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Between us, we have well over half a century of experience in clinical psychology. We share a passion for a
profession that has the potential to make an important contribution to the understanding of human nature
and to the alleviation of human suffering. We have written this book to introduce to students the theories
and practices of clinical psychology and convey the important work done by clinical psychologists. The book
is designed to be helpful not only to those who will go on to careers in clinical psychology, but also to those
who will choose other career paths.

Clinical psychology has evolved greatly in recent decades. In order to convey the nature of the contemporary
practice of clinical psychology, we have incorporated three distinct features through all of the chapters.

Concerns about health care costs, together with growing demands from well-informed health care consumers,
have highlighted the need for clinical psychology to adopt evidence-based assessments and interventions.
Unfortunately, many popular theories that have guided clinical practice for decades do not have supporting
evidence. Throughout the text, we present theories and practices and examine the extent to which they are
supported by research. If a technique or strategy is used frequently in practice but has not been supported
empirically, we say so. We believe that our approach reflects the new realities in clinical psychology and the
ongoing commitment of psychologists to deliver services that are the best science has to offer.

Clinical psychology must address the needs of a diverse population. We highlight the need for sensitivity
to gender, age, culture, ethnicity, sexual orientation, socioeconomic status, family type, and geographic
location. Throughout the text, we include relevant assessment and treatment examples to illustrate the
importance and the challenges of professional sensitivity to diversity issues in research and practice.

We have adopted a lifespan perspective throughout the text. We include examples illustrating issues with
respect to children, adolescents, adults, and older adults. As many undergraduate students taking an introduc-
tory course in clinical psychology are unlikely to have decided on the age of clients with whom they eventually
wish to work, it will be appealing to learn about clinical psychology across the lifespan. It is important for
students to appreciate that assessment and treatment plans can vary depending on the age of the individual.

The text can be divided into three sections. The first section provides an overview of issues that set the stage
for the second section, which is on assessment; and that section, in turn, is the foundation for the third
section on intervention in clinical psychology. In Chapter 1, we provide a definition of clinical psychology,



describing its history and explaining similarities and differences between clinical psychology and other
mental health professions. Chapter 2 addresses the diverse roles of clinical psychologists, all of which are
based on the pillars of science and ethics. The importance of attention to ethical issues is highlighted not just
in this chapter but throughout the text. The third chapter is an overview of issues related to classification
and diagnosis. In this chapter, we introduce two individuals, an adult (Melissa) and an adolescent (Noah),
whose psychological services we describe in subsequent chapters. Chapter 4 presents key issues on research
methods, underlining the ways these methods are employed to address clinically meaningful questions.

In the second section, Chapters 5 to 9 address assessment issues in clinical psychology, highlighting
ethical issues that must guide psychological practice. Chapter 5 provides an overview of the purposes of
psychological assessment, a review of key concepts in psychological testing, and an examination of the
distinction between testing and assessment. Chapter 6 presents information on clinical interviews and clini-
cal observation, emphasizing developmental considerations relevant to these commonly used assessment
methods. Intellectual and cognitive assessments are discussed in Chapter 7. Chapter 8 covers self-report and
projective assessment, with in-depth examination of the usefulness of different assessment strategies. The
challenges of integrating assessment data and making clinical decisions are illustrated in Chapter 9, with
reference to services for Melissa (who was introduced in Chapter 3).

The third section, on intervention, covers both prevention and treatment. Chapter 10 highlights issues in pre-
vention, describing programs designed for at-risk children and youth. In Chapter 11, we provide a brief overview
of approaches to psychological intervention, describing the theoretical foundations of current evidence-based
approaches and presenting data on the nature and course of psychotherapy. Chapters 12 and 13 present an over-
view of current evidence-based treatments for adults (Chapter 12) and for children and adolescents (Chapter 13).
The case of Noah (who was introduced in Chapter 3) is used to illustrate issues in developing treatment plans.
Chapter 14 provides information on evidence-based treatment elements derived from the therapy process and
therapy process-outcome research. Finally, in Chapter 15, we examine issues in the practice of clinical psychol-
ogy in the areas of health psychology, clinical neuropsychology, and forensic psychology.

Two appendices are included. The first lists journals in clinical psychology and should help students
as they research topics in greater depth. The second appendix, entitled Applications to Graduate School, is
designed to help students make decisions about graduate school applications as well as plan an application.

Within each chapter, many features have been incorporated to aid student learning. This text is designed
to introduce clinical psychology in a reader-friendly and accessible manner, highlighting the varied and
dynamic areas of the discipline.

Each chapter begins with an outline that prepares the student for the material to be covered.

In courses in clinical psychology, case examples are the tool through which abstract
material is brought to life. In addition to the extended case presentations in Chapters 3,
9, and 13, case material is embedded throughout the text to illustrate issues in different



developmental periods and with a diverse clientele. Reflecting the terminology in current practice, we alter-
nate our use of the terms “patient” and “client.” All the case examples we describe are based on our clinical
experience. We have blended details about different people into composites to illustrate clinical issues. The
case examples do not, therefore, represent specific individuals and all the names are fictitious.

In each chapter, controversial issues and new directions in the field are highlighted in Viewpoint Boxes.
Topics include:

e historically important themes, such as in Distress in Clinical Psychologists and How They Deal with It
and IQ and Its Correlates

¢ new directions in clinical psychology, such as in Psychological Resilience in the Face of Potential Trauma,
Options for Increasing Psychotherapy Attendance, and Dissemination of Evidence-Based Treatments

e controversies, such as in What Do Psychologists Need to Know about Psychopharmacology?, The Trials
and Tribulations of DSM-5, and How Reliable Are the Findings Reported in Research Studies?

e issues with a lifespan perspective, such as in Issues in Interviewing Older Adults and Treatment of
Childhood Attention-Deficit/Hyperactivity Disorder

e debates around evidence-based assessment, such as in Child Custody Evaluations, Risk Assessment,
and Why Do Questionable Psychological Tests Remain Popular with Some Clinical Psychologists?

¢ expansion of the practice of clinical psychology to health, such as in Health Promotion and Prevention
Programs for Older Adults and Insomnia: No Need to Lose Sleep Over It!

e current issues in treatment research, such as in Multiple Perspectives on Treatment Goals and Sudden
Gains in Therapy.

To bring to life the reality of being a clinical psychologist, we have featured 24 individuals in Profile Boxes.
We invited Canadian clinical psychologists at different stages of their careers to answer questions about be-
ing a clinical psychologist. In addition, to give students a sense of the varied activities in which psychologists
engage, we asked three psychologists who work in different types of settings to describe a typical work week.
We invited colleagues whom we consider fine examples of clinical psychologists, and we chose people whom
we hope students will find inspiring. Students reading the Profile Boxes will better appreciate the wide range
of activities in which clinical psychologists engage, the range of challenges they address in their work, and
the creativity with which psychological principles are applied to reduce human suffering and improve
psychosocial functioning.

We have also included a profile about a graduate student in clinical psychology, to give students a sense
of the life of a clinical psychology graduate student.

Key questions have been designed to promote discussion and debate on both traditional and
emerging issues in clinical psychology. These questions appear in the margins marked with a head
with a question mark icon.



Throughout each chapter, we have also included questions that encourage students to con-
sider specific text material more deeply and more personally. These questions, which are
marked with a thought bubble icon, usually ask the reader to consider the impact that a
certain professional or empirical issue could have on someone’s life. There are also questions
that encourage students to consider how the manner in which clinical psychologists make
decisions about professional services is similar to and different from the manner in which
people make routine decisions.

At the end of each chapter, a section draws together the material discussed in the chapter.

Throughout each chapter, important names and key terms are highlighted in bold. In addition, key term
definitions are included in the margin. These are important study aids to highlight the most salient points
of each chapter.

For students who wish to explore an issue in greater depth, additional resources have been cited for various
journals and books. The Check It Out! feature provides website links that allow readers to find out more
about important issues raised in the chapter.

As clinical psychology is a rapidly evolving profession, in this third edition we have updated the scientific
and professional literature we review to highlight recent changes in the field.

In Chapter 1, this involved providing new estimates about the economic costs of mental disorders and
the numbers of mental health care specialists (including clinical psychologists). Chapter 2 has updated infor-
mation about the professional activities and theoretical orientations of clinical psychologists, characteristics
of training programs and their graduates, accreditation standards, and registration/licensure. A new profile
on a “week in the life of a graduate student” has also been added. Information on both DSM-5 and ICD-10
diagnostic systems is included in Chapter 3, along with updated information on the epidemiology of mental
disorders. To encourage the critical evaluation of scientific research, Chapter 4 has new Viewpoint Boxes
addressing media reporting of research and the reliability of research results.

New assessment-related information has been included in Chapters 5 to 9. This includes a discussion
of the continuing growth of evidence-based assessment, information on the updated Wechsler scales, and
details of updated versions of frequently used self-report measures. Also, Chapter 6 has been reorganized
to help readers be better prepared for learning about the challenges in assessing clients across the lifespan.

The chapters on prevention and treatment (Chapters 10 to 14) include new evidence of the impact of a
number of prevention programs, information on the American Psychological Association resolution about
the effectiveness of psychotherapy, an expanded listing of evidence-based treatments, details on a range of
clinical practice guidelines, and results from a task force on evidence-based psychotherapy relationships.



Chapters 12 and 13 have been revised to provide updated information on evidence-based treatments and
the results of treatment efficacy and effectiveness research for clients across the lifespan. In Chapter 15, we have
expanded information on the management of both chronic pain and insomnia, added information on the use of
neuropsychological assessment to evaluate the capacity of older adults to live independently and manage their
lives, and updated details on forensic risk assessment tools and challenges in their interpretation.

Overall, 7 new Viewpoint Boxes and 20 new Profile Boxes have been added. We have also increased the
use of clinical case material to illustrate important points discussed in the text, and focused increased atten-
tion on diversity issues. Furthermore, to improve the readability and comprehensibility of the material, we
have enhanced the cross-referencing across chapters.

We have appreciated the support and guidance of many people during the preparation of the third edition
of this book. Thanks are due to Rodney Burke, the acquisitions editor, who championed the importance of
a written-in-Canada text on contemporary clinical psychology. We are grateful to Georgina Montgomery, our
copy editor for this edition, and production editor Yee Lyn Song who coordinated the phases of production
with efficiency. We are grateful for the helpful feedback provided by Robert Hunsley and Majeeda Khan and
the capable research assistance provided by Robert Hunsley and Kathryn LaRoche. The book is enriched by
the contributions of the psychologists who agreed to be profiled. We appreciate their cooperation and willing-
ness to talk about their careers, and special thanks go to them. They are Drs. Melanie Barwick, Peter Bieling,
Christopher Bowie, Clarissa Bush, Christine Chambers, David A. Clark, Karen Dyck, Jennifer Frain, Heather
Hadjistavropoulos, David Hodgins, Charlotte Johnston, Martin Lalumiere, Christopher Mushquash, Randy
Paterson, Martin D. Provencher, Adam Radomsky, Graham Reid, Don Saklofske, Katreena Scott, Colette Smart,
Michael Sullivan, Henny Westra, Jonathan Weiss, and Sheila Woody. We deeply appreciate the contribution
of graduate student Emma MacDonald.
Last, but not least, we are grateful for the ongoing support of friends and family.






