology have been radical, the goal
that binds clinical psychologists together remains the same: to apply their knowledge and skill to the
mental health needs of people everywhere.
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LESSON 07

MODELS OF TRAINING IN CLINICAL PSYCHOLOGY
BACKGROUND TO THE PhD TRAINING MODEL: THE BOULDER CONFERENCE

As doctoral training in clinical psychology expanded during and following the Second World War, there
was a need to regulate and monitor the type of training that students received in such programs. The
American Psychological Association took the initiative to establish accreditation criteria that included
course curricula, research training, qualifying examinations, and clinical training (APA Committee on
Training in Clinical Psychology, 1947). Carl Rogers, the president of APA, appointed David Shakow to
formulate a model for training in clinical psychology. Shakow recommended that training in clinical
psychology should produce professionals who are well equipped to conduct research, assessment, and
psychotherapy. This training should be accomplished in four years of study at the doctoral (PhD) level,
including course work in psychology, psychological research, and supervised clinical practicum
experiences in assessment and psychotherapy. The curriculum should include courses in research
methods, core areas of psychology (e.g., biology, sociology), the psychodynamics of behavior,
diagnostic (assessment) methods, and methods of psychotherapy.

Shakow proposed that the third year of training should consist of a year-long full-time internship in a
clinical setting followed by a final year of training that is devoted to doctoral dissertation research. The
report also recommended that master's-level training in clinical psychology should be discontinued and
that the professional field should be identified only at the doctoral level.

Spurred by Shakow's report, a land mark event in the development of clinical psychology as a
profession occurred with the conference on training in clinical psychology in Boulder, Colorado in
1949. The outcome of this meeting, often called the Boulder Conference, was the formulation of a
""scientist-practitioner”” model of training for clinical psychologists. The recommendation of this
meeting was that students in clinical psychology should be trained as psychologists first and
practitioners second. That is, clinical psychologists were defined as individuals who are trained and
skilled in both the science of psychology and the application of psychological knowledge. This two-
pronged approach, still referred to as the Boulder model, has set the standards for training in clinical
psychology for over 50 years.

1. THE SCIENTIST-PRACTITIONER (PhD) TRAINING MODEL

The scientist-practitioner model of training is represented in PhD clinical psychology programs. This
model of training was first formally articulated in a report commissioned by the APA and chaired by
David Shakow in 1947 and subsequently at a conference in Boulder, Colorado. It is typically referred to
as the Boulder Model of training in clinical psychology. Students are required to develop skills both as
psychological researchers and as practicing psychologists. Although the balance of these two types of
training activities is rarely exactly 50-50 in any single program, all Boulder Model programs share a
commitment to a relative balance of training in the science and the application of clinical psychology.

These programs are housed mostly in university-based departments of psychology that are also
committed to educating undergraduates in psychology and to the graduate training of students in other
areas of psychology (e.g., learning, developmental, cognitive, social). Students complete course work in
basic areas of psychology and also participate in specialized seminars on topics in clinical psychology.
Students are required to carry out at least two pieces of original research: a master's thesis or its
equivalent and a second research project that constitutes their doctoral dissertation.

This research is usually on a topic relevant to clinical psychology and often involves applied research on
the nature, measurement, etiology, prevention, or treatment of some form of psychopathology or health-
related problem. In addition, students must complete a specific number of hours of training in clinical
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practice (typically psychological assessment and psychotherapy) during their years in graduate school,
followed by a full-year, 40-hours-per-week internship in an applied setting under the supervision of
licensed clinical psychologists.

Programs that have achieved accreditation by the APA must comply with a set of guidelines regarding
the types of courses and research and clinical training experiences that are required of students for
completion of the degree. A typical Boulder Model program requires four years of work at a university
(course work, research, clinical practica) followed by an internship in the fifth year.

THE RATIONALE FOR THE SCIENTIST- PRACTITIONER MODEL

The rationale for the balance of training in research and practice is that, regardless of the specific career
they pursue, clinical psychologists will need to draw on both sets of skills. For clinical psychologists
who are actively involved in research, it is essential to be able to draw on experience working with
people who have clinical significant problems. This experience keeps researchers in touch with the
issues and problems that are faced by such people. Without this contact with people who are suffering
from psychological problems, it is too easy for researchers to select research questions and problems
because they are the ones that are most easily answered, are the most fashionable in the field, or are best
suited for the methodologies that are available.

Similarly, it is essential for clinical psychologists who are primarily involved in clinical practice to have
a solid foundation in psychological research. Without training in research methods, practicing clinicians
will be unable to stay informed of the latest developments in research concerned with psychopathology,
assessment, or treatment. Clinicians need to be trained in research so that they can be educated
consumers of the research advances that will emerge during the course of their career.

CRITICISM OF SCIENTIST- PRACTITIONER MODEL

Most recently, this training model came under attack by clinicians as being unrealistic in its emphasis on
research in the training of clinical psychologists. The majority of clinical psychologists who are in
clinical practice do not engage in research activities either due to the lack of time or lack of interest. In
either way, their time spent in research training seems meaningless.

The critics also charge this model as being unresponding to the needs of the students who aspire only to
clinical practice. For example, Drabman (1985) describes students who arrive at their internship site
without an adequate knowledge of how to administer, score, and interpret psychological tests. These
students also sometimes show a surprising lack of experience with clinical populations. Although well
versed in the technicalities of research, they have little skill in the practical application of their
knowledge.

Nevertheless a majority of clinical programs still subscribe to the scientist-practitioner model in varying
degrees. It is this model that differentiates clinical psychologists from the rest of the mental health pack.

BACKGROUND TO PSY.D TRAINING MODEL: THE VAIL CONFERENCE

The wisdom of trying to train clinical psychologists to be both competent scientists and practitioners
was questioned vigorously in the years following the Boulder Conference. In a series of conferences and
papers, some clinical psychologists argued for the need of an alternative approach to training, one that
placed greater emphasis on clinical training and less emphasis on scientific training. An alternative
approach emerged in 1968 when Donald Peterson presented the model for the first professionally
oriented clinical psychology training program at the University of Illinois. His efforts culminated in
another training conference, this time held in Vail, Colorado, in 1973.

At this meeting there was, as expected, a reaffirmation of support for the Boulder model as one
approach to the training of clinical psychologists. But a second approach, a professional model of
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training, also emerged from the Vail Conference with significant support. The professional model
validated the importance of knowledge of psychological research but deemphasized the importance of
training in research skills for clinical psychologists.

Training programs could now receive accreditation from the APA by following either the scientist-
practitioner model or the new professional model. During this time period the number of programs
offering the Psy.D (doctor of psychology) degree grew rapidly, and most of the programs that offered
this degree developed in freestanding professional schools of psychology; schools that were independent
of universities.

This development of university-independent professional schools contributed further to the widening
gap between practicing clinical psychologists and psychologists involved in basic research. Professional
schools were not designed to train students in research in basic areas of psychology, and their faculties
did not include researchers in these core areas. The number of clinical psychology training programs has
grown rapidly in recent years, due primarily to the increase in the number of Psy.D programs.

Due to its emphasis on clinical practice, the Psy.D program is also referred to as the “Practitioner-
oriented Model of Training”.

2. Psy.D TRAINING MODEL

Programs that grant a Psy.D degree in clinical psychology to their graduates differ from PhD programs
in the balance of training devoted to research and clinical practice. Although some Psy.D programs are
based in universities, most exist in separate freestanding professional schools devoted solely to the
training of professional psychologists. In these programs, relatively little emphasis is given to clinical
research and relatively more training is devoted to skills in psychological assessment and intervention.
Although students in these programs may conduct original clinical research for their dissertation, Psy.D
programs allow students an alternative to complete this requirement through other means, such as a
review of the literature on a topic relevant to clinical psychology or a detailed case study.

The first of these programs was developed at the University of Illinois in 1968. Psy.D programs are not
substantially different from PhD programs during the first two years of training. The real divergence
begins with the third year. At that point, increasing experience in therapeutic practice and assessment
becomes the rule. The fourth year continues the clinical emphasis with a series of internship
assignments. More recently, Psy.D programs have moved toward compressing formal course work into
the first year and expanding clinical experience by requiring such things as five-year practices.

THE RATIONALE BEHIND PRACTITIONER-ORIENTED (Psy.D) MODEL OF TRAINING

The rationale behind practitioner-oriented models of training is twofold. First, there is a large body of
knowledge and skills that a student needs to learn to become a competent clinician, and competence in
the skills needed for clinical practice requires more time than can be devoted to them in a program that
emphasizes both research and practice.

Second, because most clinical psychologists do not go on to conduct research, they need relatively less
training in research. Proponents of this model contend that it is no longer possible to acquire the
necessary foundation of both clinical and research skills in the span of four to five years of doctoral
training.

EVALUATION OF Psy.D MODEL OF TRAINING

Psy.D programs have gained an increasing foothold in the profession. Researchers such as Peterson,
Eaton, Levine and Snepp (1982) hold that Psy.D practitioners are more satisfied with their graduate
training and careers than are clinicians trained in traditional programs. They encounter few problems in
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becoming licensed and report that the Psy.D degree is an advantage in competing for clinical positions.
However, finding academic jobs is difficult for them. Further, when resources and incentives in the
workplace permit, PhD graduates engage in scholarly activities more often than do Psy.D graduates.

3. PROFESSIONAL SCHOOLS

Although the Psy.D model represents a clear break with tradition, an even more radical innovation is the
development of professional schools. Many of these schools have no affiliation with universities; they
are autonomous, with their own financial and organizational framework. Often referred to as "free-
standing" schools, these schools mostly offer the Psy.D degree. Most schools emphasize clinical
functions and generally have little or no research orientation in the traditional sense. Faculty are chiefly
clinical in orientation and therefore are said to provide better role models for students. The first such
free-standing school was the California School of Professional Psychology. It was founded by the
California State Psychological Association and offers several mental health degrees.

The proportion of doctorates in clinical psychology awarded by professional schools has increased
dramatically: by 1993, almost half (1,107 out of 2,220, or 49.9 %) of the doctorates in clinical
psychology were awarded by professional schools. These programs tend to admit far more students than
traditional, university-based scientist-practitioner programs.

EVALUATION OF FREE-STANDING SCHOOLS

Whether such schools ultimately will survive is still uncertain. One of their greatest problems is stability
of funding. Many such institutions must depend on tuition as their chief source of funds, which does not
generate enough money to make them financially secure. They often depend heavily on part-time
faculty whose major employment is elsewhere. As one consequence, it is sometimes difficult for
students to have the frequent and sustained contact with their professors that is so vital to a satisfactory
educational experience.

Although some professional schools are fully accredited by the APA, they are the exception rather than

the rule. This is a major handicap that such schools will have to overcome if their graduates are to find
professional acceptance everywhere. Recent conferences on training suggest that both PhD and Psy.D
programs are secure. However, they continue to recommend that all doctorate programs be at or
affiliated with regionally accredited universities.

4. CLINICAL SCIENTIST MODEL

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

THE “CALL TO ACTION” FOR CLINICAL SCIENTISTS

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

1. "Scientific clinical psychology is the only legitimate and acceptable form of clinical psychology"

2. "Psychological services should not be administered to the public (except under strict experimental
control) until they have satisfied these four minimal criteria:
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a. The exact nature of the service must be describe clearly.

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

c. These claimed benefits must be validated scientifically.

d. Possible negative side effects that out-weigh any benefits must be ruled out empirically".

3. "The primary and overriding objective of doctoral training programs in clinical psychology must be
to produce the most competent clinical scientist possible”.

Like-minded clinical psychologists were urged to help build a "science" of clinical psychology by
integrating scientific principles into their own clinical work, differentiating between scientifically valid
techniques and pseudoscientific ones, and focusing graduate training on methods that produce "clinical
scientists" - individuals that "think and function as scientists in every respect and setting in their
professional lives".

OUTCOME OF THE “MANIFESTO FOR A SCIENCE OF CLINICAL PSYCHOLOGY”

This document has proved to be quite provocative. One outgrowth of this model of training is the newly
formed Academy of Psychological Clinical Science. The academy consists of graduate programs that
are committed to training in empirical methods of research and the integration of this training with
clinical training. The academy is affiliated with the American Psychological Society (APS). As of 1999,
it included 43 member programs.

The primary goals of the academy are:

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

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

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

4. To foster the broad application of clinical science to human problems in responsible and innovative
ways.

5. To foster the timely dissemination of clinical science to policy-making groups, psychologist and other
scientist, practitioners and consumers.

EVALUATION OF THE CLINICAL SCIENTIST MODEL

Essentially, a network of graduate programs that adhere to the clinical science model has developed.
These programs share ideas, resources, and training innovations. Further, they collaborate on projects
aimed at increasing grant funding from governmental agencies, addressing state licensing requirements
for the practice of psychology, and increasing the visibility of clinical science programs in
undergraduate education. The ultimate success and influence of this new model of training remains to be
seen.

5. COMBINED PROFESSIONAL-SCIENTIFIC TRAINING PROGRAMS

A final alternative training model involves a combined specialty in counseling clinical, and school
psychology. As outlined by Beutler and Fisher (1994), this training model assumes that

(1) These specialties share a number of core areas of knowledge.

© Copyright Virtual University of Pakistan 44



Clinical Psychology— (PSY401) VU

(2) The actual practices of psychologists to graduate from each of these specialties are quite similar. The
curriculum in these combined training programs focuses on core areas within psychology and exposes
students to each sub specialty of counseling, clinical and school psychology.

EVALUATION OF COMBINED PROFESSIONAL-SCIENTIFIC TRAINING PROGRAMS

The combined training model emphasizes breadth rather than depth of psychological knowledge.
However, this feature can also be seen as a potential weakness of the model. Graduates from this type of
training program may not develop a specific sub-specialty or area of expertise by the end of their
doctoral training. Further this model of training appears to be better suited for the future practitioners
than for the future academician or clinical scientist. By the end of 1998 there were nine APA-accredited
programs in combined professional-scientific psychology-one of which offers a Psy.D degree.

CONCLUSION

In many ways, the changes in graduate training over the past 30 years have mirrored the market place
for clinical psychologists. Starting in the mid-1960s, a shift occurred from university-based academic
jobs to jobs in private practice. Not surprisingly, complaints about the limitation of the scientist-
practitioners model of training surfaced soon thereafter. These complaints focused by primarily on the
perceived inadequacy of the Boulder model of training for future practitioners according to the critics
training in clinical skills was deficient and faculty members were oblivious to the training needs of
future practitioners.