John Hunsley received a Ph.D. from the University of Waterloo in 1985.
He is a full professor in the clinical psychology program at the University
of Ottawa and is the director of the program. Dr. Hunsley teaches gradu-
ate courses in clinical research methods and psychological assessment.
Dr. Hunsley’s research interests focus on evidence-based psychological
practice, the delivery of psychological services, and the scientific basis
of psychological assessment. He has authored over 110 articles, chapters,
and books on these topics. Dr. Hunsley is a Fellow of the Association
of State and Provincial Psychology Boards, the Canadian Psychological
Association (CPA), and the CPA Clinical Psychology Section. He has
received the CPA Award for Distinguished Contributions to Education
and Training in Psychology. From 2007 to 2011, he served as the editor
of Canadian Psychology. He has also served on the editorial board of
Assessment, Journal of Personality Assessment, Professional Psychology:
Research and Practice, and Scientific Review of Mental Health Practice.

Catherine M. Lee earned a Ph.D. from the University of Western
Ontario in 1988. She is a full professor of psychology at the University
of Ottawa. Dr. Lee teaches graduate courses in evidence-based services
for children and families and an undergraduate course on Clinical
Psychology, as well as supervising practicum students and interns at the
Centre for Psychological Services and Research. Her research interests
focus on the provision of evidence-based services to promote positive
parenting. She has authored over 70 articles, chapters, and books on
this and related topics. Dr. Lee is a Fellow of the Canadian Psychological
Association (CPA) and the CPA Clinical Psychology Section. She is an
ad hoc reviewer for many granting agencies and scholarly journals
and she serves on the editorial boards of Clinical Child and Family
Psychology Review and Cognitive and Behavioral Practice. She is the
former chair of the Clinical Psychology Section of the CPA and was
President of the CPA in 2008-2009. She is a site visitor for the Canadian
Psychological Association Accreditation Panel.







THE EVOLUTION OF CLINICAL PSYCHOLOGY 1

CONTEMPORARY CLINICAL PSYCHOLOGY 45

CLASSIFICATION AND DIAGNOSIS 87

RESEARCH METHODS IN CLINICAL PSYCHOLOGY 125

ASSESSMENT: OVERVIEW 167

ASSESSMENT: INTERVIEWING AND OBSERVATION 205

ASSESSMENT: INTELLECTUAL AND COGNITIVE MEASURES 243

ASSESSMENT: SELF-REPORT AND PROJECTIVE MEASURES 279

ASSESSMENT: INTEGRATION AND CLINICAL DECISION-MAKING 321

PREVENTION 355

INTERVENTION: OVERVIEW 391

INTERVENTION: ADULTS AND COUPLES 429

INTERVENTION: CHILDREN AND ADOLESCENTS 469

INTERVENTION: IDENTIFYING KEY ELEMENTS OF CHANGE 505

CLINICAL HEALTH PSYCHOLOGY, CLINICAL NEUROPSYCHOLOGY, AND
FORENSIC PSYCHOLOGY 539

MAJOR JOURNALS RELEVANT TO CLINICAL PSYCHOLOGY 573

APPLICATIONS TO GRADUATE SCHOOL 579

589

613

627






THE EVOLUTION OF CLINICAL PSYCHOLOGY

Introduction 1
Defining the Nature and Scope of Clinical Psychology 4

Evidence-Based Practice in Psychology 10
Mental Health Professions 13
Counselling Psychology 14
School Psychology 16
Psychiatry 17
Clinical Social Work 19
Other Mental Health Professions 20
Availability of Mental Health Service Providers 22
A Brief History of Clinical Psychology 23
The Roots of Clinical Psychology 24
The History of Assessment in Clinical Psychology 25
The History of Intervention in Clinical Psychology 34
The History of Prevention in Clinical Psychology 41
The Future 41
Summary and Conclusions 42

CONTEMPORARY CLINICAL PSYCHOLOGY 45

Introduction 45
Activities of Clinical Psychologists 46
Assessment and Diagnosis 48

Intervention 52

Prevention 58
Consultation 59

Research 61
Teaching and Supervision 62
Administration 65
Employment Settings 65
The Two Pillars of Clinical Psychology: Science and Ethics 66

1



Training in Clinical Psychology 73
Models of Training in Clinical Psychology 74
Accreditation of Clinical Psychology Programs 76
Licensure in Clinical Psychology 80
Summary and Conclusions 83

CLASSIFICATION AND DIAGNOSIS 87
Introduction 87
Defining Abnormal Behaviour and Mental Disorders 90
Developmental Psychopathology 92
Diagnosis 92
Defining Disorder 94

Prevalence of Mental Disorders 97
Understanding the Development of Mental Disorders 101

The Diagnostic and Statistical Manual of Mental Disorders (DSM) System 106
The Evolution of the DSM 106

The DSM-5 109
The International Statistical Classification of Diseases and Related Health Problems (ICD) System 112
Limitations of Diagnostic Systems 114

Defining Abnormality (Revisited) 114

Diagnostic Reliability 115

Heterogeneity of Symptom Profiles 116

Diagnostic Validity 117

Comorbidity 118

Categorical versus Dimensional Classification 120
Summary and Conclusions 122

RESEARCH METHODS IN CLINICAL PSYCHOLOGY 125
Introduction 125

Generating Research Hypotheses 130
Ethics in Research 134
Research Designs 139

Case Studies 144

Single Case Designs 145
Correlational Designs 147
Quasi-Experimental Designs 150
Experimental Designs 151

Meta-Analysis 154



Selecting Research Participants and Measures 155

Selecting the Sample 155

Selecting the Sampling Strategy 156

Setting the Sample Size 157

Measurement Options and the Importance of Psychometric Properties 158
Analyzing the Data 160

Statistical and Clinical Significance 162
Summary and Conclusions 163

ASSESSMENT: OVERVIEW 167

Introduction 167
Psychological Assessment 168
The Purposes of Psychological Assessment 171

Psychological Testing 184
Assessment versus Testing 187

Psychometric Considerations 191

Testing Practices in Clinical Psychology 196
Evidence-Based Assessment 199
Ethical Considerations 200
Summary and Conclusions 202

ASSESSMENT: INTERVIEWING AND OBSERVATION 205

Introduction 205
Ethical Issues: Limits of Confidentiality 207
Unstructured Assessment Interviews 209
Structured Diagnostic Interviews 212
General Issues in Interviewing 216
Attending Skills 216
Contextual Information 219

Culturally Sensitive Interviewing 220
Defining Problems and Goals 222
Assessing Suicide Risk 224
Interviewing Couples 225
Interviewing Families 226

Interviewing Children and Adolescents 228
Observations 231



Self-Monitoring 235
Summary and Conclusions 239

ASSESSMENT: INTELLECTUAL AND COGNITIVE MEASURES 243

Introduction 243

Defining Intelligence 245

Theories of Intelligence 245

Assessing Intelligence: The Clinical Context 248

The Wechsler Intelligence Scales 251
Background Issues 252

Administration, Scoring, and Interpretation Issues 258
Canadian Normative Data 260

Wechsler Adult Intelligence Scale—Fourth Edition (WAIS-IV) 263
Wechsler Intelligence Scale for Children—Fourth Edition (WISC-IV) 266
Wechsler Preschool and Primary Scale of Intelligence—Fourth Edition (WPPSI-IV) 268

Other Intelligence Scales 270
Selected Cognitive Assessment Scales 271

Wechsler Memory Scale—Fourth Edition (WMS-1V) 271

Wechsler Individual Achievement Test—Third Edition (WIAT-1II) 273
Summary and Conclusions 275

ASSESSMENT: SELF-REPORT AND PROJECTIVE MEASURES 279

Introduction 279
The Person-Situation Debate 280

Self-Presentation Biases 283
Developing Culturally Appropriate Measures 285
The Clinical Utility of Self-Report and Projective Measures 288
Self-Report Personality Measures 292

MMPI-2 and MMPI-A 293

Other Clinical Measures of Personality Functioning 300
Self-Report Checklists of Behaviours and Symptoms 304

Achenbach System of Empirically Based Assessment 307

SCL-90-R 309

Outcome Questionnaire 45 309

Beck Depression Inventory-Il 310
Children’s Depression Inventory 2 311



Projective Measures of Personality 312
Rorschach Inkblot Test 313

Thematic Apperception Test 317
Summary and Conclusions 318

ASSESSMENT: INTEGRATION AND CLINICAL DECISION-MAKING 321
Integrating Assessment Data 324

Case Formulation 327

Threats to the Validity of Assessments and Case Formulations 335
Patient/Client Factors 335
Clinician Factors 337
Improving the Accuracy of Clinical Judgment 341
Psychological Assessment Reports and Treatment Plans 343
Assessment Feedback 346

Summary and Conclusions 350

PREVENTION 355
Introduction 355

Approaches to Prevention 360
Promoting Evidence-Based Parenting 366
Home Visiting Programs 367
Incredible Years 368
Triple P 369
Prevention of Violence 370
Physical Abuse of Children 370

Youth Violence: Bullying and Conduct Disorder 373
Prevention of Internalizing Disorders 377

Anxiety Disorders 377

Depression 378
Prevention of Substance Abuse 379

Prevention of Problems in Those Exposed to Trauma or Loss 383

Summary and Conclusions 387



INTERVENTION: OVERVIEW 391

Introduction 391
The Ethics of Intervention 394

Theoretical Approaches 399
Short-Term Psychodynamic Psychotherapies 400
Interpersonal Psychotherapy for Depression 403
Process-Experiential Therapies 406
Cognitive-Behavioural Therapies 408

Seeking Psychological Treatment 412
The Duration and Impact of Psychotherapy 417

Alternative Modes of Service Delivery 420
Summary and Conclusions 426

INTERVENTION: ADULTS AND COUPLES 429
Introduction 429
Does Psychotherapy Work? A Controversy and Its Impact 430
Meta-Analysis and Psychotherapy Research 431
Evidence-Based Treatments: Initiatives and Controversies 436

Clinical Practice Guidelines 448
Examples of Evidence-Based Treatments 451
CBT for Depression 451

Prolonged Exposure CBT for PTSD 455
EFT for Couple Distress 457
Effectiveness Trials 458

Adoption of Evidence-Based Treatments 461
Summary and Conclusions 465

INTERVENTION: CHILDREN AND ADOLESCENTS 469

Introduction 469
Who Is the Client in Psychological Services for Children and Adolescents? 469

Landmarks in the Evolution of Evidence-Based Psychological Services for Children and Adolescents 474
Do Psychological Treatments for Children and Adolescents Work? 475
Which Treatments Work for Specific Disorders? 477
Clinical Practice Guidelines 481



Examples of Evidence-Based Treatments 483
Disruptive Behaviour Disorders 483

Adolescent Depression 493
Coping with Depression in Adolescence 494
Efficacy, Effectiveness, and the Dissemination of Evidence-Based Treatments 496

Summary and Conclusions 503

INTERVENTION: IDENTIFYING KEY ELEMENTS OF CHANGE 505

Introduction 505
Psychotherapy Process and Process-Outcome Research 506

Examining Client Factors 509
Examining Therapist Factors 512
Examining Treatment Factors 515

Some Methodological Cautions 521
Common Factors in Psychotherapy 522
Research Perspectives on Common Factors: The Therapeutic Alliance 524
Research Perspectives on Common Factors: Psychotherapy Equivalence 526
Evidence-Based Psychotherapy Relationships 530
Task Force Recommendations 532
Empirically Based Principles of Therapeutic Change 533
Summary and Conclusions 535

CLINICAL HEALTH PSYCHOLOGY, CLINICAL NEUROPSYCHOLOGY, AND FORENSIC
PSYCHOLOGY 539
Introduction 539
Clinical Health Psychology 541
Definitions of Health and Disability 541
Activities of Clinical Health Psychologists 543
Assessment and Intervention Related to Pain 546

Clinical Neuropsychology 552
Activities of Clinical Neuropsychologists 553

Assessment 556
Intervention 559



Forensic Psychology 562
Activities of Forensic Psychologists 563

Assessment 566

Intervention 569
Summary and Conclusions 570

573
Major Journals Relevant to Clinical Psychology 573

579
Applications to Graduate School 579

589
613

627



THE EVOLUTION OF
CLINICAL PSYCHOLOGY

CHAPTER

INTRODUCTION

Mental health is a state of well-being in which every individual
realizes his or her own potential, can cope with the normal
stresses of life, can work productively and fruitfully, and is able
to make a contribution to his or her community.

World Health Organization (2007)

e More than 450 million people have mental disorders. Many more
have mental health problems.

e About half of all mental disorders begin before people reach age 14.

e Worldwide, 877,000 people commit suicide every year.

¢ In emergencies, the number of people of mental disorders is esti-
mated to increase by 6-11%.

e Mental disorders increase the risk for physical disorders.

® Many health conditions increase the risk of mental disorders.

e Stigma prevents many people from seeking mental health care.

e There are great inequities in the availability of mental health pro-
fessionals around the world.

Adapted from World Health Organization (2007)

In the second decade of the 21st century, the potential for clinical
psychology to make important contributions to the health of individu-
als, families, and society is abundantly clear. In this opening chapter,
we introduce you to the profession of clinical psychology, its scope,
and its remarkable history. Throughout this text, we will illustrate with
compelling evidence that clinical psychologists have developed assess-
ments that are helpful in understanding problems and interventions
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that are effective in preventing, treating, and even eliminating a broad
range of health problems and disorders.

To fully appreciate the importance of such health services, it is
necessary to understand the scope of the public health problem facing
health care systems in North America and other parts of the world. A
national survey of the mental health and well-being of Canadians aged
15 years and older found that as many people suffered from clinical
depression as from common chronic health conditions such as heart
disease and diabetes (Statistics Canada, 2003). Furthermore, 1 out of
every 10 Canadian adolescents and adults reported symptoms consis-
tent with a diagnosis of a mental disorder such as alcohol or illicit drug
dependence, a mood disorder (i.e., major depressive disorder or bipolar
disorder), or a serious anxiety disorder (i.e., social phobia, panic dis-
order, or panic disorder with agoraphobia). It is estimated that the cost
of mental illness to Canadian society—including absenteeism, under-
employment, unemployment, disability costs, health care services and
supports, and premature death—may be as high as $63 billion annually
(Wilkerson, 2012).

Perhaps due to the stressfulness of living and/or working condi-
tions, the rate of mental health problems is even higher among certain
groups than in the general population. For example, a health survey
of members of active Canadian military personnel found that 15% re-
ported a mental disorder in the previous year and 23% believed they
required mental health services (Sareen et al., 2007). Being deployed
to combat operations and witnessing atrocities were associated with
increased risk of disorder and need for services. Participation in peace-
keeping operations was not associated with increased risk, unless such
assignments were associated with exposure to combat and witnessing
atrocities. Similar results have been reported for American troops de-
ployed to Iraq and Afghanistan (Smith et al., 2008).

In 1999, the Surgeon General of the United States released a re-
port on the mental health of Americans (U.S. Department of Health
and Human Services, 1999). Using data from national epidemiological
studies, he estimated that, over a one-year period, 21% of Americans
suffered from anxiety disorders, mood disorders, schizophrenia and
other psychotic conditions, antisocial personality disorder, anorexia
nervosa, or severe cognitive impairments. The estimate that one in
five people suffers from a mental disorder applied to all age groups,
including children, adolescents, adults, and older adults. The report
also presented data showing that, in countries with established market
economies (such as Canada, the United States, the United Kingdom,
Australia, and New Zealand), the economic burden of mental disorders,
mental illness, and suicide in terms of health care costs and lost produc-
tivity is second only to that of cardiovascular conditions.



The Depression Report, released in 2006 by the London School
of Economics, translated epidemiological data into economic terms
(London School of Economics Centre for Economic Performance,
Mental Health Policy Group, 2006). Despite the estimate that one family
in three is affected by depression or anxiety, only 2% of the expendi-
tures of the National Health Service (NHS) in the United Kingdom (UK)
are allocated to the treatment of these disorders. Lost output due to
depression and anxiety is estimated to cost the UK economy £12 billion
a year—representing 1% of the total national income. A million people
in the UK receive disability benefits because of mental disorders, at a
cost of £750 a month (about $1,500 Canadian) per person.

The UK National Institute for Health and Care Excellence (NICE)
is an independent interdisciplinary organization with the mandate to
provide national guidance on promoting good health and preventing
and treating ill health. Systematic literature reviews by NICE concluded
that evidence-based psychological therapies, which cost approximately
£750 per person, are effective for at least half the people with anxiety
and depression and are at least as effective as medication in tackling
these mental health problems. The UK government therefore decided to
improve access to psychological therapies by training mental health pro-
fessionals, including, but not limited to, psychologists. Policy-makers
predict that this investment will, in addition to offering enormous
potential human benefits in reduced suffering and increased well-being,
yield significant economic benefits in terms of both reduced claims for
disability and increased productivity.

Data from the World Health Organization (presented in Exhibit 1.1)
illustrate the scope of mental health problems in different countries.
Worldwide, hundreds of millions of people suffer from mental disorders.
However, most mental disorders are overlooked or misdiagnosed, and
only a small percentage of those individuals who suffer from a mental
disorder ever receive treatment. Even if they do receive treatment for
other health concerns, in most cases—regardless of the wealth or level of
development of the country in which these people live—mental health
problems are neglected. This is particularly troubling because effective,
relatively inexpensive treatments (psychological and/or pharmacologi-
cal) exist for most of these conditions. Viewpoint Box 1.1 describes the
initiatives undertaken by the Mental Health Commission of Canada to
enhance the health and well-being of Canadians.

In addition to the pressing problems posed by mental disorders,
there is mounting evidence that lifestyle and psychosocial factors are
related to many of the causes of death in Western countries. As you
will learn in Chapters 10 and 15, there is evidence that psychological
services can dramatically reduce the negative health impact of these
lifestyle and psychosocial risk factors. A large-scale study of the causes

Are mental health
problems as serious as
physical health problems?



of mortality in the United States reached startling conclusions (Mokdad,
Marks, Stroup, & Gerberding, 2004). Although dramatic causes such
as motor vehicle accidents accounted for 2% of deaths, and shooting
fatalities accounted for 1% of deaths, the leading causes of death were
related to tobacco smoking (18.1%), poor diet and physical inactiv-
ity (16.6%), and alcohol consumption (3.5%). Adding the numbers
together, these data demonstrate that at least 40% of fatalities were
attributable to entirely preventable—or treatable—factors.

Exhibit 1.1 World Health Organization Mental Health: The Bare Facts

e At any given time, there are 450 million people worldwide suffering from mental, neurological, and

behavioural problems.

It is predicted that the number of people suffering from these problems will increase in the future.
Mental health problems are found in all countries.

Mental health problems cause suffering, social exclusion, disability, and poor quality of life.

Mental health problems increase mortality.

Mental health problems have staggering economic costs.

One in every four people seeking other health services has a diagnosable mental, neurological, or behav-
ioural problem that is unlikely to be diagnosed or treated.

Mental health problems are associated with poor compliance with medical regimens for other disorders.
Cost-effective treatments exist for most disorders and, if applied properly, could enable people to function
better in their communities.

There is greater stigma associated with mental health problems than with physical health problems.
Most countries do not allocate sufficient funds to address mental, neurological, and behavioural problems.

Adapted from World Health Organization (2004b).

As we consider the pain and suffering experienced by people with
mental and physical health problems, the interpersonal effects of their
distress on their family, friends, and co-workers, and the tragedy of
untimely death, the need for effective services to identify and address
these problems is evident. It is inevitable that, at many points in our
lives, each of us will be affected, either directly or indirectly, by the
emotional distress of psychological disorders. The first experience may
be helping a friend through confusion and anger stemming from a loved
one’s suicide. As a university student, you may be faced with the chal-
lenges of helping a roommate with an eating disorder who binges and
purges. Young parents may provide support to another young parent
who is desperate to find appropriate services for a child with autistic
disorder. In mid-life, you may be faced with the burden of caring for



an elderly parent suffering from dementia, or you may be attempting to
support a partner who is chronically anxious and avoids social gather-
ings. As you age, you may face the death of your partner and friends,
and may have to cope with your own increasing infirmity and pain.
Clinical psychology is the branch of psychology that focuses on devel-
oping assessment strategies and interventions to deal with these painful
experiences that touch everyone’s life.

VIEWPOINT BOX 1.1

In Canada, although health services are provided by the prov-

inces, federal initiatives have underlined the need for a national

strategy with respect to mental health. Out of the Shadows at

Last, published in 2006, reported on the Senate Commission on

MHCC CSMC wental Health, chaired by Senator Michael Kirby. Testimony from

people with mental disorders, their families, service providers, and

researchers drew attention to the urgent need for increased government investment to address the needs of the

high numbers of Canadians suffering from a mental disorder. The incomplete and patchwork nature of mental

health services available across the country was emphasized in the report. Following one of the key recommen-
dations of the report, the federal government established the Mental Health Commission of Canada (MHCC).

The MHCC is a national non-profit organization designed to enhance the health and well-being of those living

with a mental disorder by focusing national attention on mental health issues. The MHCC is designed to foster col-

laboration among different levels of government, service providers, researchers, people with mental disorders, and

the families of those individuals. The MHCC has two clear messages about people living with a mental disorder:

e They have the right to receive the services and supports they need.
e They have the right to be treated with the same dignity and respect as those struggling to recover from
any kind of illness.

The MHCC currently has six initiatives and projects:

1. Opening Minds: a campaign to reduce the stigma associated with mental disorders and to eradicate
discrimination faced by those living with mental health problems

2. Mental Health First Aid: a program for training members of the public to assist a person developing a
mental health problem or experiencing a mental health crisis

3. Mental Health Strategy for Canada: an initiative for developing a national mental health strategy (over
two-thirds of countries already have one; Canada lags behind the rest of the world in this regard)

4. Knowledge Exchange Centre: an initiative designed to make evidence-based information about mental
health widely available to both service providers and the public

5. Housing First: a program for providing people with housing and support services tailored to meet their needs

6. Peer Project: a project designed to enhance the use of peer support by creating and applying national
guidelines of practice



PROFILE BOX 1.1

T

Courtesy of Jennifer Frain

Throughout the text, to give you a clear sense of who clinical
psychologists are and the variety of things they do in their work, we
introduce you to a number of Canadian clinical psychologists. In our
first example in the text, Profile Box 1.1, you will meet psychologist
Dr. Jennifer Frain, who is the executive director of a social service agency

in Winnipeg, Manitoba.

| did my undergraduate degree in psychology in my hometown at the
University of Winnipeg. My master’s degree in clinical psychology was com-
pleted at the University of Saskatchewan, followed by my Ph.D. in clinical
psychology at Concordia University in Montreal. | completed my internship/
residency at the Clarke Institute of Psychiatry in Toronto (which is now part
of the Centre for Addictions and Mental Health). | returned to Winnipeg to
begin my career and have now worked for over 15 years in social services.
In 2006, | became the executive director of New Directions for Children,
Youth, Adults and Families, Inc., the largest social service agency in Winnipeg,
serving the Winnipeg community since 1885.

| joined the board of directors of the Manitoba Psychological Society
(MPS) in 2000, as | wanted to connect with colleagues in the psychology
community. | became president of MPS for the first time in 2002 and was
re-elected in 2005. During my time on the MPS board of directors, | had the
great fortune to work with other psychology advocates from across Canada,

and in 2005 | became the chair of the Council of Professional Psychologists. It was in this role that | joined the
board of directors of the Canadian Psychological Association (CPA). It was my privilege to serve as the president

of the CPA in 2012-2013.

| was actually heading toward medical school (follow- very interesting, | was most affected by the profes-
ing a long tradition of MDs in my family) when, in my sor and the way she interacted with others, the way
second year of undergraduate study, | took a Psychol- she approached questions, and the way she thought.
ogy of Sex Differences course with a well-known and She was a dynamic teacher and, for the first time in my
brilliant psychologist. Although the course content was life, | became totally fascinated with course material.