Out of the Vail Training Conference in 1973 came an explicit endorsement of alternative training
models to meet the needs of the future practitioners. Clearly, these alternative training programs are
becoming increasingly influential.

However, several recent trends may affect the viability and success of the various training models. First,
some believe that there may be an over supply of practice-oriented psychologists. If true, this may
ultimately affect the number of students entering and finishing graduate program in clinical psychology.
In recent years, there have been many more applicants for internship position than slots available. If the
internship and job market tighten, the programs that primarily train practitioners (professional schools,
schools awarding the Psy.D degree) will likely feel the brunt of this effect. This will be especially true
for professional schools whose economic viability is heavily dependent on tuition fees and large
numbers of students.

Second, the managed health care revolution will likely affect the demand for clinical psychologist in the
future as well as curriculum in training programs. More emphasis will be placed on course work
involving empirically supported brief psychological interventions and focal assessment. Training
programs that do not employ faculty with expertise in these areas may produce graduates without the
requisite skills to compete in the market place.

Finally, several authors have noted that there may be an undersupply of academic and research-oriented
clinical psychologists. If true, scientist-practitioner and clinical scientist programs may be in a better
position to meet this need.
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LESSON 08

CURRENT ISSUES IN CLINICAL PSYCHOLOGY
PROFESSIONAL REGULATION

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

CERTIFICATION

Certification is a relatively weak form of regulation in most cases. It guarantees that people cannot call
themselves "psychologists" while offering services to the public for a fee unless a state board of
examiners has certified them. Such certification often involves an examination, but sometimes it
consists only of a review of the applicant's training and professional experience.

Certification is an attempt to protect the public by restricting the use of the title "psychologist." Its
weakness is that it does not prevent anyone (from the poorly trained to outright impostors) from offering
psychological services to the public.

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

LICENSING

Licensing is a stronger form of legislation than certification. It not only specifies the nature of the title
(“psychologist”) and training required for licensure, it also usually defines what specific professional
activities may be offered to the public for a fee. With certification, for example, individuals might call
themselves "therapists" and then proceed to provide "psychotherapeutic" services with impunity.

Many state licensing laws are designed to prevent such evasions by defining psychotherapy and specifi-
cally making it the province of psychiatry, clinical psychology, or other designated professions.
However, determined impostors are difficult to control, and such persons may be very clever in
disguising the true nature of their activities.

To help strengthen this system of oversight and consumer protection, the American psychological
Association developed a model act for the licensure of psychologists in 1987. The American
Association of State Psychology Boards (AASPB) published a more recent revision in 1992. States and
provinces have used these guidelines to develop their own specific requirements for licensure in their
jurisdictions. Although licensing laws vary from state to state (and province to province), there are sev-
eral common requirements. These are summarized here.

SUMMARY OF TYPICAL REQUIREMENTS FOR LICENSURE

EDUCATION

A doctoral degree from an APA-accredited program in professional psychology (such as clinical) is
required.

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

EXAMINATIONS

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

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

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

Most states and provinces require applicants for licensure to sit for an examination. In addition, the
licensing board usually examines the applicant's educational background and sometimes requires several
years of supervised experience beyond the doctorate. Many states also have subsequent continuing
education requirements. It appears that licensing boards are becoming increasingly restrictive,
sometimes requiring specific courses, excluding master's candidates, and demanding degrees from APA
approved programs. They are also occasionally beginning to intrude into the activities of academic and
research psychologists.

ISSUES REGARDING LICENSING

Licensing and certification remain topics of intense professional interest. Some insist that licensing
standards should not be enforced until research demonstrates their utility and positive client outcomes
can be shown to relate to the licensee's competence (Bernstein & Lecomte, 1981).

Others have pointed out that certification and licensing are in no way valid measures of professional
competence (Koocher, 1979). However, others suggest that licensing should be designed to ensure that
the public will not be harmed, rather than to regulate levels of competence (Danish & Smyer, 1981).
Kane (1982) reinforces this view, arguing that at the present time licensing examinations help provide
safeguards against poor practice.

Finally some academic clinical psychologists are concerned that licensing requirements violate
academic freedom because these requirements essentially dictate the coursework that is offered by
clinical psychology programs. They argue that the faculty members involved in a clinical psychology-
training program have a better idea of what coursework is needed to produce well-trained clinical
psychologists.

Despite these questions and problems, the regulation of professional practice seems here to stay. To
date, it is the only method we have, imperfect though it is, to protect the public from the poorly trained.

AMERICAN BOARD OF PROFESSIONAL PSYCHOLOGY (ABPP)

Because of the failure of the individual states to take the lead, the American Board of Examiners in
Professional Psychology was established as a separate corporation in 1947. In 1968, its name was
shortened to American Board of Professional Psychology (ABPP).

ABPP offers certification of professional competence in the fields of behavioral psychology, clinical
psychology, counseling psychology, family psychology, forensic psychology, health psychology,
industrial and organizational psychology, school psychology, and clinical neuro-psychology. An oral
examination is administered, the candidate's handling of a case is observed, and the clinician is asked to
submit records of his or her previous handling of cases.
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Candidates for the ABPP examinations must have also had five years' postdoctoral experience. Overall,
requirements are more rigorous than those involved in state certification or licensing. In essence, the
public can be assured that such a clinician is someone who has submitted to the scrutiny of a panel of
peers.

NATIONAL REGISTER

In recent years, insurance companies have increasingly extended their coverage to include mental health
services. At the same time, clinical psychologists have gained recognition as competent providers of
those services involving prevention, assessment, and therapy. In 1975, the first National Register of
Health Service Providers in Psychology was published.

The Register is a kind of self-certification, listing only those practitioners who are licensed or certified
in their own states and who submit their names for inclusion and pay to be listed. Along with the
increasing numbers of clinicians in private practice and their recognition as health care providers by
insurance companies such as Blue Cross and Blue Shield, the Register is one more indication of the
growing professionalism of clinical psychology.

ISSUES OF MANAGED HEALTH CARE

The character of health care in America changed dramatically during the 1980s and 1990s, with
managed health care playing an increasingly greater role in the provision of health care to individuals
and families. Under managed health care systems, decisions about an individual's health care are
regulated either by companies that provide health care services or by insurance companies that
underwrite the cost of services.

Traditionally, physicians treated patients simply as they saw fit, and medical insurance paid for what-
ever procedures the doctors ordered. The physician decided what diagnostic and treatment approaches
were in the best interest of the patient, and insurance companies supported and funded the physician's
discretion in making professional judgments. Lacking medical degrees, clinical psychologists could not
be reimbursed by medical insurance companies.

In the 1970s, however, psychologists lobbied state legislatures to pass "freedom-of-choice" laws that
would allow anyone who held a license to practice in the mental health field (e.g., psychologists, social
workers) to be eligible for medical insurance reimbursement.

While physicians vigorously argued that only physicians (such as psychiatrists) should be allowed to
treat patients in psychotherapy (and therefore be reimbursed by medical insurance), psychologists
successfully argued that a mental health professional did not need to be a physician in order to conduct
psychotherapy and other psychological services (e.g., psychological testing, consultation).

By 1983, 40 of the 50 states had passed legislation. Allowing people to obtain psychological services
from any licensed mental health profession and be eligible to receive some insurance reimbursement
(Nietzel, Bernstein, & Milich, 1991).

Psychology enjoyed the advantages of freedom of choice legislation for about 10 to 20 years (although
this time frame varies significantly from state to state).

Psychologists, like physicians, quickly became accustomed to treating patients as they saw fit and
having insurance companies reimburse them and their patients for their professional services. Thus,
psychologists could offer various types of psychotherapy (e.g., psychodynamic, cognitive-behavioral,
humanistic, family systems, eclectic) and various types of modalities (e.g., individual, couple, family,
group) for any diagnosable problem.
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Typically, insurance would reimburse 50 percent to 80 percent of the fees charged by the psychologist,
and patients paid the remaining portion. With these arrangements, psychologists and patients decided on
a treatment plan without input from or parameters from other parties such as insurance companies.

These private, fee-for-service insurance arrangements began to change radically during the latter part of
the 1980s. Health care costs rose steadily and dramatically during the 1970s and 1980s. Significant
improvements in medical technology, newer and more expensive diagnostic tools such as CAT, PET,
and MRI scans, as well as newer and more expensive treatments resulted in enormous amounts of costly
medical insurance claims.

Furthermore, very ill patients could live longer using these newer technologies, so costs continued to es-
calate for the treatment of chronic and terminal conditions. Medical education and physician salaries
continued to rise as well. In fact, health care costs have increased about 2.7 times the rate of inflation in
recent years (Cummings, 1995; Resnick & DeLeon, 71995).

By 1995, health care costs have increased to over one thousand billion dollars per year, accounting for
about 15 percent of the gross national product (GNP) (Cummings, 1995). By 2000 health care costs will
account for over 20 percent of the GNP (Resnick & DeLeon, 1995).

These escalating costs have clearly become unacceptable to insurance companies and other orga-
nizations (such as government agencies) that pay for medical services. Furthermore, it has been esti-
mated that about 30 percent of all health care costs are for procedures that are unnecessary, ineffective,
inappropriate, or fraudulent (Resnick & DeLeon, 1995).

DIAGNOSIS-RELATED GROUPS (DRGs)

In 1983 Congress passed legislation that initiated a new method of paying hospitals with a fixed and
predetermined fee for treating Medicare patients. Under this plan, payment was determined by the
patient diagnosis rather than by the actual total cost of treatment. Patients were categorized into
diagnosis-related groups (DRGs), and the costs were calculated based on the average cost per patient
for a given diagnosis.

Thus, a hospital would receive a fixed fee for treating a patient with a particular diagnosis. If the
hospital needed more time or money to treat the patient, monies would not be available for the
additional services; or if the patient could be treated using less than the designated amount, hospitals
would keep the difference to pay for other costs.

Following the advent of DRGs in the early and mid 1980s, managed health care plans such as health
maintenance organizations (HMOs) and preferred provider organizations (PPOs) exploded onto the
health care scene during the late 1980s and the 1990s. The aim of these programs was to provide a more
cost-effective way to pay for health services including those services offered by mental health
professionals such as clinical psychologists.

While 96 percent of people who had health care insurance still had fee-for-service plans in 1984, only
37 percent still had these plans by 1990 (Weiner & de Lissovoy, 1993). The number of Americans with
fee-for-service plans continues to diminish rapidly (Cummings, 1995; B roskowski, 1995). In fact, over
35 million Americans now belong to a health maintenance organization, and about 130 million
Americans are covered by some form of managed health care (Cummings, 1995).

HEALTH MAINTENANCE ORGANIZATIONS (HMOS)

Contrary to the traditional fee-for-service plan outlined above, an HMO provides comprehensive health
(and usually mental health services) within one organization. An employer (or employee) pays a
monthly fee to belong to the HMO. Whenever health care is needed, members obtain all their care from
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the HMO for no additional cost above the monthly membership fee or a small co-payment fee (e.g., $5
per office visit).

Patients have little or no choice regarding which doctor or other health care provider can treat them.
Furthermore, they must obtain all their services (from flu shots to brain surgery) from health care
professionals working at the HMO. Unlike private practitioners, these providers are paid a yearly salary
rather than a certain fee for each patient they treat.

In order to be profitable, the HMO must control costs and minimize any unnecessary and expensive
services. For example, Cummings (1995) reported that only 38 large HMOs "the size and efficiency of
Kaiser-Permanente can treat 250 million Americans with only 290,000 physicians, half the present
number, and with only 5% of the gross national product".

Thus, it is theoretically possible for physicians and organizations to provide medical services at a
fraction of the cost associated with traditional fee-for-service arrangements. The important concern is
whether these more efficient services are of high quality and in the best interest of patient care.

PREFERRED PROVIDER ORGANIZATIONS (PPOs)

A Preferred Provider Organization (PPQO) is a compromise between the traditional fee-for-service
and the HMO style of health care. A PPO is a network of providers who agree to treat patients affiliated
with the PPO network for discounted rates. Therefore, traditional private practice professionals in all
medical specialties as well as clinical psychologists and other mental health professionals can choose to
apply to be on the PPO network.

Professionals in the community who have agreed to serve on the PPO panel of providers must treat a
patient who is on a PPO plan. Furthermore, large health organizations such as clinics and hospitals also
may apply to be on the PPO network panel. The PPO network and the providers of professional services
(including hospitals) agree to set fees for various types of professional services such as surgery, office
visits, and psychotherapy.

A patient who needs services may contact one of a number of hospitals, clinics, or private practice
providers. Some of the services, however, still need to be authorized by the PPO network organization
before they can be guaranteed payment. Thus permission is needed by the insurance company before
many major diagnostic or treatment services can be offered by any provider on the panel.

With the advent of HMOs and PPOs, spiraling health care costs and some unnecessary procedures have
been better contained. The HMO and PPO companies determine, along with the professional treating a
patient, the most cost-effective and reasonable diagnostic or treatment plan to follow. Therefore the
insurance companies paying for physical and mental health care services now have an important vote in
the types of services that can be rendered.

EVALUATION OF HMOs & PPOs: IMPACTS OF MANAGED HEALTH CARE ON
CLINICAL PRACTICE

Some arguments have been made that ultimately these changes in managed health care do not save
money (Fraser, 1996). In fact, some argue that the monies going to health care have shifted from
hospitals and providers to the managed care insurance industry (Matthews, 1995). Evidence that the
managed-care insurance industry is one of the most profitable industries in the United States, with CEOs
and other top executives enjoying salaries of over 6 million dollars per year, supports this claim
(Matthews, 1995).
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Generally, providers and patients are not as satisfied with these managed care programs as are those
who still use the traditional fee-for-service professionals. While costs are theoretically contained in
managed-care models, freedom of choice for both patient and provider is strictly controlled.

A recent survey of over 17,000 HMO patients revealed general dissatisfaction with their health plans,
while patients still on the fee-for service plans expressed the most satisfaction (Rubin et al., 1993).
These survey results have raised concerns about the quality of service provided by managed health care.

Managed care companies now routinely survey their members concerning client satisfaction
(Broskowski, 1995). Psychologists and other mental health professionals tend to be unhappy with
managed health care and have even formed special interest groups to curtail its impact and abuses (e.g.,
the National Coalition of Mental Health Professionals and Consumers).

A recent survey of over 14,000 members of the American Psychological Association revealed that 78
percent of the group felt that managed care had a negative impact on their professional work, with only
10.4 percent reporting a positive impact (Phelps, 1996). A survey of over 200 diplomates in clinical
psychology from the American Board of Professional Psychology revealed that over 90 percent felt that
managed health care was a negative and problematic trend (Plante, Boccaccini, & Andersen, in press).