CONTINUED . . .



Other psychology courses followed and | veered away
from a medical career and into graduate training in

The breadth of skill development in clinical psychology
training has been essential to my success in social ser-
vices. | was trained to conduct interviews and perform
assessments that require the distillation, analysis, and
synthesis of diverse sources of information. Gradu-
ate training also helped me learn to use my reactions,
empathic abilities, and problem-solving skills to provide
therapeutic interventions to help an individual move

The greatest challenge that | face as a clinical psycholo-
gist is my relative isolation in the area of social services.
Although my training provided ideal preparation for
what | do, few clinical psychologists consider a career
in the social services. This is highly unfortunate, as
many of the day-to-day issues dealt with are of serious
consequence (e.g., the care and protection of children,

We are witnessing the participation of clinical psy-
chologists throughout the health care system and
| am very excited about that, as clinical psychologists
can be providers of both health and mental care. It is
encouraging to see a growing number of psychologists
working in primary care clinics, oncology clinics, pain
clinics, and cardiology units. The increased employ-
ment of psychologists in government is also terrific, as
psychologists are being sought out to develop, identify,

clinical psychology. | have never once regretted this
decision.

forward positively in his or her life. In my work, | am
required to supervise staff at all levels of my organiza-
tion and to engage at a systems level with civil servants,
elected officials, other organizations, and community
and family stakeholders. It is incredibly rewarding and
stimulating to be able to use my scientist and practitio-
ner skills as a clinical psychologist working in a com-
munity setting.

the intervention with youth who are heavily involved in
street culture, the provision of programs and services
for persons with cognitive disabilities living in the com-
munity). The significance of the work, the high stakes,
and the miserable outcomes for people when service is
not available or not done right are huge, both for the
individuals and for society at large.

and institute policies that address population-level con-
cerns, such as modifying poor behavioural choices and
strategies to help people make better choices to ward
off future problems (e.g., positive parenting strategies,
healthy eating, active lifestyle adoption). So, for me,
the most exciting changes | see are that psychologists
are now working in diverse roles, which is enabling
them to bring their breadth of knowledge and skills to
bear on a wide range of challenges in society.

Let’s consider some definitions of clinical psychology. Exhibit 1.2

provides examples of definitions and descriptions of clinical psychol-
ogy from the United States, Britain, and New Zealand. Despite some
differences in emphasis, a common theme running through these
definitions is that clinical psychology is based firmly on scientifically
supported psychological theories and principles. Clinical psychology
is a science-based profession. Furthermore, the development of effec-
tive assessment, prevention, and intervention services relies on basic



research into the nature of emotional distress and well-being. The
practice of clinical psychology uses scientifically based methods to reli-
ably and validly assess both normal and abnormal human functioning.
Clinical psychology involves gathering evidence about optimal strate-
gies for delivering health care services.

Exhibit 1.2 International Definitions of Clinical Psychology

The field of Clinical Psychology involves research, teaching and services relevant to the applications of principles,
methods, and procedures for understanding, predicting, and alleviating intellectual, emotional, biological, psycho-
logical, social and behavioral maladjustment, disability and discomfort, applied to a wide range of client popula-
tions. In theory, training, and practice, Clinical Psychology strives to recognize the importance of diversity and strives
to understand the roles of gender, culture, ethnicity, race, sexual orientation, and other dimensions of diversity.
(www.div12.org/about-us/)

Clinical psychology applies the scientific knowledge base of psychology to ‘clinical’ problems. After completing
a psychology undergraduate degree, postgraduate training is undertaken in the application of psychology to
a variety of human difficulties. Clinical psychologists aim to reduce psychological distress and to enhance and
promote psychological well-being. A wide range of psychological difficulties may be dealt with, including anxiety,
depression, relationship problems, learning disabilities, child and family problems and serious mental illness.
(dcp.bps.org.uk/dcp/clinical_psychology/role_home$.cfm)

Clinical Psychologists apply psychological knowledge and theory derived from research to the area of mental health
and development, to assist children, young persons, adults and their families with emotional, mental, developmental
or behavioural problems by using psychological assessment, formulation and diagnosis based on biological, social
and psychological factors, and applying therapeutic interventions using a scientist-practitioner approach.
(www.psychologistsboard.org.nz/scopes-of-practice2)

Over the decades, the nature and definition of clinical psychology
has shifted, expanded, and evolved. From an initial primary focus on as-
sessment, evaluation, and diagnosis, the scope of clinical psychology has
grown. Clinical psychology now also includes numerous approaches to
intervention and prevention services that are provided to individuals, cou-
ples, and families. The practice of clinical psychology also covers indirect
services that do not involve contact with those suffering from a mental
disorder, such as consultation activities, research, program development,
program evaluation, supervision of other mental health professionals,
and administration of health care services. Given the ever-changing
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nature of the field, the only certainty about clinical psychology is that
it will continue to evolve. Only time will tell whether this evolution ulti-
mately leads to a decreasing focus on traditional activities of assessment
and treatment (as predicted by some experts), to an increasing focus
on the use of psychopharmacological agents to treat mental illness and
mental health problems (as promoted by some psychologists and some
psychological associations), or to the adoption of universal prevention
programs designed to enhance our protection from risk. The changing
nature of clinical psychology does, however, require that any definition
of the field be treated as temporary, to be maintained only as long as it
accurately reflects the field. The definition of clinical psychology must be
altered and updated as innovations and new directions emerge.

The Canadian Psychological Association’s Section on Clinical
Psychology developed an excellent document that defines the current
nature of clinical psychology, provides general principles intended to
apply to future changes in the field, and firmly grounds the practice of
clinical psychology in the context of professional ethics and responsibility.
An excerpt of this definition is presented in Exhibit 1.3. In developing this

Exhibit 1.3 Canadian Definition of Clinical Psychology

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 behaviour, and health-risk behaviour, and to the enhancement of psychological and
physical well-being.

Clinical psychology includes both scientific research, focusing on the search for general principles, and clini-
cal 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 dis-
advantaged persons. There is overlap between some areas of clinical psychology and other professional fields
of psychology, such as counselling psychology and clinical neuropsychology, as well as some professional fields
outside of psychology, such as psychiatry and social work.

Clinical psychology is devoted to the principles of human welfare and professional conduct as outlined in
the Canadian Psychological Association’s Canadian Code of Ethics for Psychologists. According to this code,
the activities of clinical psychologists are directed toward: respect for the dignity of persons; responsible caring;
integrity in relationships; and responsibility to society.

Copyright 1993, Canadian Psychological Association. Permission granted for use of material.



definition, the Section on Clinical Psychology sought input from numerous
sources, including the members of the section, the executive committees
of other sections within the Canadian Psychological Association, and
the executive committees of several national organizations in Canada for
which the definition might be relevant, such as the Canadian Council
of Clinical Psychology Programs, the Council of Provincial Associations
of Psychology, and the Canadian Register of Health Service Providers in
Psychology (Vallis & Howes, 1996). Throughout this textbook you may
notice other examples that illustrate the importance of conducting wide-
ranging consultation in order to achieve consensus on important issues
in the profession. Consultation is a hallmark of successful initiatives in
clinical psychology.

Despite the apparent overlap in the various definitions of clinical psy-
chology that we presented in Exhibit 1.2, there is still very active debate
about the extent to which clinical psychology can or should be based
solely on the science of psychology. Some psychologists doubt that clin-
ical psychology can ever be effectively guided by scientific knowledge.
Critics of a science-based approach to clinical psychology express the
following concerns:

e Group-based data cannot be used in working with an individual—
Critics argue that because a great deal of psychological research
is based on research designs that involve the study of groups of
individuals, it is difficult to determine the relevance of research
results to any specific individual.

e Clients have problems now and we cannot afford to wait for the
research—Critics argue that developing, conducting, and rep-
licating research findings takes substantial time and thus the
information provided by researchers inevitably lags behind the
needs of clinicians to provide services to people in distress.

e Each individual’s unique constellation of life experience, culture,
and societal context makes it unlikely that general psychological
principles can ever provide much useful guidance in alleviating
emotional distress or interpersonal conflict.

e There is simply no research evidence on how to understand or
treat many of the human problems confronted by clinical psy-
chologists on a daily basis.

Although these kinds of concerns sound reasonable enough, they
lead to the suggestion of basing clinical practice on the individual



psychologist’s gut feelings, intuition, or experience. The idea that clinical
psychology is primarily a healing art rather than primarily a science-
based practice is extremely problematic. As we discuss in subsequent
chapters, there is ample evidence that people are prone to a host of
decision-making errors and biases. Because clinicians are not immune
from these errors and biases, they risk making serious mistakes in
evaluating and treating clients. Thus, over-reliance on the clinician’s
professional experience and general orientation to understanding hu-
man functioning can be risky if it is not balanced with the application
of scientifically based knowledge and with a scientific approach to de-
veloping and testing clinical hypotheses.

At the other end of the spectrum, there are clinical psycholo-
gists for whom the current definitions of clinical psychology do not
go far enough in ensuring that science is at the heart of all clinical
services offered to the public. A passionate proponent of this posi-
tion is , who, in his 1991 presidential address to the
Society for a Science of Clinical Psychology (a section of the American
Psychological Association’s Society of Clinical Psychology), chal-
lenged the field to provide only psychological services that research
has shown to be effective and safe (McFall, 1991). The key elements
of his Manifesto for a Science of Clinical Psychology are presented in
Exhibit 1.4.

Exhibit 1.4 McFall’s Manifesto for a Science of Clinical Psychology

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

Psychological services should not be administered to the public (except under strict experimental conditions) until
they have met the following four minimal criteria:

Criterion 1 The exact nature of the service must be described clearly.

Criterion 2 The claimed benefits of the service must be stated explicitly.

Criterion 3 These claimed benefits must be validated scientifically.

Criterion 4 Possible negative side effects that might outweigh any benefits must be ruled out empirically.

The primary and overriding objective of doctoral programs in clinical psychology must be to produce the most
competent clinical scientists possible.
Adapted from McFall (1991).



McFall’s manifesto adopted a position on the role of science in
clinical psychology that many clinical psychologists initially found too
extreme. McFall’s demand that only scientifically supported treatments
should be offered to the public met with strong opposition from many
clinical psychologists. The manifesto sparked a lively debate about the
appropriateness and the ethics of routine psychological service (or any
health service for that matter) that does not have documented, scientifi-
cally sound evidence demonstrating its effectiveness. There is no doubt
that the vast majority of people who seek psychological services are in
significant distress and hope to receive treatment that will reduce their
distress and improve their overall functioning.

In recent years, questions surrounding the appropriateness of
adopting a science-based approach for the practice of clinical psychol-
ogy have taken centre stage in discussions about the nature of clinical
psychology. Originally developed within medicine, the

(EBP) model:

a. requires the clinician to synthesize information drawn from re-
search and systematically collected data on the patient in question,
the clinician’s professional experience, and the patient’s preferences
when considering health care options (Institute of Medicine, 2001;
Sackett, Rosenberg, Gray, Haynes, & Richardson, 1996); and

b. emphasizes the importance of informing patients, based on the
best available research evidence, about viable options for assess-
ment, prevention, or intervention services.