In another national survey, 49 percent of 718 psychologists surveyed reported that their patients were
negatively impacted by managed care that delayed or denied services while 90 percent reported that
managed care reviewers interfered with appropriate treatment (Tucker & Lubin, 1994). Other surveys
have demonstrated that psychologists generally feel that managed health care has requested that
practitioners compromise professional ethics to contain costs (Murphy et al., 1998).

The president of the American Psychiatric Association, Harold Eist, has stated, "We are under attack by
a rapacious, dishonest, disruptive, greed-driven insurance-managed care business that is in the process
of decimating all health care in America, but most egregiously, the care of the mentally ill" (Saeman,
1996).

The mental health professional's deep discontent with managed-care stems from several concerns.

First, all professional decisions (such as type and frequency of therapy services) must be authorized by
the managed care insurance company. The cases must go through utilization review, which means that a
representative of the insurance company reviews the services and plans of the professional before
authorization for services can occur.

Often the insurance agent with whom the psychologist works in this regard is not a licensed mental
health professional. Therefore, many psychologists resent that they must "sell" their treatment plans to
someone who is not as well trained in providing professional services.

Furthermore, many feel that these reviewers are primarily interested in minimizing costs for the
insurance company rather than being concerned about what is in the best interest of the patient (Anders,
1996).

Second, concerns about patient confidentiality have arisen. Details about the patient must be disclosed
in order to obtain authorization for services. Many mental health professionals (as well as patients) feel
that informing the insurance company about intimate details of the patient’s life and problems
compromises their confidentiality. Many patients fear that this information might be misused or
provided to their employer.

Third, many psychologists feel overwhelmed by the paper work that is required of managed-care
providers. In addition to lengthy application forms for each separate panel to which the professional
belongs (copies of malpractice insurance, license, transcripts from all professional training, updated
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curriculum vitae, documentation of medical staff affiliations), other lengthy forms often need to be
completed after each session with a patient.

Fourth, many psychologists resent having to accept significant reductions in their typical fees for
managed care patients. For example, a psychologist might charge $100 per hour for services, but in
order to be admitted to a PPO panel, he or she might have to accept a $65 per hour rate.

Furthermore, the additional paper work and time on the telephone for authorization and utilization
review is not reimbursed.

Fifth, psychologists (and patients) often feel that too few sessions are authorized by the managed-care
company (Murphy et al., 1998). For example, only 3 or 5 sessions might be authorized for services.
Many psychologists feel that patients that truly need more services are being denied access to treatment
(Phelps et al., 1998).

And finally, many psychologists resent having someone tell them how they should treat their patients.
For example, a managed-care company might urge the psychologist to have the patient enter group
rather than individual therapy in order to save costs, given the typically lower fee for group as opposed
to individual treatment. Furthermore, many psychologists are concerned about the growing use of
capitation methods by managed care companies.

In a capitation program, the insurance company will pay a set fee for the treatment of a given patient no
matter what treatment or how many sessions are required. For example, when a managed care insurance
company refers a patient to a practitioner, the company may pay $250 for whatever services are needed.
If services can be provided within 1 to 3 sessions, the practitioner covers his or her costs. If many more
services are needed (e.g., 20 sessions), the professional loses a good deal of time and income.

Many managed-care companies have thus transferred the risks of expensive services from the insurance
company to the practitioner. In the words of Bertram Karon, "What started reasonably is becoming a
national nightmare" (Karon, 1995, p.S).

Some psychologists, however, have noted that managed care offers a variety of hidden benefits
(Anonymous, 1995; Clement, 1996, Hayes, 1996). For example, justifying treatment plans to managed
care companies encourages professionals to think clearly about how best to treat their patients in a cost-
effective manner, to make their clinical skills sharp and motivation for success high.

Furthermore, managed care promotes interdisciplinary collaboration by forcing professionals to work
with other professionals (such as physicians) also treating a given patient as well as with professionals
representing the managed-care company. Finally, managed health care demands that professionals be
held more accountable for everything they do and for the price of their services. These changes have en-
couraged psychologists and other professionals to use empirically validated treatment approaches as
well as brief, problem-focused treatments.

PRESCRIPTION PRIVILEGES FOR CLINICAL PSYCHOLOGISTS

A highly controversial issue facing clinical psychology is the possibility of obtaining the legal and
professional ability to prescribe psychotropic medications. Historically, psychiatrists have been the only
mental health professionals legally allowed to prescribe medication for their patients. Curiously,
however, any physician from any specialty area (e.g., cardiology, urology, internal medicine) may
legally prescribe psychotropic medications even if the physician lacks mental health training or
experience.

In fact, the majority (approximately 80%) of psychotropic medications prescribed to alleviate anxiety
and depression are prescribed by general family practice or internal medicine physicians and not by
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psychiatrists (DeLeon & Wiggins, 1996). Although a number of psychologists actively conduct
research on the neurobiology and psychopharmacology of behavior, and approximately two-thirds of
graduate training programs in psychology offer psychopharmacology courses to their students (Popanz,
1991), psychologists have not obtained legal permission to prescribe medications to the public.

The American Psychological Association, after careful study, has supported efforts to develop a
curriculum to adequately train psychologists in psychopharmacology and to lobby state legislative
groups to pass laws allowing psychologists to prescribe medications (American Psychological Asso-
ciation, 1992b; Cullen, 1998; Martin, 1995; Smyer et al., 1993). During the past several decades, there
has been an explosion of research on the effects of various medications on psychiatric problems such as
anxiety, depression, impulsivity, and thought disturbance.

New and effective medications have become available to assist those experiencing a wide range of
emotional and behavioral problems. For example, the development and popularity of Prozac has led
numerous people to become interested in using the drug to combat depression and other problematic
symptoms such as bulimia. Additionally, the influence of alcohol, cocaine, nicotine, and other
substances on behavior (such as substance abuse, domestic violence, and crime) continues to be a major
issue for all health care and mental health professionals.

These substance abuse problems are often treated with medications such as ant-abuse for alcohol
addiction and methadone for heroine addiction. Advances in the development and availability of
psychotropic medication as well as the influence of substance use and abuse on behavior have set the
stage for the controversial issue of the development of prescription privileges for psychologists.

Furthermore, as more integrative and bio-psychosocial perspectives replace traditional one-dimensional
theoretical models (e.g., psychodynamic, behavioral) of diagnosis and treatment, biological and
medication issues become increasingly relevant for practicing psychologists.

OPPOSITION FROM OTHER PROFESSIONS

A prescription privilege for psychologists is a hotly debated topic both within and outside the
profession. For example, both the American Medical Association and the American Psychiatric
Association are adamantly opposed to allowing psychologists the privilege of prescribing medication
(American Medical Association, 1984). A recent survey of approximately 400 family practice physi-
cians revealed strong opposition to psychologists obtaining prescription privileges (Bell, Digman, &
McKenna, 1995). They claim that a medical degree is necessary to competently administer medications
that deal with the complexities of mind-body interactions.

OPPOSITION FROM WITHIN PSYCHOLOGY

Even within psychology, many are opposed to having psychologists prescribe medication for their
patients (DeNelsky, 1991, 1996; Hayes & Heiby, 1996). Some psychologists are adamantly opposed to
prescription privileges (DeNelsky, 1996). Some are concerned that allowing psychologists to prescribe
medication would distract them from their traditional focus on non-biological emotional and behavioral
interventions (e.g., psychotherapy, education etc.).

Some have argued that by obtaining prescription privileges psychology would lose its unique identity
and psychologists would become "junior psychiatrists" (DeNelsky, 1996; Lorion, 1996). Finally, many
are concerned about the practical problems associated with prescription privileges such as sizable
increases in the costs of malpractice insurance or the increased influence of pharmaceutical companies
on the field of psychology (Hayes & Hieby, 1996).

On the other hand, many have argued for the development of prescription privileges for psychologists.
A number of clinical psychologists support prescription privileges. Furthermore, about half of all
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graduate students in clinical psychology wish to be able to prescribe medication with the majority
wanting the option available for the profession (Smith, 1992).

Proponents argue that with appropriate and intensive training for those who wish to prescribe
medications, psychologists would be excellent candidates to provide psychotropic medications for
patients, including the underserved populations (e.g., the elderly, the military, people with low
socioeconomic status, and people who live in rural areas) who have little opportunity to be treated by a
psychiatrist (Brentar & McNamara, 1991; DeLeon & Wiggins, 1996; Smith, 1992).

Many point out that other non-physicians (e.g., nurse practitioners, optometrists, podiatrists, dentists)
already have the appropriate training and legal authority to prescribe a limited array of medications. In
fact, nurse practitioners have prescription privileges in 49 states, physician assistants can legally
prescribe medication in 40 states, and optometrists can prescribe medication in all 50 states (DeLeon &
Wiggins, 1996).

Because medical schools in the United States typically spend only an average of 104 hours of classroom
instruction on pharmacology (Association for Medical School Pharmacology, 1990), psychologists have
argued that obtaining a medical degree is not necessarily needed to prescribe medications if sufficient
and specific training is available.

Despite the advantage of no longer having to send patients to other professionals for medication,
psychologists generally tend to have mixed feelings about obtaining prescription privileges and thus are
not uniformly in favor of it (e.g., Boswell & Litwin, 1992; DeNelsky, 1996; Evans & Murphy, 1997;
Hayes & Heiby, 1996; Plante et al., 1997).

BACKGROUND: As noted by Brentar and McNamara (1991), clinical psychologists in recent years
have expanded their area of interest from mental health to health issues in general. This redefinition of
clinical psychology' as a field concerned with general health (including mental health) raises a number
of interesting issues regarding how best to ensure that clinical psychologists can function autonomously
and not be controlled or regulated by medical or other professions (Fox, 1982).

Several advocates have argued that obtaining prescription privileges will ensure the autonomy of
clinical psychologists as health service providers and will enable a continuity of care that is missing
when a psychiatrist prescribes the patient's medications and a psychologist provides the same patient's
psychotherapy.

Further, DeLeon (1988) has argued that it is our professional and ethical duty to improve and broaden
the services we offer so that society's needs can be met. Clinical psychologists with prescription
privileges would be available to meet the needs of underserved populations (for example, rural
residents, geriatric patients).

However, the pursuit of prescription privileges has been questioned on philosophical grounds. Handler
(1988) has argued that the need for professional boundaries between clinical psychology and psychiatry
dictates that we should not incorporate medical interventions (medications) into our treatment
repertoire. Handler further asserts that it is clinical psychology's non-medication orientation that iden-
tifies it as a unique health profession and that is responsible for the field's appeal. DeNeisky (1991,
1996) notes that, even without prescription privileges, more and more psychologists have become
providers of outpatient services, whereas the opposite trend is true for psychiatry.

PROS AND CONS OF PRESCRIPTION PRIVILEGES

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

PROS

A number of arguments have been made In favor of seeking prescription privileges; we will briefly
present several of the most commonly cited reasons. These arguments were discussed in a 1995
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interview with the executive director of the Practice Directorate of the American Psychological
Association (Nickelson, 1995) and have been emphasized by others advocating prescription privileges
(for example, DeLeon & Wiggins, 1996).

First, having prescription privileges would enable clinical psychologists to provide a wider variety of
treatments and to treat a wider range of clients or patients. Treatment involving medications would now
be an option, and this would lead to more involvement by clinical psychologists in the treatment of
conditions in which medications are the primary form of intervention (for example, schizophrenia).

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

There is also the belief that prescription privileges will give clinical psychologists a competitive
advantage in the health care marketplace. The health care field is becoming increasingly competitive,
and prescription privileges would provide an advantage to clinical psychologists over other health care
professionals (such as social workers).

Finally, some view obtaining prescription privileges as a natural progression in clinical psychology's
quest to become a "full-fledged" health care profession, rather than just a mental health care profession.

CONS

Other clinical psychologists have voiced concerns about the possibility of obtaining prescription
privileges (including Brentar & McNamara, 1991; DeNeisky, 1991, 1996; Handler, 1988; Hayes &
Heiby, 1996).

These critics point out that prescription privileges may lead to a de-emphasis of "psychological" forms
of treatment because medications are often faster-acting and potentially more unsafe. Many fear that a
conceptual shift may occur, with biological explanations of emotional conditions taking precedence
over psychological ones.

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

MEDICAL STAFF PRIVILEGES

Historically, only physicians were allowed to treat patients independently in a hospital setting and serve
on the medical staff of a hospital. Medical staff privileges allowed a physician to admit and discharge
patients as needed as well as organize or manage the treatment plan of patients while hospitalized.

Therefore, if a psychologist was treating a patient in an outpatient environment (such as a community
mental health clinic or in private practice) who then later required hospitalization, the psychologist
would have to turn the hospital portion of the care over to a physician (such as a psychiatrist), who
would admit, discharge, and direct treatment.

The psychologist would be allowed to see the hospitalized patient only as a visitor, just like family
members) and not as a professional. The psychologist also could not offer treatment services (such as
psychotherapy) while the patient was in the hospital setting.
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Psychologists have been interested in obtaining medical staff privileges to provide independent inpatient
care for their patients. Many psychologists feel that physicians (such as psychiatrists) do not need to
supervise their work in hospital settings. Physicians, however, have generally opposed medical staff
privileges for psychologists (American Medical Association, 1984).

After about 10 years of legislative advocacy and activity, approximately 16 percent of clinical
psychologists have obtained full medical staff privileges in the United States. Yet, many hospital-
affiliated psychologists continue to struggle to maintain autonomous status within hospital settings.

In 1978, legislation was passed allowing psychologists to be able to obtain medical staff privileges
independently in California. However, many hospitals and physician groups fought the legislation. A
past president of the American Psychiatric Association stated that it was a "dangerous trend" for
psychologists to obtain hospital staff privileges (Fink, 1986, p.816).

ISSUES IN PRIVATE PRACTICE

The number of clinical psychologists choosing to work in full-time or part-time private practice has
grown steadily in the past several decades. Currently, about 35 percent to 40 percent of clinical
psychologists primarily work in solo or group private practices.

Over two-thirds of clinical psychologists maintain at least some part-time private practice activities.
This proportion represents a 47 percent increase since 1973 (Garfield & Kurtz 1974 Norcross et al.,
1989, 1997).

While survey results have revealed a larger and larger percentage of clinical psychologists conducting at
least part-time private practice activities, experts generally now predict that this trend will quickly
reverse itself owing to the rapid changes in the health care delivery and insurance reimbursement
systems.

For example, a recent survey of over 15,000 members of the American Psychological Association
revealed that over 40 percent of practitioners who obtained their license prior to 1980 were working in
solo independent practice, compared with only about 30 percent of those who obtained their license
after 1990. Managed health care has made it increasingly difficult to develop and maintain an
independent practice in clinical psychology.

In the words of Russ Newman, director of the Practice Directorate of the American Psychological
Association, "It is going to be very difficult to continue as a solo practitioner in the integrated
marketplace of the future". Managed-care companies, in their efforts to provide cost-effective services,
have looked to master's-degree trained counselors as a lower cost alternative to clinical psychologists.
Furthermore, the companies are less likely to pay for services that have been traditionally an integral
part of a psychologist's independent practice (e.g., long-term insight-oriented psychotherapy).

RECENT TRENDS IN PRIVATE PRACTICE

Traditional, fee-for-service private practice is a thing of the past (R. J. Resnick, 1997; Schneider, 1990);
managed health care now dominates the scene. Private practice psychologists have felt the brunt of this
change. However, training programs must ensure that future clinical psychologists are not sent out into
the real world lacking the requisite skills and knowledge demanded by managed health care systems.

CONCLUSION: CURRENT ISSUES IN CLINICAL PSYCHOLOGY

Clinical psychology is changing and growing at a rapid pace. Some of these changes are very positive;
some clearly negative. On the positive side, psychology has greatly contributed to a better understanding
of human behavior and ways to improve the quality of life for many. Assessment, treatment, research,
teaching, and consultation are all much more effective today than in the past.
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Psychology has also attained increasing independence as a discipline. Licensing laws, medical staff
privileges, prescription privileges, and freedom of choice legislation have all contributed to the
development of psychology as a respected independent profession. As the profession and field has
matured, a more in-depth and sophisticated understanding of human behavior has unfolded. Unfortu-
nately, however, the trend toward managed health care and further constraints in funding for research
and practice potentially threaten the growth and types of services psychology can provide. In addition,
sizable increases in the number of students being trained as psychologists, especially at large free
standing professional schools of psychology, may intensify competition for available job positions.

Despite the challenges confronting this as well as all related fields, clinical psychology as a profession
remains a fascinating and exciting endeavor with a tremendous potential to help individuals, groups, and
society in the course of a truly fulfilling professional career. Although the future of clinical psychology
is uncertain, it is likely to continue to be a rewarding career for many. Future clinical psychologists must
be flexible to adapt to changing needs and requirements as society and the discipline evolves and
changes.
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LESSON 09

ETHICAL STANDARDS FOR CLINICAL PSYCHOLOGISTS

Whether a psychologist is a researcher, teacher, therapist, or administrator, he or she is expected to
maintain the highest professional ethics in all professional activities at all times. In fact, psychology is
one of the few fields that have adopted ethical guidelines that hold members to a much higher standard
than the law. It is especially important for the field of psychology to focus on professional ethics since
psychologists generally have a high degree of responsibility that often significantly impacts the lives of
others. For example, clinical psychologists who conduct psychotherapy are entrusted with the emotional
and often physical vulnerabilities, confidences and well-being of the people who seek their guidance.
Clinical psychologists who are teachers or professors are called upon to provide objective, state-of-the-
art, and unbiased information to their students. Clinical psychologists conducting research must design
and conduct high quality research, protect the rights of subjects, and carefully interpret and report their
results in order to contribute meaningful information and knowledge about human behavior to the
professional community. Thus, clinical psychologists must closely and carefully follow ethical
principles to ensure that they behave in an appropriate, responsible, and professional manner protecting
the public as well as the profession.

RATIONALE

What are the ethical guidelines for psychologists? How exactly should a psychologist behave? How can
a psychologist be sure that he or she is behaving appropriately? While certain behaviors seem easy to
recognize as unethical such as sexual contact with current patients, falsifying research data or records,
breaking patient confidentiality, and over-billing, many other behaviors may not be so clear. The Ethics
Code has been updated nine times by the American Psychological Association since the original 1953
document was published. This current version of the APA Ethics Code was adopted by the American
Psychological Association's Council of Representatives during its meeting, August 21, 2002, and is
effective beginning June 1, 2003.

INTRODUCTION AND APPLICABILITY

The American Psychological Association's (APA's) Ethical Principles of Psychologists and Code of
Conduct (hereinafter referred to as the Ethics Code) consists of an Introduction, a Preamble, five
General Principles (A - E), and specific Ethical Standards. The Introduction discusses the intent,
organization, procedural considerations, and scope of application of the Ethics Code. The Preamble and
General Principles are aspirational goals to guide psychologists toward the highest ideals of psychology.
Although the Preamble and General Principles are not themselves enforceable rules, they should be
considered by psychologists in arriving at an ethical course of action. The Ethical Standards set forth
enforceable rules for conduct as psychologists. Most of the Ethical Standards are written broadly, in
order to apply to psychologists in varied roles, although the application of an Ethical Standard may vary
depending on the context.

This Ethics Code applies only to psychologists' activities that are part of their scientific, educational, or
professional roles as psychologists. Areas covered include but are not limited to the clinical, counseling,
and school practice of psychology; research; teaching; supervision of trainees; public service; policy
development; social intervention; development of assessment instruments; conducting assessments;
educational counseling; organizational consulting; forensic activities; program design and evaluation;
and administration. This Ethics Code applies to these activities across a variety of contexts, such as in
person, postal, telephone, internet, and other electronic transmissions.

Membership in the APA commits members and student affiliates to comply with the standards of the
APA Ethics Code and to the rules and procedures used to enforce them. Lack of awareness or
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misunderstanding of an Ethical Standard is not itself a defense to a charge of unethical conduct. APA
may impose sanctions on its members for violations of the standards of the Ethics Code, including
termination of AP membership, and may notify other bodies and individuals of its actions.

If this Ethics Code establishes a higher standard of conduct than is required by law, psychologists must
meet the higher ethical standard. If psychologists' ethical responsibilities conflict with law, regulations,
or other governing legal authority, psychologists make known their commitment to this Ethics Code and
take steps to resolve the conflict in a responsible manner. If the conflict is irresolvable via such means,
psychologists may adhere to the requirements of the law, regulations, or other governing authority in
keeping with basic principles of human rights.

PREAMBLE

Psychologists are committed to increasing scientific and professional knowledge of behavior and
people's understanding of themselves and others and to the use of such knowledge to improve the
condition of individuals, organizations, and society. Psychologists respect and protect civil and human
rights and the central importance of freedom of inquiry and expression in research, teaching, and
publication. They strive to help the public in developing informed judgments and choices concerning
human behavior. In doing so, they perform many roles, such as researcher, educator, diagnostician,
therapist, supervisor, consultant, administrator, social interventionist, and expert witness. This Ethics
Code provides a common set of principles and standards upon which psychologists build their
professional and scientific work.

This Ethics Code is intended to provide specific standards to cover most situations encountered by
psychologists. It has as its goals the welfare and protection of the individuals and groups with whom
psychologists work and the education of members, students, and the public regarding ethical standards
of the discipline.

The development of a dynamic set of ethical standards for psychologists' work-related conduct requires
a personal commitment and lifelong effort to act ethically; to encourage ethical behavior by students,
supervisees, employees, and colleagues; and to consult with others concerning ethical problems.

GENERAL PRINCIPLES

General Principles, as opposed to Ethical Standards, are aspirational in nature. Their intent is to guide
and inspire psychologists toward the very highest ethical ideals of the profession. General Principles, in
contrast to Ethical Standards, do not represent obligations and should not form the basis for imposing
sanctions. Relying upon General Principles for either of these reasons distorts both their meaning and

purpose.

PRINCIPLE A: BENEFICENCE AND NONMALEFICENCE

Psychologists strive to benefit those with whom they work and take care to do no harm. In their
professional actions, psychologists seek to safeguard the welfare and rights of those with whom they
interact professionally and other affected persons, and the welfare of animal subjects of research. When
conflicts occur among psychologists' obligations or concerns, they attempt to resolve these conflicts in a
responsible fashion that avoids or minimizes harm. Because psychologists' scientific and professional
judgments and actions may affect the lives of others, they are alert to and guard against personal,
financial, social, organizational, or political factors that might lead to misuse of their influence.
Psychologists strive to be aware of the possible effect of their own physical and mental health on their
ability to help those with whom they work.
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PRINCIPLE B: FIDELITY AND RESPONSIBILITY

Psychologists establish relationships of trust with those with whom they work. They are aware of their
professional and scientific responsibilities to society and to the specific communities in which they
work. Psychologists uphold professional standards of conduct, clarify their professional roles and
obligations, accept appropriate responsibility for their behavior, and seek to manage conflicts of interest
that could lead to exploitation or harm. Psychologists consult with, refer to, or cooperate with other
professionals and institutions to the extent needed to serve the best interests of those with whom they
work. They are concerned about the ethical compliance of their colleagues' scientific and professional
conduct. Psychologists strive to contribute a portion of their professional time for little or no
compensation or personal advantage.

PRINCIPLE C: INTEGRITY

Psychologists seek to promote accuracy, honesty, and truthfulness in the science, teaching, and practice
of psychology. In these activities psychologists do not steal, cheat, or engage in fraud, subterfuge, or
intentional misrepresentation of fact. Psychologists strive to keep their promises and to avoid unwise or
unclear commitments. In situations in which deception may be ethically justifiable to maximize benefits
and minimize harm, psychologists have a serious obligation to consider the need for, the possible
consequences of, and their responsibility to correct any resulting mistrust or other harmful effects that
arise from the use of such techniques.

PRINCIPLE D: JUSTICE

Psychologists recognize that fairness and justice entitle all persons to access to and benefit from the
contributions of psychology and to equal quality in the processes, procedures, and services being
conducted by psychologists. Psychologists exercise reasonable judgment and take precautions to ensure
that their potential biases, the boundaries of their competence, and the limitations of their expertise do
not lead to or condone unjust practices.

PRINCIPLE E: RESPECT FOR PEOPLE'S RIGHTS AND DIGNITY

Psychologists respect the dignity and worth of all people, and the rights of individuals to privacy,
confidentiality, and self-determination. Psychologists are aware that special safeguards may be
necessary to protect the rights and welfare of persons or communities whose vulnerabilities impair
autonomous decision making. Psychologists are aware of and respect cultural, individual, and role
differences, including those based on age, gender, gender identity, race, ethnicity, culture, national
origin, religion, sexual orientation, disability, language, and socioeconomic status and consider these
factors when working with members of such groups. Psychologists try to eliminate the effect on their
work of biases based on those factors, and they do not knowingly participate in or condone activities of
others based upon such prejudices.

ETHICAL STANDARDS
1. RESOLVING ETHICAL ISSUES
1.1 Misuse of Psychologists' Work

If psychologists learn of misuse or misrepresentation of their work, they take reasonable steps to correct
or minimize the misuse or misrepresentation.

1.02 Conflicts Between Ethics and Law, Regulations, or Other Governing Legal Authority
If psychologists' ethical responsibilities conflict with law, regulations, or other governing legal
authority, psychologists make known their commitment to the Ethics Code and take steps to resolve the
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conflict. If the conflict is un-resolvable via such means, psychologists may adhere to the requirements of
the law, regulations, or other governing legal authority.

1.03 Conflicts between Ethics and Organizational Demands

If the demands of an organization with which psychologists are affiliated or for whom they are working
conflict with this Ethics Code, psychologists clarify the nature of the conflict, make known their
commitment to the Ethics Code, and to the extent feasible, resolve the conflict in a way that permits
adherence to the Ethics Code.

1.04 Informal Resolution of Ethical Violations

When psychologists believe that there may have been an ethical violation by another psychologist, they
attempt to resolve the issue by bringing it to the attention of that individual, if an informal resolution
appears appropriate and the intervention does not violate any confidentiality rights that may be
involved.

1.05 Reporting Ethical Violations

If an apparent ethical violation has substantially harmed or is likely to substantially harm a person or
organization and is not appropriate for informal resolution under Standard 1.04, Informal Resolution of
Ethical Violations, or is not resolved properly in that fashion, psychologists take further action
appropriate to the situation. Such action might include referral to state or national committees on
professional ethics, to state licensing boards, or to the appropriate institutional authorities. This standard
does not apply when an intervention would violate confidentiality rights or when psychologists have
been retained to review the work of another psychologist whose professional conduct is in question.

1.06 Cooperating With Ethics Committees

Psychologists cooperate in ethics investigations, proceedings, and resulting requirements of the APA or
any affiliated state psychological association to which they belong. In doing so, they address any
confidentiality issues. Failure to cooperate is itself an ethics violation. However, making a request for
deferment of adjudication of an ethics complaint pending the outcome of litigation does not alone
constitute non-cooperation.

1.07 Improper Complaints

Psychologists do not file or encourage the filing of ethics complaints that are made with reckless
disregard for or willful ignorance of facts that would disprove the allegation.

1.08 Unfair Discrimination Against Complainants and Respondents

Psychologists do not deny persons employment, advancement, admissions to academic or other
programs, tenure, or promotion, based solely upon their having made or their being the subject of an
ethics complaint. This does not preclude taking action based upon the outcome of such proceedings or
considering other appropriate information.

2. COMPETENCE

2.01 Boundaries of Competence

(a) Psychologists provide services, teach, and conduct research with populations and in areas only

within the boundaries of their competence, based on their education, training, supervised experience,
consultation, study, or professional experience.
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(b) Where scientific or professional knowledge in the discipline of psychology establishes that an
understanding of factors associated with age, gender, gender identity, race, ethnicity, culture, national
origin, religion, sexual orientation, disability, language, or socioeconomic status is essential for effective
implementation of their services or research, psychologists have or obtain the training, experience,
consultation, or supervision necessary to ensure the competence of their services, or they make
appropriate referrals.

(c) Psychologists planning to provide services, teach, or conduct research involving populations, areas,
techniques, or technologies new to them undertake relevant education, training, supervised experience,
consultation, or study.

(d) When psychologists are asked to provide services to individuals for whom appropriate mental health
services are not available and for which psychologists have not obtained the competence necessary,
psychologists with closely related prior training or experience may provide such services in order to
ensure that services are not denied if they make a reasonable effort to obtain the competence required by
using relevant research, training, consultation, or study.

(e) In those emerging areas in which generally recognized standards for preparatory training do not yet
exist, psychologists nevertheless take reasonable steps to ensure the competence of their work and to
protect clients/patients, students, supervisees, research participants, organizational clients, and others
from harm.