The EBP model is now being integrated into many health and hu-
man service systems, including mental and behavioural health care,
social work, education, and criminal justice (McHugh & Barlow, 2010;
Mullen & Streiner, 2004). In order to practise in an evidence-based
manner, a health care professional must be familiar with the current
scientific literature and must use both the research evidence and sci-
entifically informed decision-making skills to determine the ways in
which research evidence can inform service planning for a patient.



As we describe in the next chapter, current training models in
clinical psychology all emphasize the need for psychologists to be com-
petent in the use and interpretation of scientific methods. Indeed, the
EBP model has been endorsed by the both the Canadian Psychological
Association (CPA Task Force on Evidence-Based Practice of Psychological
Treatments, 2012) and the American Psychological Association as the
basis for the professional practice of psychology (APA Presidential Task
Force on Evidence-Based Practice, 2000).

It is fascinating to note that the movement for evidence-based prac-
tice in health care services places demands on all health services that
are remarkably similar to those expressed by McFall’s first corollary.
Within two decades, a position that was originally considered extreme
became mainstream in many health care systems and a goal espoused
by several health care professions. Moreover, in a position paper on
the implications of EBP for psychiatrists, the Canadian Psychiatric
Association indicated that the single most compelling reason for prac-
tising in an evidence-based manner was an ethical one (Goldner, Abass,
Leverette, & Haslam, 2001). In essence, because their code of ethics
obliges psychiatrists to provide those receiving their services with the
best available information about service options, these authors argued
that psychiatrists must adopt the EBP model.

The definitions of clinical psychology provide an important perspective
on the nature and function of modern clinical psychology. However, it
is useful to describe other health care professions whose services and
client populations overlap those of clinical psychology. In the follow-
ing pages, we describe several other professions, some of which also
involve extensive training in psychology.

Within the field of psychology, what is unique about clinical
psychology? The definitions we presented emphasized that clinical psy-
chology is primarily concerned with the application of psychological
knowledge in assessment, prevention, and/or intervention in problems
in thoughts, behaviours, and feelings. Of course, in addition to pro-
viding psychological services, many clinical psychologists also conduct
psychological research and contribute important information to the sci-
ence of psychology. Nevertheless, the objective of research in clinical
psychology is to produce knowledge that can be used to guide the de-
velopment and application of psychological services.

Clinical psychology shares many of the research methods, ap-
proaches to statistical analysis, and measurement strategies found in
other areas of psychology. Many areas of psychology, such as cognitive,

In what ways is clinical
psychology similar to other
mental health professions?



developmental, learning, personality, physiological, and social, generate
research that has direct or indirect applicability to clinical psychology
activities. However, the key purpose of research in these other areas of
psychology is to generate basic knowledge about human functioning
and to enhance, in general terms, our understanding of people. The fact
that some of this knowledge can be used to assess and treat dysfunction
and thereby improve human functioning is of secondary importance.

Many psychologists apply their knowledge in diverse applied fields.
In Chapter 15, you will learn about health psychologists, forensic psy-
chologists, and neuropsychologists—typically these professionals are
trained in clinical psychology and also have specialized training in their
specific areas of research and practice. Two other areas of applied psy-
chology, counselling psychology and school psychology, also provide
important mental health services to the public. Although there is some
similarity to clinical psychologists in their training and practices, these
psychologists bring unique skills to the assessment, prevention, and
treatment of mental health problems.

It is important to distinguish between counselling psychology and coun-
selling. Counselling is a generic term used to describe a range of mental
health professions with various training and licensure requirements
(Robiner, 2006). Estimates indicate that there are 49.4 counsellors per
100,000 people in the United States. The comparable figure for psy-
chologists is 31.1 per 100,000 (Robiner, 2006). Turning specifically to
counselling psychology, this profession has a great deal in common
with clinical psychology. Historically, the distinction between clinical
and counselling psychology was in terms of the severity of problems
treated. Traditionally, the focus of clinical psychology was on the as-
sessment and treatment of psychopathology—that is, manifestations
of anxiety, depression, and other symptoms that were of sufficient se-
verity to warrant a clinical diagnosis. On the other hand, counselling
psychologists provided services to individuals who were dealing with
normal challenges in life: predictable developmental transitions, such
as leaving home to work or to attend university or college, dealing
with changes in work or interpersonal roles, and handling the stress
associated with academic or work demands. Simply put, counselling
psychologists dealt with people who were, by and large, well adjusted,
whereas clinical psychologists dealt with people who were experienc-
ing significant problems in their lives and who were unable to manage
the resulting emotional and behavioural symptoms.

Another distinction between the two professions was the type of
setting in which the practitioners worked. Counselling psychologists



were most commonly employed in educational settings (such as col-
lege or university counselling clinics) or general community clinics in
which various social and psychological services are available. Clinical
psychologists, in contrast, were most likely to be employed in hospital
settings—both in general hospitals and in psychiatric facilities. These
traditional distinctions between clinical and counselling psychologists
are fading due to changes within both professions. Contemporary coun-
selling psychologists provide services to individuals who are having
difficulty functioning, providing, for example, treatment to university
students suffering from disorders such as major depressive disorder,
panic disorder, social phobia, or eating disorders (Benton, Robertson,
Tseng, Newton, & Benton, 2003; Kettman et al., 2007). Both clinical and
counselling psychologists are now employed in a wide range of work
settings, including public institutions and private practices. In 2009,
to aid in clearly defining and describing counselling psychology as a
specialty within professional psychology, the Canadian Psychological
Association adopted a definition of Canadian counselling psychology
(Bedi et al., 2011).

Over time, clinical psychologists have expanded their practice to
address human problems outside the usual realm of mental health ser-
vices by providing other services such as couples therapy, consultation,
and treatment for people dealing with chronic illness and stress-related
disorders. Thus, clinical psychologists developed services for individu-
als whose problem would not meet criteria for any psychopathological
condition. Clinical psychologists have also begun to develop programs
that are designed to prevent the development of problems. At one level,
it is a rather tenuous decision to mark professional boundaries between
counselling and clinical psychology on the basis of the possible differ-
ences between what constitutes “normal” range distress and abnormal
levels of distress. Depending on the point in time in which someone
seeks help, the same person might present with symptoms severe
enough to meet diagnostic criteria for a mental disorder or with less
severe, subclinical symptoms.

In many countries, there is no distinction between clinical and
counselling psychology. In others, the distinction is becoming less and
less meaningful for any practical purpose. In Canada, for example, the
regulatory body for the profession of psychology in Ontario (the College
of Psychologists of Ontario) requires that both counselling and clinical
psychologists have the training and expertise to diagnose mental dis-
orders. Just like clinical psychology, counselling psychology promotes
the use of scientifically based interventions. This drive to provide evi-
dence-based services is likely to have substantial implications for both
training and practice in counselling psychology (Waehler, Kalodner,
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Traditionally, counselling psychologists
were most commonly found in
educational settings, such as university
clinics.
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School psychologists now take into
account the social, emotional, and
medical influences on students’
learning and development.

Wampold, & Lichtenberg, 2000). The source of the distinction between
the two psychology professions in some countries is that clinical and
counselling psychologists are usually trained in different academic
settings and in different academic traditions. Counselling psychology
programs are found, for the most part, in faculties of education and/or
departments of educational psychology. Clinical psychology programs,
on the other hand, are based in psychology departments.

Data from surveys by Norcross and his colleagues indicate that
clinical psychology programs attract far more applicants than do coun-
selling psychology programs (Norcross, Kohout, & Wicherski, 2005;
Norcross, Sayette, Mayne, Karg, & Turkson, 1998) and that counsel-
ling programs have a greater representation of ethnic minority students
(Norcross et al., 1998). Research on clinical disorders is more com-
monly conducted in clinical psychology programs, and research on
minority adjustment and academic/vocational issues is more frequently
conducted in counselling psychology programs.

School psychologists have specialized training in both psychology and
education. In the United States, school psychologists are employed in
diverse organizations such as schools, clinics, and hospitals, and in
private practice. In Canada, most school psychologists are employed by
school boards. Given the focus on children’s functioning, there is a nat-
ural overlap between school psychology and child clinical psychology.
Historically, school psychology emphasized services related specifically
to the learning of children and adolescents, including the assessment
of intellectual functioning; the evaluation of learning difficulties; and
consultation with teachers, students, and parents about strategies
for optimizing students’ learning potential. Clinical child psychology
focused on the treatment of a diagnosable mental disorder.

Over time, the scope of school psychology has expanded in response
to the demands of parents, school systems, and governments. Because
of growing awareness of the deleterious effects on learning of child and
adolescent psychopathology, parental psychopathology, and stressful
family circumstances, the work of school psychologists now addresses
students’ mental health and life circumstances more broadly. The role
of school psychologists now includes attention to social, emotional,
and medical factors in a context of learning and development. These
changes, combined with legal obligations that schools provide the most
appropriate education for all children, have resulted in school psycholo-
gists diagnosing a range of disorders of childhood and adolescence,
as well as developing school and/or family-based programs to assist
students to learn to the best of their abilities. School psychologists have
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also taken a leadership role in the development of school-based preven-
tion programs designed to promote social skills, to reduce bullying,
to facilitate conflict resolution, and to prevent violence (Kratochwill,
2007). These are described in detail in Chapter 10.

In the United States, there are estimated to be 11.4 school psycholo-
gists per 100,000 people (Robiner, 2006). Despite the increasingly close
connections between school and child clinical psychology, it is likely
that the two disciplines will remain distinct, at least in the near future.
A survey of American school and child clinical psychologists clearly
illustrates this point. Tryon (2000) found that, in a sample of school
psychologists and clinical psychologists, the majority of school psy-
chologists endorsed the position that training programs in school and
clinical psychology should merge in order to provide improved services
for school-based and school-linked mental health services, whereas
fewer than half of the child clinical psychologists endorsed a merger. It
therefore appears likely that distinctions in training will continue.

Although we have focused on psychology-based professions thus far, it
is important to note that primary care physicians provide more mental
health services than any other health care profession (Robiner, 2006).
As medical generalists, these physicians are usually the first health
care professionals consulted for any health condition, be it physical or
mental. Psychiatrists are physicians who specialize in the diagnosis,
treatment, and prevention of mental illnesses. Like all physicians, in
four years of medical school training they learn about the functioning
of the human body and the health services that physicians provide. As
with other medical specialties, training as a psychiatrist requires five
years of residency training after successful completion of basic medical
training. A range of residency options are possible, including both broad
training in psychiatric services and specific training in subspecialties
such as child psychiatry or geropsychiatry. Once they have completed
specialization in psychiatry, psychiatrists rarely examine or treat the
basic health problems that were covered in their medical training.
Psychiatric training differs in important ways from applied psy-
chology training. First, psychiatric training deals extensively with
physiological and biochemical systems and emphasizes biological
functioning and abnormalities. Psychiatrists are well qualified to de-
termine whether mental disorders are the result of medical problems
and to unravel the possible interactions between physical illnesses
and emotional disturbances. Psychiatric training provides the skills
to evaluate the extent to which psychological symptoms result from
or are exacerbated by medications used to treat physical ailments and
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Psychiatric services often emphasize
both psychopharmacological and
psychological treatments.

chronic illnesses. On the other hand, compared with psychologists,
psychiatrists receive relatively little training in human psychological
development, cognition, learning, or psychological functioning in gen-
eral. Standard psychiatric training provides only limited training in
research skills such as research design and statistical analysis. Many
psychiatrists have become active researchers and have contributed in
important ways to the knowledge base of the neurosciences and human
sciences. Nevertheless, the average psychiatry resident receives far less
training in research than does the average graduate student in clinical
psychology. An expert panel in the United States warned that unless
research training in psychiatric residency programs was dramatically
strengthened, research by American psychiatrists risked dwindling to
the point of “extinction” (McLellan, 2003).