(f) When assuming forensic roles, psychologists are or become reasonably familiar with the judicial or
administrative rules governing their roles.

2.02 Providing Services in Emergencies

In emergencies, when psychologists provide services to individuals for whom other mental health
services are not available and for which psychologists have not obtained the necessary training,
psychologists may provide such services in order to ensure that services are not denied. The services are
discontinued as soon as the emergency has ended or appropriate services are available.

2.03 Maintaining Competence

Psychologists undertake ongoing efforts to develop and maintain their competence.
2.04 Bases for Scientific and Professional Judgments

Psychologists' work is based upon established scientific and professional knowledge of the discipline.
2.05 Delegation of Work to Others

Psychologists who delegate work to employees, supervisees, or research or teaching assistants or who
use the services of others, such as interpreters, take reasonable steps to (1) avoid delegating such work
to persons who have a multiple relationship with those being served that would likely lead to
exploitation or loss of objectivity; (2) authorize only those responsibilities that such persons can be
expected to perform competently on the basis of their education, training, or experience, either
independently or with the level of supervision being provided; and (3) see that such persons perform
these services competently.

2.06 Personal Problems and Conflicts
(a) Psychologists refrain from initiating an activity when they know or should know that there is a

substantial likelihood that their personal problems will prevent them from performing their work-related
activities in a competent manner.
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(b) When psychologists become aware of personal problems that may interfere with their performing
work-related duties adequately, they take appropriate measures, such as obtaining professional
consultation or assistance, and determine whether they should limit, suspend, or terminate their work-
related duties.

3. HUMAN RELATIONS
3.01 Unfair Discrimination

In their work-related activities, psychologists do not engage in unfair discrimination based on age,
gender, gender identity, race, ethnicity, culture, national origin, religion, sexual orientation, disability,
socioeconomic status, or any basis proscribed by law.

3.02 Harassment

Psychologists do not knowingly engage in behavior that is harassing or demeaning to persons with
whom they interact in their work based on factors such as those persons' age, gender, gender identity,
race, ethnicity, culture, national origin, religion, sexual orientation, disability, language, or
socioeconomic status.

3.03 Avoiding Harm

Psychologists take reasonable steps to avoid harming their clients/patients, students, supervisees,
research participants, organizational clients, and others with whom they work, and to minimize harm
where it is foreseeable and unavoidable.

3.04 Multiple Relationships

(a) A multiple relationship occurs when a psychologist is in a professional role with a person and (1) at
the same time is in another role with the same person, (2) at the same time is in a relationship with a
person closely associated with or related to the person with whom the psychologist has the professional
relationship, or (3) promises to enter into another relationship in the future with the person or a person
closely associated with or related to the person.

A psychologist refrains from entering into a multiple relationship if the multiple relationship could
reasonably be expected to impair the psychologist's objectivity, competence, or effectiveness in
performing his or her functions as a psychologist, or otherwise risks exploitation or harm to the person
with whom the professional relationship exists.

Multiple relationships that would not reasonably be expected to cause impairment or risk exploitation or
harm are not unethical.

(b) If a psychologist finds that, due to unforeseen factors, a potentially harmful multiple relationship has
arisen, the psychologist takes reasonable steps to resolve it with due regard for the best interests of the
affected person and maximal compliance with the Ethics Code.

(c) When psychologists are required by law, institutional policy, or extraordinary circumstances to serve
in more than one role in judicial or administrative proceedings, at the outset they clarify role
expectations and the extent of confidentiality and thereafter as changes occur.

3.05 Conflict of Interest

Psychologists refrain from taking on a professional role when personal, scientific, professional, legal,
financial, or other interests or relationships could reasonably be expected to (1) impair their objectivity,
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competence, or effectiveness in performing their functions as psychologists or (2) expose the person or
organization with whom the professional relationship exists to harm or exploitation.

3.06 Third-Party Requests for Services

When psychologists agree to provide services to a person or entity at the request of a third party,
psychologists attempt to clarify at the outset of the service the nature of the relationship with all
individuals or organizations involved. This clarification includes the role of the psychologist (e.g.,
therapist, consultant, diagnostician, or expert witness), an identification of who is the client, the
probable uses of the services provided or the information obtained, and the fact that there may be limits
to confidentiality.

3.07 Exploitative Relationships

Psychologists do not exploit persons over whom they have supervisory, evaluative, or other authority
such as clients/patients, students, supervisees, research participants, and employees.
3.08 Cooperation with Other Professionals

When indicated and professionally appropriate, psychologists cooperate with other professionals in
order to serve their clients/patients effectively and appropriately.
3.09 Informed Consent

(a) When psychologists conduct research or provide assessment, therapy, counseling, or consulting
services in person or via electronic transmission or other forms of communication, they obtain the
informed consent of the individual or individuals using language that is reasonably understandable to
that person or persons except when conducting such activities without consent is mandated by law or
governmental regulation or as otherwise provided in this Ethics Code.

(b) For persons who are legally incapable of giving informed consent, psychologists nevertheless (1)
provide an appropriate explanation, (2) seek the individual's assent, (3) consider such persons'
preferences and best interests, and (4) obtain appropriate permission from a legally authorized person, if
such substitute consent is permitted or required by law. When consent by a legally authorized person is
not permitted or required by law, psychologists take reasonable steps to protect the individual's rights
and welfare.

(c) When psychological services are court ordered or otherwise mandated, psychologists inform the
individual of the nature of the anticipated services, including whether the services are court ordered or
mandated and any limits of confidentiality, before proceeding.

(d) Psychologists appropriately document written or oral consent, permission, and assent.
3.10 Psychological Services Delivered To or Through Organizations

(a) Psychologists delivering services to or through organizations provide information beforehand to
clients and when appropriate those directly affected by the services about (1) the nature and objectives
of the services, (2) the intended recipients, (3) which of the individuals are clients, (4) the relationship
the psychologist will have with each person and the organization, (5) the probable uses of services
provided and information obtained, (6) who will have access to the information, and (7) limits of
confidentiality. As soon as feasible, they provide information about the results and conclusions of such
services to appropriate persons.

(b) If psychologists will be prohibited by law or by organizational roles from providing such
information to particular individuals or groups, they so inform those individuals or groups at the outset
of the service.
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3.11 Interruption of Psychological Services

Unless otherwise covered by contract, psychologists make reasonable efforts to plan for facilitating
services in the event that psychological services are interrupted by factors such as the psychologist's
illness, death, unavailability, relocation, or retirement or by the client's/patient's relocation or financial
limitations.

4. PRIVACY AND CONFIDENTIALITY
4.01 Maintaining Confidentiality

Psychologists have a primary obligation and take reasonable precautions to protect confidential
information obtained through or stored in any medium, recognizing that the extent and limits of
confidentiality may be regulated by law or established by institutional rules or professional or scientific
relationship.

4.02 Discussing the Limits of Confidentiality

(a) Psychologists discuss with persons (including, to the extent feasible, persons who are legally
incapable of giving informed consent and their legal representatives) and organizations with whom they
establish a scientific or professional relationship (1) the relevant limits of confidentiality and (2) the
foreseeable uses of the information generated through their psychological activities.

(b) Unless it is not feasible or is contraindicated, the discussion of confidentiality occurs at the outset of
the relationship and thereafter as new circumstances may warrant.

(c) Psychologists who offer services, products, or information via electronic transmission inform
clients/patients of the risks to privacy and limits of confidentiality.

4.03 Recording

Before recording the voices or images of individuals to whom they provide services, psychologists
obtain permission from all such persons or their legal representatives.

4.04 Minimizing Intrusions on Privacy

(a) Psychologists include in written and oral reports and consultations, only information relevant to the
purpose for which the communication is made.

(b) Psychologists discuss confidential information obtained in their work only for appropriate scientific
or professional purposes and only with persons clearly concerned with such matters.

4.05 Disclosures

(a) Psychologists may disclose confidential information with the appropriate consent of the
organizational client, the individual client/patient, or another legally authorized person on behalf of the
client/patient unless prohibited by law.

(b) Psychologists disclose confidential information without the consent of the individual only as
mandated by law, or where permitted by law for a valid purpose such as to (1) provide needed
professional services; (2) obtain appropriate professional consultations; (3) protect the client/patient,
psychologist, or others from harm; or (4) obtain payment for services from a client/patient, in which
instance disclosure is limited to the minimum that is necessary to achieve the purpose.

© Copyright Virtual University of Pakistan 65



Clinical Psychology— (PSY401) VU
4.06 Consultations

When consulting with colleagues, (1) psychologists do not disclose confidential information that
reasonably could lead to the identification of a client/patient, research participant, or other person or
organization with whom they have a confidential relationship unless they have obtained the prior
consent of the person or organization or the disclosure cannot be avoided, and (2) they disclose
information only to the extent necessary to achieve the purposes of the consultation.

4.07 Use of Confidential Information for Educational or Other Purposes

Psychologists do not disclose in their writings, lectures, or other public media, confidential, personally
identifiable information concerning their clients/patients, students, research participants, organizational
clients, or other recipients of their services that they obtained during the course of their work, unless (1)
they take reasonable steps to disguise the person or organization, (2) the person or organization has
consented in writing, or (3) there is legal authorization for doing so.

5. RECORD KEEPING AND FEES
5.01 Documentation of Professional and Scientific Work and Maintenance of Records

Psychologists create, and to the extent the records are under their control, maintain, disseminate, store,
retain, and dispose of records and data relating to their professional and scientific work in order to (1)
facilitate provision of services later by them or by other professionals, (2) allow for replication of
research design and analyses, (3) meet institutional requirements, (4) ensure accuracy of billing and
payments, and (5) ensure compliance with law.

5.02 Maintenance, Dissemination, and Disposal of Confidential Records of Professional and
Scientific Work

(a) Psychologists maintain confidentiality in creating, storing, accessing, transferring, and disposing of
records under their control, whether these are written, automated, or in any other medium.

b) If confidential information concerning recipients of psychological services is entered into databases
or systems of records available to persons whose access has not been consented to by the recipient,
psychologists use coding or other techniques to avoid the inclusion of personal identifiers.

(c) Psychologists make plans in advance to facilitate the appropriate transfer and to protect the
confidentiality of records and data in the event of psychologists' withdrawal from positions or practice.

5.03 Withholding Records for Nonpayment

Psychologists may not withhold records under their control that are requested and needed for a
client's/patient's emergency treatment solely because payment has not been received.

5.04 Fees and Financial Arrangements

(a) As early as is feasible in a professional or scientific relationship, psychologists and recipients of
psychological services reach an agreement specifying compensation and billing arrangements.

(b) Psychologists' fee practices are consistent with law.

(c¢) Psychologists do not misrepresent their fees.

(d) If limitations to services can be anticipated because of limitations in financing, this is discussed with
the recipient of services as early as is feasible.

(e) If the recipient of services does not pay for services as agreed, and if psychologists intend to use
collection agencies or legal measures to collect the fees, psychologists first inform the person that such
measures will be taken and provide that person an opportunity to make prompt payment.
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5.05 Barter with Clients/Patients

Barter is the acceptance of goods, services, or other non-monetary remuneration from clients/patients in
return for psychological services. Psychologists may barter only if (1) it is not clinically contraindicated,
and (2) the resulting arrangement is not exploitative.

5.06 Accuracy in Reports to Payors and Funding Sources

In their reports to payors for services or sources of research funding, psychologists take reasonable steps
to ensure the accurate reporting of the nature of the service provided or research conducted, the fees,
charges, or payments, and where applicable, the identity of the provider, the findings, and the diagnosis.

5.07 Referrals and Fees

When psychologists pay, receive payment from, or divide fees with another professional, other than in
an employer-employee relationship, the payment to each is based on the services provided (clinical,
consultative, administrative, or other) and is not based on the referral itself.

6. ASSESSMENT
6.01 Bases for Assessments

(a) Psychologists base the opinions contained in their recommendations, reports, and diagnostic or
evaluative statements, including forensic testimony, on information and techniques sufficient to
substantiate their findings.

(b) Except as noted in 6.01c, psychologists provide opinions of the psychological characteristics of
individuals only after they have conducted an examination of the individuals adequate to support their
statements or conclusions. When, despite reasonable efforts, such an examination is not practical,
psychologists document the efforts they made and the result of those efforts, clarify the probable impact
of their limited information on the reliability and validity of their opinions, and appropriately limit the
nature and extent of their conclusions or recommendations.

¢) When psychologists conduct a record review or provide consultation or supervision and an individual
examination is not warranted or necessary for the opinion, psychologists explain this and the sources of
information on which they based their conclusions and recommendations.

6.02 Use of Assessments

(a) Psychologists administer, adapt, score, interpret, or use assessment techniques, interviews, tests, or
instruments in a manner and for purposes that are appropriate in light of the research on or evidence of
the usefulness and proper application of the techniques.

(b) Psychologists use assessment instruments whose validity and reliability have been established for
use with members of the population tested. When such validity or reliability has not been established,
psychologists describe the strengths and limitations of test results and interpretation.

(c) Psychologists use assessment methods that are appropriate to an individual's language preference
and competence, unless the use of an alternative language is relevant to the assessment issues.

6.03 Informed Consent in Assessments

(a) Psychologists obtain informed consent for assessments, evaluations, or diagnostic services, as
described in Standard 3.10, Informed Consent, except when (1) testing is mandated by law or
governmental regulations; (2) informed consent is implied because testing is conducted as a routine
educational, institutional, or organizational activity (e.g., when participants voluntarily agree to
assessment when applying for a job); or (3) one purpose of the testing is to evaluate decisional capacity.
Informed consent includes an explanation of the nature and purpose of the assessment, fees,
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involvement of third parties, and limits of confidentiality and sufficient opportunity for the client/patient
to ask questions and receive answers.

(b) Psychologists inform persons with questionable capacity to consent or for whom testing is mandated
by law or governmental regulations about the nature and purpose of the proposed assessment services,
using language that is reasonably understandable to the person being assessed.

(c) Psychologists using the services of an interpreter obtain informed consent from the client/patient to
use that interpreter, ensure that confidentiality of test results and test security are maintained, and
include in their recommendations, reports, and diagnostic or evaluative statements, including forensic
testimony, discussion of any limitations on the data obtained.

6.04 Interpreting Assessment Results

When interpreting assessment results, including automated interpretations, psychologists take into
account the purpose of the assessment as well as the various test factors, test-taking abilities, and other
characteristics of the person being assessed, such as situational, personal, linguistic, and cultural
differences that might affect psychologists' judgments or reduce the accuracy of their interpretations.
They indicate any significant limitations of their interpretations.

6.05 Assessment by Unqualified Persons

Psychologists do not promote the use of psychological assessment techniques by unqualified persons,
except when such use is conducted for training purposes with appropriate supervision.

6.06 Obsolete Tests and Outdated Test Results

(a) Psychologists do not base their assessment or intervention decisions or recommendations on data or
test results that are outdated for the current purpose.

(b) Psychologists do not base such decisions or recommendations on tests and measures that are
obsolete and not useful for the current purpose.

6.07 Explaining Assessment Results

Regardless of whether the scoring and interpretation are done by psychologists, by employees or
assistants, or by automated or other outside services, psychologists take reasonable steps to ensure that
explanations of results are given to the individual or designated representative unless the nature of the
relationship precludes provision of an explanation of results (such as in some organizational consulting,
pre-employment or security screenings, and forensic evaluations), and this fact has been clearly
explained to the person being assessed in advance.

7. THERAPY
7.01 Informed Consent to Therapy

(a) When obtaining informed consent to therapy , psychologists inform clients/patients as early as is
feasible in the therapeutic relationship about the nature and anticipated course of therapy, fees,
involvement of third parties, and limits of confidentiality and provide sufficient opportunity for the
client/patient to ask questions and receive answers.

(b) When obtaining informed consent for treatment for which generally recognized techniques and
procedures have not been established, psychologists inform their clients/patients of the developing
nature of the treatment, the potential risks involved, alternative treatments that may be available, and the
voluntary nature of their participation.
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(¢) When the therapist is a trainee and the legal responsibility for the treatment provided resides with the
supervisor, the client/patient, as part of the informed consent procedure, is informed that the therapist is
in training and is being supervised and is given the name of the supervisor.

7.02 Therapy Involving Couples or Families

(a) When psychologists agree to provide services to several persons who have a relationship (such as
spouses, significant others, or parents and children), they take reasonable steps to clarify at the outset (1)
which of the individuals are clients/patients and (2) the relationship the psychologist will have with each
person. This clarification includes the psychologist's role and the probable uses of the services provided
or the information obtained.

b) If it becomes apparent that psychologists may be called on to perform potentially conflicting roles
(such as family therapist and then witness for one party in divorce proceedings), psychologists take
reasonable steps to clarify and modify, or withdraw from, roles appropriately.

7.03 Group Therapy

When psychologists provide services to several persons in a group setting, they describe at the outset the
roles and responsibilities of all parties and the limits of confidentiality.

7.04 Providing Therapy to Those Served by Others

In deciding whether to offer or provide services to those already receiving mental health services
elsewhere, psychologists carefully consider the treatment issues and the potential client's/patient's
welfare. Psychologists discuss these issues with the client/patient or another legally authorized person
on behalf of the client/patient in order to minimize the risk of confusion and conflict, consult with the
other service providers when appropriate, and proceed with caution and sensitivity to the therapeutic
issues.

7.05 Sexual Intimacies with Current Therapy Clients/Patients

Psychologists do not engage in sexual intimacies with current therapy clients/patients.
7.06 Sexual Intimacies With Relatives or Significant Others of Current Therapy Clients/Patients

Psychologists do not engage in sexual intimacies with individuals they know to be close relatives,
guardians, or significant others of current clients/patients. Psychologists do not terminate therapy to
circumvent this standard.

7.07 Interruption of Therapy

When entering into employment or contractual relationships, psychologists make reasonable efforts to
provide for orderly and appropriate resolution of responsibility for client/patient care in the event that
the employment or contractual relationship ends, with paramount consideration given to the welfare of
the client/patient.

7.08 Terminating Therapy

(a) Psychologists terminate therapy when it becomes reasonably clear that the client/patient no longer
needs the service, is not likely to benefit, or is being harmed by continued service.

(b) Psychologists may terminate therapy when threatened or otherwise endangered by the client/patient
or another person with whom the client/patient has a relationship.

(c) Except where precluded by the actions of clients/patients or third-party payors, prior to termination
psychologists provide pre-termination counseling and suggest alternative service providers as
appropriate.
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CONCLUSION

As we study these ethical standards, it becomes clear that clinical psychologists must closely and
carefully follow ethical principles to ensure that they behave in an appropriate, responsible, and
professional manner protecting the public as well as the profession.
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LESSON 10

THE ROLE OF RESEARCH IN CLINICAL PSYCHOLOGY

Research lays a foundation of knowledge for understanding the phenomena of interest to clinical
psychologists, including psychopathology, mental health, and the relationship between psychological
factors and physical disease. Research also provides a body of evidence to guide clinical practice,
including empirically validated methods to assess people and their problems and empirically supported
methods of prevention and treatment. Psychological tests and other assessment methods used in clinical
practice should be based on research that has established their reliability and validity. Research findings
should also identify those interventions that have been shown to be more effective than no treatment or
alternative forms of treatment.

Just as research informs clinical practice, clinical experiences provide a source of ideas and hypotheses
for research. Research also provides ideas for new directions and applications for the field of clinical
psychology, including links between clinical psychology and research in other behavioral, biological,
and social sciences.

Because of the wide range of questions that confront researchers in clinical psychology, a variety of
methods are used in research in this field. Research designs used by clinical psychologists range from
single-case designs that study one individual at a time to large -scale, multisided studies involving
hundreds or even thousands of participants. Clinical psychologists conduct research in many different
settings including experimentally controlled laboratories as well as naturalistic settings such as
hospitals, clinics, schools, and the community. Clinical researchers utilize various methods of data
analysis, ranging from complex multivariate statistics used with large samples to non-statistical methods
in single-case studies. The methods that are chosen by researchers shape the types of questions that are
asked; reflect the hypotheses that are being tested; and influence the interpretation of findings.

RESEARCH DESIGNS

There are four basic types of research designs from which to choose: descriptive designs, co-relational
designs, experimental designs, and single-case designs.

DESCRIPTIVE RESEARCH DESIGNS

Descriptive research designs are used in clinical psychology to report on the prevalence or incidence of
a human characteristic or problem in the population. The goal of this type of research is to describe a
particular phenomenon without trying to predict or explain when or why it occurs. Descriptive studies
are often an important first step in research on a particular problem or disorder, because they allow the
researchers to define the scope of a problem in the population.

Researchers involved in descriptive research are primarily concerned with accurate measurement of the
problem and with the representativeness of the sample that they include in their study. If participation in
a study is biased toward a particular segment of the population, the results of the study could
misrepresent the prevalence of a problem as higher as or lower than it actually is in the population as a
whole. This type of research does not attempt to predict or understand the causes of a problem, however,
because other variables that might be hypothesized to be causes or correlates of the problem typically
are not measured.

A descriptive approach is used most frequently in epidemiological studies in which researchers try to
identify the prevalence of different forms of psychopathology. Epidemiological research is designed to
establish the number, or prevalence, of disorders in a population at a particular point in time as well as
the onset, or incidence, of new cases during a specified period of time (e.g., the past year).
Epidemiology has a long history in the field of public health, where studies have been conducted to
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understand the prevalence and incidence of physical disease. Epidemiological methods have been used
more recently to estimate the extent of psychiatric disorders within populations or countries.

CORRELATIONAL RESEARCH DESIGNS

Correlational research designs are used to determine the degree to which there is an association between
two or more variables. In these studies, the researcher wants to determine whether, and to what extent,
different variables are related to each other. This involves measuring each variable and then using
statistics to determine how changes in one variable are related to changes in another.

THE MODEL UNDERLYING CORRELATIONAL RESEARCH METHODS

Correlational research designs are founded on the assumption that reality is best described as a network
of interacting and mutually-causal relationships. Everything affects--and is affected by--everything else.
This web of relationships is not linear, as in experimental research. Thus, the dynamics of a system--
how each part of the whole system affects each other part--is more important than causality. As a rule,
correlational designs do not indicate causality.

A simple (or bivariate) correlation represents the relationship that is observed between two variables in
a sample of individuals. The same two variables are assessed for each person in the sample and a
correlation coefficient is calculated to provide a numerical representation of the magnitude and direction
of this association. In other words, the relationship has a "degree" and a "direction".

The degree of relationship (how closely they are related) is usually expressed as a number between -1
and +1, the so-called correlation coefficient. This coefficient can range from positive 1.00 (one variable
increases in value at exactly the same rate as the other variable increases in value), to zero (no
association or relationship between the variables), to negative 1.00 (one variable decreases in value at
exactly the same rate as the other variable increases in value). As the correlation coefficient moves
toward either -1 or +1, the relationship gets stronger until there is a "perfect correlation" at either
extreme.

The direction of the relationship is indicated by the "-" and "+" signs. A negative correlation means
that as scores on one variable rise, scores on the other decrease. A positive correlation indicates that the
scores move together, both increasing or both decreasing.

A student's grade and the amount of studying done, for example, are generally positively correlated,
meaning that the more study done, the higher the student's grade will be. Stress and health, on the other
hand, are generally negatively correlated, meaning that the more stresses a person will experience, and
the lower his /her health status will be.

LIMITATION

The researcher cannot make conclusions about cause and effect; even a strong correlation does not mean
that changes in one variable cause changes in another (correlation can be due to a third variable).

EXPERIMENTAL RESEARCH DESIGNS

Experimental research designs involve the control or manipulation of one or more variables (the
independent variables) to determine their effect on a second variable or set of variables (the dependent
variables). Because the independent variable is under the control of the researcher, it is possible to
determine if changes in this factor cause changes to occur in the dependent variable.

Experimental designs are used in two primary ways in clinical psychology research. First, researchers
conduct controlled experiments to study the possible causal relationship between two (or more)
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variables. Experimental studies of psychopathology are important to an understanding of the possible
causes of psychological disorders. However, ethical concerns obviously prohibit any research that
actually causes a psychological disorder. Rather, experimental studies are conducted on analogues
(representations) of psychopathology, or they are conducted with patients already suffering from a type
of psychopathology to learn about factors that are relevant to an understanding of the disorder.
Experimental research conducted with animals can have important implications for an understanding of
psychopathology in humans, because research ethics allow, for some what different procedures to be
used with animals.

The second major area in which experimental designs are used in clinical psychology is in studies that
are designed to evaluate the effectiveness of an intervention to prevent or treat a problem and in which
participants are randomly assigned to a group that receives the intervention or to an alternative condition
(a control group).

THE MODEL UNDERLYING EXPERIMENTAL RESEARCH METHODS

Experimental research designs are founded on the assumption that the world works according to causal
laws. These laws are essentially linear, though complicated and interactive. The goal of experimental
research is to establish these cause-and-effect laws by isolating causal variables.

A softer view of the philosophical assumptions behind experimental designs is that SOMETIMES and
IN SOME WAYS, the world works according to causal laws. Such cause-and-effect relationships may
not be a final view of reality, but demonstrating cause and effect is useful in some circumstances.

Both of these views agree that some (if not all) important psychological questions are questions about
what causes what. Experimental research designs are the tools to use for these questions.

ESSENTIAL CHARACTERISTICS OF AN EXPERIMENT

To be "experimental”, a study must meet two conditions: having an experimental independent variable
with experimental control and having random assignment. These are described below:

In an experimental study, there is at least one experimental independent variable, and there is
experimental control.

(a) EXPERIMENTAL/INDEPENDENT VARIABLE

The researcher systematically alters/manipulates one variable (independent variable, or IV) to see if the
manipulation causes a change in some aspect of behavior (dependent variable, or DV). There must be at
least one manipulated variable for a study to be an experiment. Some examples include:

*  The effect of training program type (IV) on cashiers’ job performance (DV)

* The effect of servers’ appearance (IV) on size of tip (DV)

(b) EXPERIMENTAL CONTROL

All factors other than the IV that could affect the DV must be held constant. This means that you avoid
confounding variables, such as when the experimenter affects the subjects’ behavior unintentionally. If
there is no such control, the study is not an experiment.

2. In an experimental study, there is random assignment of subjects to groups (conditions). In an
experiment, subjects must be randomly assigned to experimental conditions, meaning that all subjects
have an equal chance of being exposed to each condition. In the examples given above:
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e Newly hired cashiers are randomly assigned to one of 3 training programs

* Servers in a restaurant are randomly assigned to one of 2 groups—the first group dresses in new

uniforms and the second group dresses in dirty uniforms

Random assignment to groups in treatment studies makes it more likely that the groups are equivalent
on all the important variables that relate to the possible effects of treatment. If the groups are identical
except for their exposure or lack of exposure to the treatment, any differences between the groups after
the completion of the treatment are inferred to have been caused directly by the treatment.

The GOAL OF EXPERIMENTAL RESEARCH METHODS is to establish cause-and-effect
relationships between variables.

We hypothesize that the Independent Variable caused the changes in the Dependent Variable. However,
these changes or effects may have been caused by many other factors or Alternative Hypotheses.

The PURPOSE, therefore, of experimental designs is to eliminate alternative hypotheses. If we can
successfully eliminate all alternative hypotheses, we can argue--by a process of elimination--that the
Independent Variable is the cause.

Good experimental designs are those which eliminate more alternative hypotheses.

FOR EXAMPLE: Say I am testing whether a new form of psychotherapy is successful at improving
mental health. I hypothesize that this psychotherapy is the cause of improved mental health in the
research participants.

I will use an experimental design to eliminate all (or as many as possible) alternative hypotheses. If I
can eliminate alternative explanations, I will be able to make the case that the psychotherapy was the
cause of the improvements in the research participants.

TYPES OF VARIABLES

1. INDEPENDENT VARIABLE (IV): IV has levels, conditions, or treatments. Experimenter may
manipulate conditions or measure and assign subjects to conditions; supposed to be the cause. In the
example, it is the psychotherapy.

2. DEPENDENT VARIABLE (DV): measured by the experimenter; the Effect or result. In the
example, it is the mental health of the participants.

3. CONTROL VARIABLES: held constant by the experimenter to eliminate them as potential causes.
For instance, if I use only research participants who have been problems with anxiety or depression, this
diagnosis would be a control variable.

4. RANDOM VARIABLES: allowed to vary freely to eliminate them as potential causes. Many other
characteristics of the research participants, as long as they really do vary freely, are also random
variables. Examples might include age, personality type, or career goals.

5. CONFOUNDING VARIABLES: vary systematically with the independent variable; may also be a
cause. Good experimental designs eliminate them.