Another fundamental difference between training in clinical
psychology and psychiatry is that psychiatric training generally empha-
sizes psychopharmacological treatment over psychological treatment.
Accordingly, compared with psychologists, psychiatrists tend to receive
less training in the use of scientifically based psychological assessment
and psychotherapy. Historically, psychiatrists were trained in forms of
psychoanalytic and psychodynamic treatments such as those devel-
oped by Sigmund Freud, Carl Jung, and Alfred Adler. Due in part to
the proliferation of effective psychopharmacological treatments in re-
cent decades and the growing emphasis on evidence-based practice in
psychiatry, there has been a waning of emphasis on training in psycho-
analytic and long-term psychodynamic psychotherapy. There is growing
attention paid to training psychiatrists in evidence-based treatments,
which may include cognitive-behavioural and interpersonal therapies
(cf. Hoge, Tondora, & Stuart, 2003; Martin, Saperson, & Maddigan,
2003). Despite the tendency for many psychiatrists to favour psycho-
pharmacological approaches to treatment, psychiatrists were among
the pioneers in the development of evidence-based psychological treat-
ments: Aaron Beck was the primary developer of cognitive therapy for
depression (and subsequently other disorders), Gerald Weissman was
the primary developer of the interpersonal treatment of depression, and
Isaac Marks has played a prominent role in the development of cogni-
tive-behavioural treatments for anxiety disorders. Thus, although the
relative emphasis of psychotherapy within the profession differs from
that in clinical psychology, the provision of psychotherapeutic services
remains, for many psychiatrists, a central aspect of psychiatric services.
Attesting to this, the Canadian Psychiatric Association issued a position
statement characterizing the provision of psychotherapy as an integral
component of psychiatric care (Chaimowitz, 2004). Similarly, in 1998,
the American Academy of Child and Adolescent Psychiatry took the
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position that psychotherapy must remain a core skill in the practice of
child and adolescent psychiatry.

Until recently, an important distinction between clinical psychol-
ogists and psychiatrists was that only psychiatrists could prescribe
medication. However, in some American jurisdictions, this is no longer
the case. Programs through the federal Department of Defense and the
Indian Health Service, as well as some state legislatures, have made pro-
visions for psychologists to receive training to prescribe psychoactive
medication. Canadian psychologists do not currently have prescription
privileges. In Chapter 2, we will discuss this issue in greater detail.

There are currently approximately 4,100 psychiatrists in Canada
(Canadian Psychiatric Association, 2013). In the United States, there are
estimated to be 13.7 psychiatrists per 100,000 people (Robiner, 2006).
The profession of psychiatry is facing a worldwide problem in recruit-
ing new professionals. In many countries, even those as socially and
economically different as Britain and India, the number of graduating
medical students who wish to specialize in psychiatry has been insuf-
ficient to meet the demand for psychiatrists (Brockington & Mumford,
2002; Tharyan, John, Tharyan, & Braganza, 2001). In the United States,
the number of medical students seeking psychiatric residencies has
fallen by over 40% since the 1980s—only 3% of American medical stu-
dents seek psychiatric training (Tamaskar & McGinnis, 2002). Several
surveys of medical students have found that psychiatry is considered
less professionally satisfying than other medical specialties. Feifel,
Moutier, and Swerdlow (1999), for example, found that internal medi-
cine, pediatrics, and surgery were all seen as more desirable career
choices than psychiatry.

Social workers focus on ways to improve the health and well-being of
individuals, families, groups, and communities. Social work practice in-
cludes activities such as policy development, program planning, program
management, research consultation, case management, discharge plan-
ning, counselling, therapy, and advocacy (Canadian Institute for Health
Information [CIHI], 2011). Social workers are employed in diverse set-
tings, including hospitals, community mental health centres, mental
health clinics, schools, advocacy organizations, government departments,
social service agencies, child welfare settings, family service agen-
cies, correctional facilities, social housing organizations, family courts,
employee assistance programs, school boards, and private counselling
and consultation agencies (CIHI, 2011). The titles “social worker” and
“registered social worker” are protected in legislation and can be used
only by those who meet the regulations and standards of their provincial



or territorial regulatory bodies. However, not all social workers are
required to be registered with a regulatory authority (CIHI, 2011).

The number of registered social workers in Canada has been grow-
ing steadily, increasing by 114.2% over the 10-year period 1995-2004.
This increase reflects not only the growing popularity of the profes-
sion, but also changes in legislation requiring the registration of social
workers. (For comparison purposes, during the same period, there was
a 33.1% increase in the number of registered psychologists). In 2009,
there were almost 35,000 licensed social workers in Canada, 34.5% of
whom were in Ontario and 21.8% in Quebec (CIHI, 2011).

Many social workers function as part of a mental health team in the
role of case manager who, in collaboration with the patient, coordinates
services with a range of social and community agencies, medical ser-
vices, and other services (such as vocational or sheltered employment
activities). In their role as case managers, social workers assist patients
to navigate what is often experienced as a maze of service providers
and a series of conflicting demands presented by various agencies.
Case management is especially important in assisting people who suf-
fer from severe and debilitating mental disorders such as schizophrenia
and bipolar disorder.

Across jurisdictions, there is variability in the education required to
practise social work. For example, the Alberta College of Social Workers
requires a two-year diploma, whereas other Canadian provinces require
an undergraduate or a master’s degree in social work. Social work train-
ing programs emphasize the social determinants and consequences of
mental health and illness. As is the case in applied psychology and
psychiatry, clinical social work faces increasing demands to provide
evidence-based services (e.g., Myers & Thyer, 1997). Given the move
across so many mental health professions toward evidence-based
services, evidence-based therapy, such as interpersonal therapy or cog-
nitive therapy for the treatment of adult depression, could be provided
by psychologists, psychiatrists, or clinical social workers.

Psychiatric nurses are professionals who offer services to individuals
whose primary care needs relate to mental and developmental health
(Canadian Institute for Health Information [CIHI], 2011). Psychiatric
nurses are responsible for managing administrative matters in inpatient
settings, providing psychoeducation and counselling, and supervis-
ing ancillary services provided by others (such as nurses’ aides and
volunteers).

In the four western Canadian provinces, where registered psychiatric
nurses are regulated as a distinct profession, there were 5,214 registered



nurses in 2009 (CIHI, 2011). Psychiatric nurses are employed in diverse
settings, including acute psychiatry, long-term geriatric care and home
care, residential and community programs for the developmentally
handicapped, forensic psychiatry, institutional and community-based
corrections facilities, community mental health programs, special ed-
ucation programs for children, employee assistance programs, child
guidance and family therapy clinics, chemical dependency programs,
hospitals and special care homes, women’s shelters and clinics, resi-
dential and community programs for adolescents, psychiatric nursing
education, sheltered workshops, rehabilitation programs, vocational
programs, self-help groups, and private practice (CIHI, 2011). In all
these settings, psychiatric nurses are on the front lines, providing di-
rect services, as well as training and consultation. Practitioners of this
specialty typically receive their training as part of a two- or three-year
diploma program or during a baccalaureate degree. In addition to the
regular training in general nursing, psychiatric nurses receive training
in the management and treatment of those with mental disorders war-
ranting admission to a hospital or other similar institution.

In the residential care of children and adolescents with emotional
and behavioural problems, front-line services may also be offered by
child and youth care workers. Child and youth care workers usually
have two-year college training in child development and behaviour
management. In an attempt to meet the demand for mental health ser-
vices while minimizing costs of services, outpatient services are often
provided by mental health counsellors. In most cases, these counsellors
have a college diploma or certificate based on a structured training pro-
gram (often less than two years in duration) focused on the assessment
and treatment of specific mental health problems such as addictions
or trauma. There are also a growing number of counsellors trained in
applied behavioural analysis, a systematic form of assessment and in-
tervention that is the treatment of choice for pervasive developmental
disorders such as autistic disorder. Of all the professionals presented
in this chapter, child and youth care workers and counsellors have the
least training and are the least likely to be members of a regulated
profession.

As you can see, mental health services are offered by diverse pro-
fessionals with varied backgrounds and training. There is a movement
across all mental health professions to adopt evidence-based practice.
This clearly requires an appreciation of the research foundations of our
assessment tools and interventions. Psychologists are well placed to
conduct and interpret the research foundations of effective practice.
The composition of the mental health workforce is constantly shifting
as professions seek more cost-effective strategies to ensure that their
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Psychiatric nurses often provide direct
services, such as home care.



services can be accessed by a broad range of people who require care.
As it becomes clear that evidence-based services can be provided effec-
tively by trained professionals with different backgrounds, the roles of
clinical psychologists will inevitably alter.

There is wide variability in access to major mental health professions in
different countries. Data from the World Health Organization indicate
that the mental health needs of approximately half the world’s nations
are woefully underserved by trained professionals, with fewer than 1
psychologist, psychiatrist, or social worker for every 100,000 people
(World Health Organization, 2004b). If we recall the data on the preva-
lence of mental health problems, even conservative estimates indicate
that 1 in 10 people suffer from a mental disorder. Thus, in half the world,
there is only 1 mental health professional for every 10,000 people who
suffer from a mental disorder.

Canadian data indicate that, in 2009, there were 16,156 licensed
psychologists practising in the country (Canadian Institute for Health
Information, 2011). Table 1.1 provides details on the relative num-
bers of psychologists and psychiatrists in different countries. You may
notice that some of the values presented for Canada and the United
States differ slightly from those presented in the previous section. It is
important to note that there is always some imprecision in calculat-
ing workforce estimates, as different organizations and researchers may
refer to different sources and time periods to generate their estimates.

TABLE 1.1 ®m World Health Organization Data on Psychologists and Psychiatrists in Selected Countries

Canada

United States
United Kingdom
Ireland

Australia

New Zealand
France
Germany

Adapted from World Health Organization (2005).

35.0 12.0
311 13.7
9.0 11.0
12.7 6.8
5.0 14.0
28.0 6.6
5.0 22.0
515 11.8



In Germany, Canada, the United States, New Zealand, and Ireland,
there are substantially more psychologists providing mental health ser-
vices than there are psychiatrists. By comparison, the United Kingdom
has about the same proportion of psychologists as psychiatrists, where-
as Australia and France have substantially more psychiatrists than
psychologists.

Although the number of professionals providing mental health ser-
vices in a country provides some indication of the adequacy of the
health care system, it can mask regional disparities that affect the popu-
lation. Key among such regional disparities is the difference between
services available in urban and rural areas. By and large, those living
in rural areas have fewer mental health professionals than do those
living in urban areas. In Canada, for example, although the ratio of
psychologists to psychiatrists is approximately 3 to 1 averaged for the
whole country, in rural areas of Alberta, Newfoundland and Labrador,
and Quebec, that ratio is an estimated 15 to 1 (Canadian Psychological
Association, 1999). In Chapter 11, you will learn about an innovative
training program to prepare psychologists for rural practice.

In considering the history of clinical psychology, it is useful to think
in terms of interwoven threads that include the history of assessment
and intervention within clinical psychology, the history of clinical psy-
chology becoming a profession, the history of the treatment of mental
illness, the history of prevention, and the history of psychology itself.
In the remainder of the chapter, we will provide an overview of key
aspects of clinical psychology’s history.