Say I divide the research participants into two groups, one of which gets the new psychotherapy (the
experimental group) and one of which does not (the control group). If there is some systematic
difference between these two groups, it will not be a fair test.
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If those in the psychotherapy group know they are getting a new treatment and therefore expect to get
better while those in the control group know they are not getting any treatment and expect to get worse,
the expectations will be a confounding variable. If the experimental group does improve, we will not
know whether it was because of the psychotherapy itself (the Independent Variable) or because of the
participants' expectations (a Confounding Variable).

CONCEPTS IN EXPERIMENTAL RESEARCH
1. RELIABILITY

Are the results of the experiment repeatable? If the experiment were done the same way again, would it
produce the same results?

Reliability is a requirement before the validity of the experiment can be established. It refers to the
consistency of the results of an experiment i.e. if we get the same results again and again by repeating
an experiment, we can say that the results of this experiment are reliable.

2. INTERNAL VALIDITY

Internal validity refers to the accuracy or truth-value of an experiment (how accurately the experiment
measures the variables that it was designed to measure). Internal validity also indicates the extent to
which the experimenter is sure about the results i.e. did the independent variable cause the effects in the
dependent variable?

In experimental research, this usually means eliminating alternative hypotheses.
In the example evaluating a new psychotherapy, the issue of internal validity is whether the
psychotherapy really was the causal factor in improving participants' mental health.

3. EXTERNAL VALIDITY

External validity of an experiment refers to its generalizability i.e. to what extent can the results be
applied in another setting or to another population of research participants.

HYPOTHESES

Experimental research methods revolve around hypotheses, educated guesses. We typically start with a
hypothesis about how the results will turn out, i.e., that there is an effect and it is due to the independent
variable. This first hypothesis is the research hypothesis.

Then we hold the possibility that there is no effect of the independent variable on the dependent variable
or that the differences observed are due to chance only. This second hypothesis is the null hypothesis.
The first step in experimental research, then, is ruling out chance. Put another way, we set up an
experimental design that will allow us to reject the null hypothesis. If we can confidently reject the null
hypothesis, then we gain confidence in the research hypothesis.

At this point, another group of hypotheses comes into play, the alternative hypotheses. If there is an
effect beyond chance, it may be due to the independent variable or it may be due to a number of other
factors, so-called extraneous variables or confounding variables. Again, we use experimental designs to
allow us to eliminate alternative hypotheses.

TYPES OF HYPOTHESES

1. Research hypothesis states that results are due to the IV.
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In the example of a new form of psychotherapy, the research hypothesis is that the new form of
psychotherapy is better than either no therapy or conventional therapies.

2. Null hypothesis states that differences are due to chance or that there are no differences between
treatments (used in statistical analysis).

In the example, the null hypothesis is that the new form of psychotherapy is no better than either no
therapy or conventional therapies.

3. Alternative hypotheses suggest that results are due to factors other than IV. These factors, rather
than the independent variable, may cause the improvements.

Next is a list of alternative hypotheses.
ALTERNATIVE HYPOTHESES

1. Subject effect or selection effect: results are due to systematic differences in research participants
("subjects") assigned to different conditions or treatments.

Example: If the research participants who receive the new form of psychotherapy are different from
those in a control group, a selection effect would occur. One group could be healthier, more motivated,
or more experienced with psychotherapy.

A problem in some research is letting people choose to be part of a program or treatment and using
others who did not choose to be part of the program as a control group. Such "self-selected" groups are
usually different from groups made up of people who do not choose to be in a treatment group.

Common solution: Matching or random assignment to groups
2. History effect: results are due to events outside the experiment.

Example: This could occur if there is one group of research participants who are being measured at
several points in time. Some event that is not part of the research, say something traumatic like a natural
disaster, which occurs at the same time as the treatment could affect the results.

Common solution: A control group which will be exposed to the same history but not the new form of
psychotherapy.

3.Maturation effect: results are due to changes within subjects over time, e.g., growth, warm-up,
fatigue, learning to learn. This is a problem in research that measures a dependent variable over a period
of time and especially in research with repeated exposures to the independent variable.

Example: If there is one group of research participants, their mental health may improve over time
without the new form of psychotherapy.

Common solution: A control group which is measured over the same period of time but does not receive
the new psychotherapy.

4. Experimenter expectancy effect or Experimenter bias: results are due to the experimenter's
actions or expectations. A number of studies have shown that researchers tend to find the results they
are looking for, a kind of self-fulfilling prophecy. The causes for this result range from overt cheating to
very subtle influences on data collection and interactions with research participants. Experimenters are
not always aware of the extent of these influences.
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Example: If the researcher is the one to assess the research participants' mental health (the dependent
variable), he or she may distort the assessments in the direction of the research hypothesis. Other, more
subtle forms of influence may also occur.

Common solution: Use independent judges or more objective measurements of the dependent variable.

5. Demand characteristics or Hawthorne effect: results are due to subjects' expectations of desired
behavior in the research setting or the social psychology of the experiment.

This is called "demand" because participants may perceive a demand to behave or report on themselves
in a certain way. It is called the Hawthorne Effect after a famous series of experiments at a
manufacturing plant in Hawthorne, Ohio. In those studies, researchers selected a group of factory
workers and changed various conditions such as lighting to see what would increase performance. They
found that any change increased performance, suggesting that research participants were responding to
the general expectation that they would perform better and to the social dynamics of being observed
closely.

Example: The researcher communicates his or her expectations to the research participants which in turn
influences their responses. If the researcher is measuring depression, research participants may report
less depression regardless of their feelings because they think that is what is expected of them.

Common solution: Blind and double-blind designs help avoid these problems. Also, using a control
group which is measured the same way (thus getting some of the same influences) without the
treatment.

6. Testing effect or reactivity: results are due to the data gathering procedures, e.g., being influenced
by the test or learning from one test administration to the next.

Example: Measuring the participants' mental health could get them thinking about their lives, thus
improving them. Improvements would then be due to the data gathering, not the therapy itself.

Common solution: Use a control group which is also measured, but without the therapy or with an
alternative form of therapy.

7. Regression artifact or regression-to-the-mean: results are due to extreme scores moving toward the
mean over time.

Example: If a group is made up of those with the worst mental health scores (say, the most anxious or
the most depressed), over time they are likely to improve without therapy. This may be mistakenly

attributed to the therapy.

Common solution: Use a control group which has similar characteristics (mental health scores) but
which does not receive the new therapy.

8. Instrumentation: results are due to an aberration in measuring tools, either mechanical instrument or
test.

Example: The dependent variable (participants' mental health) may be measured by a poor test.
Common solution: Select or develop a better measure.
9. Halo effect: the researcher's expectations about certain subjects based on some subject

characteristics. E.g., an outgoing, sociable subject is rated as being more intelligent or having higher
values.
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Example: Judges rating the mental health of the participants (the dependent variable) may ascribe better
mental health based on other characteristics.

Common solutions: Random assignment, blind judges, more objective measures.

10. Attrition or mortality effect: When subjects drop out of an experiment, it can bias the results. This
is especially true when more subjects drop out of one treatment condition than another. The study is no
longer a fair test. This leads to a kind of subject effect because the subjects in the different groups are no
longer equivalent.

Example: Say the study consists of 3 groups: the new psychotherapy group, a conventional therapy
group, and a no-therapy group. If more research participants in the new therapy control group drop out
of the study, it may be because the new therapy was not appropriate for them. This leaves only those
who benefited most, making the therapy look better than it really is.

Common solution: There is no way to force research participants to stay in the study, but if attrition
looks like a problem, find out why participants dropped out. This can sometimes give important clues
about the study.

11. Other non-specific factors and alternative hypotheses that may arise in a particular experiment.

For instance, in psychotherapy research, the specific intervention itself may not cause the benefits.
Rather, the therapeutic relationship may lead to benefits. A therapy that allows for more and better
contact between therapist and client will look better, but the benefits are not because of the therapy
itself. The independent variable, the new therapy, is not causing the benefits. Instead, the relationship
factor which is confounded with the independent variable is causing the effects.

Solutions are specific to the research study and the particular alternative hypothesis.
A COMMENT

With so many ways to go wrong, it may seem from this list that all research is hopelessly flawed. In a
sense, this is accurate. There is no such thing as perfection in an experimental design. However,
perfection is not the best standard to use.

It is suggested that we look for studies that are good enough. Even though there are always ways to
refine and extend any study, there are many experiments that are good enough to base strong
conclusions on.

TYPES OF EXPERIMENTAL DESIGNS
TRUE EXPERIMENTAL DESIGNS

These designs attempt to eliminate most alternative hypotheses, especially those related to time (history,
maturation, and regression) and those related to make-up of the groups (selection effects). Such control
may be at the expense of making the situation too artificial.

A. RANDOMIZED GROUPS DESIGN OR BETWEEN-GROUPS DESIGN

Each research participant is randomly assigned to one group and gets only one level of the independent
variable. There may be pre-tests and post-tests or only post-tests. This design can eliminate selection,

history, and maturation effects.

B. REPEATED MEASURE DESIGN or WITHIN-SUBJECT DESIGN
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Each research participant gets all levels of the IV. Treatment orders must be counterbalanced to
eliminate order effects.

C. MIXED MODEL DESIGNS OR COMPLEX DESIGNS

These designs combine randomized groups and repeated measures designs. For instance, there may be
two [Vs, one measured between groups and one measured within groups.

SINGLE-SUBJECT DESIGNS

Single-subject designs, or so-called "N=1" designs, are used most often in clinical psychology situations
with behavior modification. They have also been used in basic research on experimental analysis of
behavior using behaviorist model. Note that this is experimental research in a controlled setting with a
single independent variable; it is not case study research.

In many clinical situations, it is not possible or desirable to gather large groups of subjects. Here you
may choose a single-subject design. It can provide strong internal validity, but typically suffers from
low external validity.

In each design, a series of regular and planned observation is taken over a period of time. Observations
are divided into sessions of baseline and treatment conditions.

I. ABA OR REVERSAL DESIGN

A number of observations with no treatment (the A or baseline sessions) are followed by a number of

observations with treatment (B). If the treatment is successful, there should be improvement on the DV
in the B sessions. To show that the improvement is the effect of the IV and not maturation or history,
another no-treatment or A session is given. If the improvements reverse, the research hypothesis is
supported.

In the example, we could observe a client each day or a week. Then we would introduce the new
therapy for two weeks and see if there is improvement. If there is, we could take away the therapy and
see if the improvement goes away. If they do, we can be confident that the therapy works.

I1. ABAB DESIGN

This is just like the ABA Design, only another series of B or treatment sessions is added. For ethical
reasons, it is often desirable to leave subjects with the advantage of a successful treatment. The ABAB
design does this. It also provides a replication of the AB comparison.

Although single-case designs were originally used typically to study a small number of very discrete
behaviors, they are now used to study increasingly complex patterns of behavior.

For example, in 1997, a group of researchers used a single-case design to evaluate the effects of family-
based behavioral treatment for a child with severe disabilities and severe behavior problems. This study
focused on a program to change self-injurious, aggressive, and destructive behaviors in a I 4-year-old
girl. The researchers used a multiple baseline approach in which they implemented several different
interventions through the parents' behavior (e.g., changing the ways that the parents responded to the
child's self-injuries) with their daughter in different settings (e.g., dinner at home, in restaurants, in the
grocery store).

The frequency of the girl's problem behaviors was assessed during the baseline condition, during the
training period in which the parents were taught to respond differently to her behavior, and during
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follow-up. The rates of the girl's problem behaviors decreased in each of the different settings following
the program to change the ways that her parents responded to these behaviors.

CONCLUSION TO EXPERIMENTAL DESIGNS

Which design is best? There is sentiment among some researchers that experimental research designs
are superior to descriptive or correlational approaches because only experimental designs can be used to
determine true causal, relationships. This view is a misrepresentation of the broad scope of the research
process, however, because each type of research design is useful for addressing some questions and
hypotheses and not others.

Clinical psychologists are often interested in observing things as they occur in the natural environment
and descriptive and correlational designs are best suited for this purpose. In other instances, clinical
psychologists are interested in determining cause-and-effect relations among variables or in determining
the effects of a specific form of treatment, goals that are addressed only with experimental designs.

Furthermore, ethical constraints often limit the types of research designs that can be used. Researchers
cannot ethically cause significant distress or psychopathology to occur in participants in human
research. The first priority of any researcher is the welfare of the individuals who participate in the
research, and any risks that are involved must be within reasonable limits and must be justified by the
potential benefits of the research. As a result, much of the research on the causes and course of
psychopathology must rely on descriptive and correlational designs combined with analogue or animal
research that uses experimental designs to test similar hypotheses.

© Copyright Virtual University of Pakistan 80



Clinical Psychology— (PSY401) VU
LESSON 11

THE RESEARCH PROCESS

The process of research in clinical psychology, like research in other areas of psychology and in other
sciences, involves the unfolding of a story. The story begins with a question that, when framed properly,
can be answered with an acceptable degree of certainty. Pursuing the answers to questions involves six
broad steps; generation of hypotheses, selection of measures of key variables, selection of a research
design, selection of a sample, hypothesis testing, and interpretation and dissemination of results.
Throughout this process, it is imperative that researchers follow clear guidelines and standards for
ethical treatment of participants (human or animal) in research.

1. GENERATING HYPOTHESES

Any piece of research begins with a question that needs to be answered. Why do more women than men
experience clinical depression? What is the role of human genetics in the development of infantile
autism? How stable are certain personality characteristics, such as extroversion or sociability, across the
life span? What role does poverty play in the development of psychopathology? Is psychotherapy
effective in the treatment of eating disorders such as Bulimia Nervosa and Anorexia Nervosa? These
questions are among the thousands that have been posed and examined through research by clinical
psychologists.

In order to serve as the focus of scientific research, a question needs to be refined into a hypothesis. A
hypothesis goes further than a question in that it reflects the researcher's best educated idea about the
expected answer to a question. Furthermore, a hypothesis can be tested to determine if the null
hypothesis (i.e., that there is no difference or no relationship between the variables being studied) can be
rejected with some degree of certainty or statistical probability. Some types of descriptive research (e.g.,
epidemiological research to determine the prevalence of different forms of psychopathology) may not
be framed in terms of hypotheses. Instead, descriptive research attempts to provide information that
defines the extent or parameters of a particular behavior, personality characteristic, or psychological
disorder.

Research that is aimed to predict, explain, or change human behavior, however, is best represented as a
specific hypothesis that can be tested. The statistical methods employed by psychologists allow
researchers to determine the probability that the null hypothesis is false and that a hypothesized
relationship among different variables did not occur simply by chance.