Because clinical psychology has developed in differing ways and
rates in various countries, we cannot do justice to the multitude of im-
portant events that have shaped, and continue to shape, the discipline
worldwide. In this section, we highlight events that have contributed
significantly to the current form of clinical psychology evident in most
English-speaking countries. Due to space constraints, we have not
included all critical occurrences that were instrumental in the develop-
ment and application of clinical psychology in non-English-speaking
countries. Nevertheless, in reading the following pages, you should
get a general sense of the influences that contributed to the growth
of clinical psychology in North America and elsewhere. Given the key
role of American clinical psychology in shaping the face of clinical psy-
chology worldwide, much of what follows highlights key events in the
United States. You will notice that not all the key figures who were in-
fluential in the development of clinical psychology were psychologists.



Others include philosophers, psychiatrists, and members of related
professions.

Numerous scholarly texts on the history of psychopathology and
its treatment describe early proponents of the view that mental dis-
turbances were caused by natural causes rather than by demonic
possession. Among the early Greek scholars in the period of 500-300
B.C., Hippocrates (often called the father of medicine) emphasized what
is now known as a to understanding both
physical and psychological disorders (i.e., that biological, psychologi-
cal, and social influences on health and illness must be considered). In
abnormal psychology and personality textbooks, you will have learned
about Hippocrates’ “bodily fluid” theory that imbalances in the levels of
blood, black bile, yellow bile, and phlegm are responsible for emotional
disturbance. The philosophers Plato and Aristotle are both credited with
promoting some of Hippocrates’ ideas, even though they did so in differ-
ent ways. Plato emphasized the role of societal forces and psychological
needs in the development and alleviation of mental disorders, whereas
Aristotle emphasized the biological determinants of mental disorders.

In the late 1500s, St. Vincent de Paul proposed that mental and
physical illnesses were caused by natural forces and that the extreme
manifestations of mental disturbances such as psychotic behaviour
were not caused by witchcraft or satanic possession. Unfortunately, the
dominant approach to the treatment of mental illness in Europe and
North America in the subsequent centuries was anything but humane.
Those suffering from severe mental illness were isolated in asylums,
most of which were far from conducive to the promotion of mental
health. Numerous accounts of these institutions paint a picture of pain,
despair, and desolation. Living conditions were often squalid and the
more aggressive patients were chained to walls. Treatments included
calming extreme behaviour using bleeding with knives or leeches (this
was believed to reduce excitation due to an excess of blood) or immer-
sion in frigid water.

During the period of the Enlightenment in Europe and North America
that began in the latter half of the 1700s, a new world view emerged
in which problems could be analyzed, understood, and solved and the
methods of science could be applied to all natural phenomena, includ-
ing the human experience. The impact of this philosophical movement
on the treatment of the mentally ill was astounding. Reformer Philippe
Pinel, the director of a major asylum in Paris in the late 1700s, ordered
that the chains be removed from all mental patients and that patients
be treated humanely. Around the same time in England, William Tuke



advocated for the development of hospitals based on modern ideas of
appropriate care and established a country retreat in which patients
lived and worked. In the United States, Benjamin Rush promoted the
use of moral therapy with the mentally ill (a treatment philosophy that
encouraged the use of compassion and patience rather than physical
punishment or restraints).

About this time, within European medicine the specialty of neurol-
ogy was growing rapidly. The increased attention to mental disorders
led to the recognition that a number of conditions, such as hysteria (i.e.,
extreme, dramatic, and often odd behaviour, including limb paralysis),
could not easily be accounted for with purely biological explanations.
Jean-Martin Charcot, in France, is credited with being the primary de-
veloper of clinical neurology. As his fame grew, so did his emphasis on
the role of psychological factors in hysteria. Charcot’s use of sugges-
tion and hypnosis to treat this condition initially attracted the attention
of many physicians and medical students. Notable members of this
group include Pierre Janet and Sigmund Freud, who initially embraced
Charcot’s theories and his use of hypnosis, but later went on to develop
their own theories to account for hysteria.

The early history of clinical psychology is largely the history of clinical
assessment, as clinical psychology developed from psychology’s focus
on measuring, describing, and understanding human behaviour.
Indeed, with some exceptions we discuss in the next section, clini-
cal psychology was almost entirely an assessment-based discipline
until the middle part of the 20th century. Milestones in the history
of assessment in clinical psychology are noted in Exhibit 1.5.

By the latter part of the 1800s, the influence of the Enlightenment
world view was also evident in the burgeoning application of scien-
tific principles to understanding both normal and abnormal human
behaviour. In England, Francis Galton studied individual differences
among people, especially differences in motor skills and reaction
times, which he believed were related to differences in intelligence.
In Germany, Wilhelm Wundt, who studied sensation and percep-
tion, established the first psychology laboratory and was a central
figure in advocating for psychology as the study of human experi-
ence. The American James McKeen Cattell, who at one time worked
with Wundt, focused scientific attention on the connection between

In what ways has scientific
thinking shaped the
evolution of clinical
psychology?

reaction time and intelligence. He is credited with coining the term Hulton Archive/Stringer/Getty Images
mental tests to describe the battery of tests and tasks he developed \wilhelm Wundt established the first
to evaluate people’s cognitive functioning. psychology laboratory.



Exhibit 1.5 Timeline for the History of Assessment in Clinical Psychology

1879
1899
1905
1917
1920s
1939
1940s

1943
1952

1954

1968

1970s

1980

1990s

1994

2000s

2013

Germany: Measurement. Wundt opens the first psychology laboratory measuring sensory processes.
Germany: Diagnosis. Kraepelin develops the first diagnostic system.

France: Intelligence testing. Binet and Simon develop a test to assess intellectual abilities in school children.
U.S.: Intelligence testing. Army Alpha and Army Beta tests are developed to assess select soldiers.
Switzerland: Projective testing of personality. Rorschach publishes a book on the interpretation of inkblots.
U.S.: Intelligence testing. Wechsler develops the Wechsler-Bellevue test of adult intelligence.

U.S.: Projective testing of personality. Murray and Morgan publish Thematic Apperception Test.
Canada: Intelligence testing. Revised Examination M is used for selection and assignment in the military.
U.S.: Actuarial assessment of personality. Hathaway publishes Minnesota Multiphasic Personality Inventory.
U.S.: Diagnosis. The American Psychiatric Association publishes Diagnostic and Statistical Manual of
Mental Disorders.

U.S.: Challenge to clinical decision-making. Meehl distinguishes between statistical and clinical
decision-making.

U.S.: Challenge to personality assessment. Mischel proposes an alternative behavioural approach to
assessment.

U.S.: Diagnosis. The American Psychiatric Association publishes the second edition of Diagnostic and
Statistical Manual of Mental Disorders.

U.S.: Dimensional approach to child problems. Quay, Achenbach, and Conners publish empirically
based rating scales of child problems.

U.S.: Diagnosis. The American Psychiatric Association publishes the third edition of Diagnostic and
Statistical Manual of Mental Disorders.

Worldwide: Increasing incorporation of behavioural assessment techniques into typical assessment
practices.

Worldwide: Widespread use of computers for scoring and interpreting psychological test results.

U.S.: Diagnosis. The American Psychiatric Association publishes the fourth edition of Diagnostic and
Statistical Manual of Mental Disorders.

Worldwide: Increased attention to the development of country-specific norms for commonly used
measures of intelligence.

U.S. and Canada: Increased attention to principles of evidence-based assessment in the selection and
use of assessment instruments.

U.S.: Diagnosis. The American Psychiatric Association publishes the fifth edition of Diagnostic and
Statistical Manual of Mental Disorders.

Without a doubt, the pre-eminent individuals who influenced the
early work on assessment in clinical psychology are the German psy-
chiatrist and the French psychologist .

Kraepelin was convinced that all mental disorders were due to bio-
logical factors and that these biological causes of the disorders could
not be effectively treated by the rather primitive methods available in
the late 1800s and early 1900s. Accordingly, he devoted his career to the



study and classification of mental disorders in the hope that his work
would result in a scientifically based classification system that would
have treatment implications. Consistent with scientific approaches of
the time, a key component of Kraepelin’s approach to classification was
to examine the way in which various symptoms covaried. Kraepelin as-
sumed that by examining the symptomatic behaviour of a large number
of patients, it would be possible to discern the kinds of disturbances of
affect, thought, and behaviour that typically co-occurred. In Kraepelin’s
view, this would provide insights into the nature of mental disorders.
Kraepelin called these groups of symptoms that frequently co-occurred
, and his classification system was built around identifying
the ways in which these syndromes related to and differed from each
other. Thus, the presence of a single symptom was considered of little
value in determining the nature of the disorder suffered by the patient.
However, Kraepelin assumed that by considering the entire range of
symptoms exhibited by the patient, it should be possible to identify the
precise disorder from which he or she was suffering. As his study of
symptoms and syndromes deepened, he realized that there were con-
sistent differences between disorders in terms of when the symptoms
first occurred (i.e., onset of the disorder) and the manner in which
the disorder progressed subsequently (i.e., the course of the disorder).
Kraepelin’s classification system was unparalleled, and his classifica-
tion of what is now known as schizophrenia was one of his major
accomplishments. Even though some clinical psychologists have reser-
vations about the value or validity of psychiatric diagnosis, Kraepelin’s
influence on modern psychiatry and clinical psychology is substantial.
The nature and structure of current mental disorder classification sys-
tems, such as the American Psychiatric Association’s Diagnostic and
Statistical Manual and the World Health Organization’s International
Classification of Diseases (which are discussed in Chapter 3), have their
origins in Kraepelin’s work. Reference to these classification systems is
an integral part of routine professional activities, ranging from conduct-
ing psychopathology research to billing for psychological services.
Alfred Binet’s contribution to clinical psychology is quite different,
although no less substantial. In the early years of the 20th century,
the French government wanted all children to receive schooling to
maximize their potential to learn and develop. In particular there was
concern to provide an education to those children with limited cognitive
abilities who were unlikely to benefit from typical teaching methods.
Before any special educational programs could be implemented, it was
necessary to reliably identify children in need of such programs. Binet
and his colleague Theodore Simon were invited to develop a strategy
to measure mental skills that could yield information relevant to the



identification of children with limited intelligence. By 1908, the two
colleagues had developed the Binet-Simon scale of intelligence that
consisted of more than 50 tests of mental skills that could be adminis-
tered to children between the ages of 3 and 13 years. Binet and Simon
gathered extensive data on a large number of children—that is, they
established norms. As we describe in more detail in Chapter 5, norms
allow for the comparison of test scores obtained by an individual to the
range of scores within the general population or within specific sub-
groups of the general population. Thus, by comparing the intelligence
test score obtained by a particular child with norms for children of
the same age, the child’s level of intelligence could be determined. In
1916, Lewis Terman published a modification of this scale for use in the
United States, the Stanford-Binet Intelligence Test, which was the first
widely available, scientifically based test of human intelligence. Binet’s
work established the importance of standardization in the development
of psychological tests and the importance of references to normative
data in interpreting test results.