Research hypotheses can emerge from at least three sources: careful observations of a clinical case or
cases, a theory concerned with human behavior or psychopathology, and the results of previous
research. A skilled clinical researcher is first and foremost an astute observer of human behavior. One
of the richest and most relevant sources of observations is the interactions of clinical psychologist with
their clients or patients. For example, a clinical psychologist who treats aggressive and noncompliant
children may observe that these children frequently come from families in which there is a high degree
of conflict and anger between the parents. This observation raises the possibility that conflict and
discord in marital relationships can contribute to childhood aggression and noncompliance. Equally
plausible, however, is the hypothesis that aggressive and disobedient behavior by a child can contribute
to tension and arguments between parents. In this way, observations of individual cases raise questions
whose answers require other methods and additional information.

A theory can serve as an important source of hypotheses about a variety of clinical problems. A theory
serves as a road map for a clinical psychologist, providing a sense of what to expect and why it should
be expected. Nevertheless, the central propositions of any theory cannot be left as mere abstractions. A
strong theory must lend itself to empirical evaluation and testing. For example, operant behavior theory
predicts that any behavior that is followed by positive consequences should increase in frequency. Thus,
a researcher can do more than asking a question about the effects of positive consequences on behavior.
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The researcher can hypothesize that a variable ratio pattern of reinforcement will increase behavior
more rapidly than no reinforcement. This hypothesis could then be tested in relation to clinically
relevant behaviors, such as the development and maintenance of a child's disruptive or noncompliant
behavior.

Hypotheses can also emerge directly from the findings of previous research. This includes studies
carried out by other researchers as well as an investigator's own previous work. Knowledge of prior
research is important to avoid pursuing the answers to questions that have already been resolved, to
learn from the tribulations and mistakes of others, and to draw on the findings of previous studies as an
important source of future hypotheses. Keeping abreast of research in psychology has become a
daunting task, however, as the field has grown to include thousands of active researchers publishing
their findings in hundreds of journals around the world. Computerized literature search programs such
as PsychLit, PsychInfo, and MedLine have been enormously helpful in expediting the process of
bringing oneself up to date on current research on a topic. But these methods are not a substitute for
reading broadly in many areas of psychology to develop hypotheses that reflect basic as well as applied
research.

Some of the best examples of programmatic research in clinical psychology involve the use of basic
research on a clinical disorder to form the foundation for interventions to treat or prevent the problem.
For example, research on the factors that place children at risk for the development of aggressive and
violent behavior problems has led to the development of interventions in childhood to prevent the onset
of these problems.

MEASURING KEY VARIABLES
2. SELECTION OF MEASURES

Once a set of hypotheses has been developed, the next challenge for the researcher is to determine how
to measure the key variables, or constructs, that are the focus of the study. Measurement involves
assessment of characteristics of people's thoughts emotions, behavior, and physiology and the,
environments in which they function. A number of difficult decisions must be made with regard to the
measurement of people and environments. First, the aspects of the person or the environment that are
most central to the research goals and hypotheses must be determined.

A researcher however, cannot, measure everything that might be relevant to the question at hand.
Measurement of a large number of variables is impractical, because participants in research often cannot
or will not invest the amount of time that a researcher desires. In general, researchers should measure
only those factors that are most important to their hypotheses.

Second, specific methods must be selected to measure the variables of interest in the study. Assessment
methods used in clinical research include direct observations (e.g., observations of parents and children
interacting with each other); self-reports by participants in the research (e.g., self-reports of symptoms
of depression and anxiety); measures of physiological reactivity and recovery (e.g. heart rate variability,
skin conductance); and performance on structured experimental tasks (e.g., continuous performance
tasks). Each of the methods of measurement has its inherent strengths and weaknesses. For example,
self-reports from participants are necessary to assess certain aspects of thoughts and emotions because
there are aspects of private experience that are not accessible any other way.

On the other hand, self-reports are subject to certain types of problems, including biases in the ways that
individuals may want to present them-selves to others, the inability to accurately report on certain
aspects of one's own thoughts and emotions, and unwillingness to disclose certain types of information.
Observational methods are strong in terms of their objectivity and ability to measure behavior as it
occurs in response to specific events or conditions in the environment. Observations cannot be used,
however, to measure private thoughts and internal emotional states. One solution to the problems
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inherent in each form of measurement is to use different types of measures in the same study to
determine the degree to which the findings converge across different types of measurement as opposed
to findings that are unique to one type of measure.

Third, the researcher must determine if tried-and-true measures of these constructs have been developed
and used in previous research, or if new measures need to be constructed to pursue the goals of this
study. Whenever possible, researchers use measures that have established levels of reliability and
validity and (when appropriate) that have normative data available on populations that are similar to the
participants in the study. These factors provide a degree of assurance that the measure can be trusted -
that the results are to some degree consistent and accurate. In some instances, a researcher will want to
measure a variable for which an adequate instrument is not available. In these cases, the researcher is
faced with the task of developing and validating a new measure in order to carry out the study. It is not
acceptable, however, to simply employ a new measure or technique for the purposes of the study
without paying careful attention to establishing its reliability and validity.

An example of these difficult, decisions can be found in research on the nature of anxiety disorders.
Anxiety can be measured at a number of different levels, including the experience and emotions of the
individual (e.g., "I feel tense and anxious"), observations made by others of overt manifestations of
anxiety (e.g., "I could see his hands were shaking and I could hear a trembling in his voice"), and
measures of physiological arousal (e.g., elevated heart rate, blood pressure, skin conductance). None of
these approaches to measurement represents the "right" way to assess anxiety, and the issue is clouded
by the fact that the three approaches often yield different results.

For example, some individuals may experience high physiological arousal but do not report subjective
experiences of fear or anxiety, and conversely, some individuals with very low levels of arousal feel
very anxious. The failure of different types of measures to converge (i.e., to provide the same
information on the variable that is being measured) does not imply that any one of the measures is
invalid. However; it presents the researcher with a challenge in the interpretation of the different sources
of information.

3. SELECTING A RESEARCH DESIGN

Armed with a clear set of hypotheses and appropriate measures to assess the important variables under
investigation, a clinical psychologist is prepared to design a study. There are four basic types of research
designs (but many variations within each) from which to choose: descriptive designs, correlational
designs, experimental designs, and single-case designs. Generally, the two main methods of data
collection are survey method and observational method. Moreover, all these designs can be cross-
sectional (one point in time) or longitudinal (over the course of time). The choice of which design and
which data-collection method to use depends on the nature of the question being asked and on ethical
and practical limitations that may constrain the research. No one type of research design is inherently
superior to others - each is simply better suited to answer some questions than others.

RESEARCH METHODS

There are two main categories of research methods, both with their own respective sub-categories.
These are

1. SURVEY METHODS
2. OBSERVATIONAL METHODS

1. SURVEY RESEARCH METHODS

Survey methods are used to obtain people’s responses and opinions regarding an issue or problem.
Types of survey include computerized on-line surveys, telephonic surveys, voting polls, personal
interviews, use of questionnaires etc.

© Copyright Virtual University of Pakistan 83



Clinical Psychology— (PSY401) VU
1. THE PURPOSE OF SURVEY RESEARCH METHODS

The aim of survey research is to measure certain attitudes and/or behaviors of a population or a sample.
The attitudes might be opinions about a political candidate or feelings about certain issues or practices.

2. FOCUS

Survey research focuses on naturally occurring phenomena. Rather than manipulating phenomena,
survey research attempts to influence the attitudes and behaviors it measures as little as possible. Most
often, respondents are asked for information.

3. TYPES OF DATA
Survey research is primarily quantitative, but qualitative methods are sometimes used, too.
4. SAMPLING

Once in a while, a researcher may be able to gather data from all members of a population. For example,
if you want to know what a neighborhood thinks about a local land use issue, you may be able to
measure all residents of the neighborhood if it is not too big. However, most of the time, the population
is so large that researchers must sample only a part of the population and make conclusions about the
population based on the sample. Because of this, gaining a representative sample is crucial in survey
research.

SOME COMMON SAMPLING STRATEGIES
SIMPLE RANDOM SAMPLING

Members of the population are drawn at random to be in the sample. Each member of the population has
an equal chance of being in the sample. Think of putting the names of all the possible survey
respondents into a hat and drawing them out one by one to build your sample.

STRATIFIED RANDOM SAMPLING

Strata (sub-groups) are identified and respondents selected at random from within the relevant strata.
For example, if I want to know the extent of certain health behaviors among the students at my college,
I would identify the relevant dimensions. These might be day or night students (since these are two
fairly distinct sub-populations) and major (since Letters, Arts, and Sciences majors tend to be different
from Business majors). Thus, I would have 4 sub-groups: day students in Business, day students in
Letters, Arts and Sciences, night students in Business, and night students in Letters, Arts and Sciences.
Then, I would randomly choose respondents from within each of these four groups. The step of
stratifying gives me a more targeted sampling strategy.

PROPORTIONATE SAMPLING

This imposes the constraint that the sample must reflect the same proportions of sub-groups as is found
in the population. For example, I could insist that my samples have the same proportion of traditional-
age students (18-22) and non-traditional students.

NON-PROBABILITY SAMPLING

This is a procedure in which the sampling strategy does not give a representative sample. Examples
include convenience sampling, where the sample is made up of those whom it is most convenient to
survey, say one's friends or people who pass by a certain street corner; self-selected sampling, in which
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the respondents get to choose whether to be included in the survey, such as leaving questionnaires at a
table in a public place; and snowball sampling, in which previous respondents recruit subsequent
respondents.

Note that although these non-probability sampling strategies do not yield representative samples, they
may still be useful to researchers in gaining a preliminary picture or as a pilot project.

5. POSSIBLE SOURCES OF BIAS IN SURVEY RESEARCH

DEMAND CHARACTERISTICS
Respondents tend to say what they think the researcher wants to hear.

ACQUIESCENCE
Respondents tend to say "yes" more easily than "no."

REACTIVITY
Thinking about the questions tends to change respondents' opinions. For example, you may not have
thought much about environmental damage until a survey asks for your opinions on rainforest depletion.

RESPONSE BIAS

Some people tend to answer more positively or in more extreme terms. If there is a consistent tendency
for one group to give more extreme responses and a consistent tendency for another group to give more
middle-of-the-road responses, we might mistakenly conclude they have different opinions. In fact, we
may only be observing a bias in their response tendencies.

2. OBSERVATIONAL METHODS

The most basic and pervasive of all research methods is observation. Experimental, case study, and
naturalistic approaches all involve making observations of what someone is doing or has done. Types of
observational methods include the following:

a. UNSYSTEMATIC OBSERVATION

Casual observation does little by itself to establish a strong base of knowledge. However, it is through
such observation that we develop hypotheses that can eventually be subjected to test. For example,
suppose a clinician notes on several different occasions that when a patient struggles or has difficulty
with a specific item on an achievement test, the effect seems to carry over to the next item and adversely
affect performance.

This observation leads the clinician to formulate the hypothesis that performance might be enhanced by
making sure each failure item is followed by an easy item on which the patient will likely succeed. This
should help build the patient's confidence and thus improve performance. To test this prediction, the
clinician might administer an experimental version of the achievement test, in which difficult items are
followed by easy items. It would then be relatively easy to develop a study that would test this
hypothesis in a representative sample of clients.

b. NATURALISTIC OBSERVATION

Though carried out in real-life settings, naturalistic observation is more systematic and rigorous. It is
neither casual nor free-wheeling, but carefully planned in advance. However, there is no real control
exerted by the observer, who is pretty much at the mercy of freely flowing events. Frequently,
observations are limited to a relatively few individuals or situations. Thus, it may be uncertain how far
one can generalize to other people or other situations. It is also possible that in the midst of observing or
recording responses, the observer may unwittingly interfere with or influence the events under study.
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An example of a study using the naturalistic observation method might be an investigation of patient
behavior in a psychiatric hospital. Perhaps a particular unit in this hospital is composed of patients who
are scheduled to undergo electroconvulsive therapy (ECT) that day. The clinician's job is to focus on ten
patients and observe each one for 2 minutes every half-hour. This observational study might yield
interesting data about the reactions of patients prior to ECT. But with only ten patients from this
particular hospital, can wide generalizations be made? Are these patients' reactions similar to those in
other hospitals or other units where the overall atmosphere may be very different? Or were the patients
aware of the observer's presence and could they have altered their customary reactions in order to
somehow impress him or her?

Investigators committed to more rigorous experimental methods sometimes condemn naturalistic
observation as too uncontrolled. But this judgment may be too harsh.

As with unsystematic observation, this method can serve as a rich source of hypotheses that can be
subjected to careful scrutiny later. Naturalistic observations do get investigators closer to the real
phenomena that interest them. Such observations avoid the artificiality and contrived nature of many
experimental settings. For example, regardless of their feelings about psychodynamic theory, most
acknowledge that Freud's clinical observation skills were extraordinary. Freud used his own powers of
observation to construct one of the most influential and sweeping theories in the history of clinical
psychology. It is important to recall that Freud had available no objective tests, no computer printouts,
and no sophisticated experimental methods. What he did possess was the ability to observe, interpret,
and generalize in an impressive fashion.

¢. CONTROLLED OBSERVATION

To deal in part with the foregoing criticisms of unsystematic and naturalistic observation, some clinical
investigators employ controlled observation. While the research may be carried out in the field or in
relatively natural settings, the investigator exerts some degree of control over the events. Controlled
observation has a long history in clinical psychology. For example, it is one thing to have patients tell
clinicians about their fears or check off items on a questionnaire. However, Bernstein, and Nietzel
(1973) studied the nature of snake phobias by placing study participants in the presence of real snakes
and then varying the distance between participant and snake. This controlled observation enabled them
to gain some real insight into the nature of the participants' reactions. Controlled observation can also be
used to assess communication patterns between couples or spouses. Instead of relying on distressed
couples' self-reports of their communication problems, researchers may choose to actually observe
communications styles in a controlled setting.

Specifically, partners can be asked to discuss and attempt to resolve a moderate-sized relationship
problem of their choosing (for example, partner spends too much money on unnecessary things) while
researchers observe or videotape the interaction behind a one-way mirror. Although not a substitute for
naturalistic observation of conflict and problem solving in the home, researchers have found this
controlled observation method to be a useful and cost-effective means of assessing couples' interaction
patterns.

d. CASE STUDIES

The case study method involves the intensive study of a client or patient who is in treatment. Under the
heading of case studies we include material from interviews, test responses, and treatment accounts.
Such 