Building on Binet’s pioneering work and Terman’s adaptation of
the Binet-Simon test, the field of psychological assessment grew rap-
idly. With the entry of the United States into the First World War, the
American government needed procedures to quickly determine the fit-
ness of many thousands of recruits to serve in the military. Physicians
were employed to evaluate the physical fitness of the recruits for vari-
ous military activities. In addition, it was necessary to find a way to
evaluate mental fitness and mental abilities. Therefore, a committee
of the recently established American Psychological Association (APA,
established in 1892) was struck to develop a system for classifying the
men in terms of their mental functioning. This committee was chaired
by Robert Yerkes, APA president. Within a short time, the committee
developed a measure of verbal mental abilities, called the Army Alpha
test, which could be administered in a group format (thus minimizing
the cost and time of administration). They also developed a test of non-
verbal mental abilities, the Army Beta test, for assessing recruits who
were unable to read or who had limited English language skills. This
involvement of psychologists in a key American government initiative
set the stage for psychologists to be recognized in North America for
their expertise in test construction and the measurement of individual
differences. A second legacy of this process was the establishment of
the first standards for the development of scientifically sound psycho-
logical tests. A third legacy was that, as a result of the value placed
on these testing-related skills, the discipline of clinical psychology was
officially recognized within the APA by the creation of the Section on
Clinical Psychology in 1919.



During the next two decades, several approaches
to clinical assessment flourished. Measurement
of abilities continued to be a central focus for clini-
cal psychologists. A milestone in the development
of intelligence tests for adults was reached in 1939
with the release of the Wechsler-Bellevue test. Its
developer, David Wechsler, subsequently developed
intelligence tests for the entire age range (Wechsler
Preschool and Primary Scale of Intelligence, Wechsler
Intelligence Scale for Children, Wechsler Adult
Intelligence Scale) and the most commonly used gen-
eral measure of memory (Wechsler Memory Scale).
Although other intelligence scales have since been de-
veloped for children and adults, the Wechsler scales
are considered the gold standard in the assessment of
intellectual abilities. The Wechsler scales will be discussed at length in
Chapter 7. This period also saw the development of interest tests, with
measures such as the Strong Vocational Interest Blank and the Kuder
Preference Record, which were developed for training and personnel
hiring purposes. Early self-report measures of temperament and person-
ality became available with the release of Woodworth’s Personal Data
Sheet and the Allport-Vernon Study of Values.

The 1930s also witnessed the emergence of projective tests to eval-
uate personality and psychological functioning. Whereas intelligence
tests measure performance on a task, and paper-and-pencil personal-
ity tests are based on self-description, projective tests are predicated
on the notion that an individual’s interpretation of a situation is de-
termined by his or her personality characteristics. Thus, a person’s
response to an ambiguous stimulus is presumed to tell us something
about the person’s mental functioning. One of the most influential
and widely used projective tests, the Rorschach Inkblot Test, was pub-
lished by Swiss psychiatrist Hermann Rorschach in 1921. Although the
test received a decidedly cool reception among psychiatric and psycho-
logical circles in Europe, it received a new lease on life when German
psychologist Bruno Klopfer, who emigrated to the United States in
1934, began instructing psychology students at Columbia University
on the use of the inkblots. The Rorschach Inkblot Test was also used in
assessing children. Another projective technique that was considered
suitable for both adults and children was the House-Tree-Person Test
that involved interpretation of the psychological meaning of qualities
of a person’s drawing. Around the same time, American psycholo-
gists Henry Murray and Christina Morgan, working at the Harvard
Psychological Clinic, published the Thematic Apperception Test (TAT),

Time & Life Pictures/Getty Images
Psychological testing in World War I.



which comprised 20 pictures. Strongly opposed to the growing ten-
dency to study psychological phenomena with experimental methods,
Murray distanced himself from the mainstream of academic psycholo-
gy, but he was greatly influenced in his thinking by the psychoanalytic
writings of Sigmund Freud and Carl Jung. The development of projec-
tive tests proceeded without attention to the basic test construction
objectives of standardization, reliability, validity, and norms, which
has led to long-standing concerns about the quality and utility of many
projective tests. These issues will be discussed at greater length in
Chapter 8.

With the advent of the Second World War, psychologists once again
became actively involved in the development and use of selection tests
for the armed forces. In Canada, the Test Construction Committee of the
Canadian Psychological Association was responsible for the develop-
ment of the Revised Examination M that consisted of both verbal and
non-verbal ability tests used in the selection and assignment of military
personnel. However, the assessment milestone of the 1940s was un-
questionably the publication of the Minnesota Multiphasic Personality
Inventory (MMPI) by psychologist Starke Hathaway in 1943. The MMPI
was, for many years to come, the epitome of the criterion-oriented ap-
proach to psychological test construction. The goal of the MMPI was to
provide an easily administered test that could effectively screen for psy-
chological disturbances among adults. To this end, Hathaway generated
hundreds of test items that were administered to psychiatric patients.
Items that were strongly associated with specific diagnoses were re-
tained and then combined to make scales within the test. The ability
of these scales to distinguish between people with and without psy-
chiatric diagnoses was examined and modifications to the scales were
made based on these data. Evidence for the final scales’ reliability and
validity was gathered and normative data (although rather poor) were
obtained. Thus, in contrast to the projective tests, the development and
interpretation MMPI relied extensively on attention to statistical proce-
dures and test development criteria. Research on the MMPI is discussed
in Chapter 8.

The fundamental differences between projective tests, which rely
heavily on clinical judgment, and the MMPI, which relies on statistical
analysis, set the stage for a critical evaluation of the value and accu-
racy of assessment in clinical psychology in the 1950s and 1960s.

1954 review of the relative strengths of clinically and statisti-
cally based assessment highlighted a number of problems that plagued
the assessment enterprise in clinical psychology. In essence, Meehl’s
review of the literature found that a purely clinical approach to assess-
ment was typically inferior to a more statistically oriented approach



to accurately describing or diagnosing adults. By clinical, Meehl re-
ferred to the typical collection of interview and other information that
was then used, sometimes with standardized test data, to generate
descriptions and predictions of behaviour. The statistical approach, in
contrast, involved the use of basic demographic information (such as
age, gender, and health information) and data from standardized tests
that were entered into statistical equations to yield descriptions and/
or predictions. This latter approach was similar to risk estimates cal-
culated by insurance companies to assign differential insurance policy
costs based on estimated risk. A point often lost in the ensuing debate
about the value of clinical judgment was that Meehl advocated strongly
for the use of clinical experience in generating hypotheses about human
functioning or about particular client characteristics. He maintained,
however, that once these hypotheses were formulated, whether for re-
search or clinical purposes, scientific methods (including, whenever
possible, standardized psychological measures) must be used to test the
viability of the hypotheses.

A little over a decade after Meehl’s critique of clinical assessment
practices, the publication in 1968 of Walter Mischel’s compelling analy-
sis of the shortcomings of personality traits for understanding human
behaviour further eroded many clinical psychologists’ confidence in the
validity of their assessment work. Up to then, much of the research on
personality had focused on the measurement and study of traits—that
is, co-occurring characteristics that not only defined the personality of
an individual but were also the primary influences in determining how
an individual would react in a given situation. Mischel’s work illus-
trated that these personality traits had more to do with how a person
was viewed by others than with what a person actually did. Moreover,
research on the predictive validity of personality traits typically yielded
results of only moderate strength—in other words, knowing someone’s
personality traits provided very little useful information if you wished
to know what someone would actually feel, think, or do in a particular
situation. Much more accurate predictions of psychological experience
could be obtained by considering both the person’s past experiences
in similar situations and the environmental influences on the person’s
behaviour in the situation.

Although many personality researchers and clinical psychologists
believed that Mischel had underestimated the influence of personality
factors and overestimated the power of social situations in determining
behaviour, his analysis bolstered the rising influence of behavioural
assessment approaches on clinical assessment. Initial behavioural
approaches to assessment involved the identification of specific behav-
iours deemed to be central to the person’s distress, by virtue either of



being a key symptom that should be changed in therapy or being a
central factor responsible for causing and/or maintaining the person’s
distress. Based on learning principles encompassed under operant, clas-
sical, and observational learning paradigms, behavioural assessment
focused on easily defined and observable events, current behaviours,
and situational/environmental determinants of behaviour. For much of
the 1960s and 1970s, behavioural assessment largely involved obtain-
ing frequency, rate, and duration measures describing the behaviours
of interest. Compared with the self-report and projective personality
assessment approaches, behavioural assessment was much more fo-
cused on gathering clinical data that had immediate and obvious value
in the planning and evaluation of treatment strategies. As behavioural
strategies often require observation by a third party, they were most
commonly applied in treating problems of children and patients in hos-
pitals or residential institutions. Observation strategies are described in
Chapter 6.

Although sound tools for the assessment of children’s intellectual
functioning were developed early in the 20th century, empirically based
assessment of children’s emotional and behavioural problems did not
begin in earnest until the 1970s with the publication of the first rating
scales of children’s behaviour. Different scales pioneered by Thomas
Achenbach, Herbert Quay, and Keith Conners shared the same reliance
on description of behaviours and on empirically derived scales to as-
sess children’s functioning. These scales required parents to rate the
extent to which a particular behaviour was typical of their child. Like
the MMPI, the items on these scales were subjected to factor analysis,
so that scale scores were derived empirically. Such rating scales pro-
vide information on children’s functioning on a number of dimensions
rather than yielding a categorical diagnosis.

In the 1980s, the publication of the third edition of the American
Psychiatric Association’s Diagnostic and Statistical Manual of Mental
Disorders (DSM) led to increased attention on the value of structured
interview approaches to gathering diagnostic information. For many
years, research had consistently demonstrated that clinicians (includ-
ing clinical psychologists and psychiatrists) were very inconsistent in
how they interviewed patients. Such inconsistencies were evident both
from clinician to clinician and even by the same clinician over time.
The result of these inconsistencies often led to the same individual
being assigned very different diagnoses from clinicians. Such diagnos-
tic inconsistency has the potential to dramatically affect the types of
treatments recommended to the patient. The DSM-III was an explicit
attempt to improve the reliability of psychiatric diagnoses by provid-
ing as clear guidance as possible on specific criteria that must be met



to render a diagnosis. Based on the common measurement strategy in
psychopathology research of using a standardized, structured interview
to generate diagnostic information, clinicians were strongly encouraged
either to use scientifically established structured interviews to diag-
nose DSM-III disorders or, at a minimum, to ensure that the necessary
diagnostic criteria were met before a diagnosis was assigned. Particular
attention has been paid to the development of structured diagnostic
interviews for children, to ensure that questions are formulated in a
manner that is developmentally appropriate. For example, it is not suit-
able to put complex questions about the duration of a problem to a
child who has not yet developed a concept of time. Issues related to
interviewing are addressed in Chapter 6.

Finally, there have been a number of striking changes in psycho-
logical assessment over the past three decades. One important change
has been a rapprochement among different perspectives on how best
to conduct psychological assessments. For most assessment purposes,
it is generally accepted that assessment data should be obtained from
(a) multiple methods, such as interviews, observations, and self-
reports; and, increasingly, (b) multiple informants (i.e., not just from
the client). A second important change has been the recognition that
best practices in assessment should be based on assessment meth-
ods and measures that have solid scientific support. Issues of the
psychometric properties of measures and the representativeness of
norms used to interpret test scores are now commonly considered by
psychologists. We will comment more on these issues in the chapters
on assessment.

Another important change has been the increased attention to the
relevance of assessment data for treatment planning and treatment
evaluation. Decades of research amply demonstrate that psychologists
can create assessment tools for myriad constructs. Many thousands of
studies have been published on the reliability and validity of a huge
range of psychological measures. However, it has become increasingly
clear that, to justify the time and expense involved in clinical assess-
ment, this vast knowledge must be applied in ways that are directly
pertinent to improving the lives of people suffering psychological dis-
tress. Combined with concerns about costs and accountability of health
care systems worldwide, this has highlighted two issues that clinical
psychologists involved in assessment are beginning to address. The
first issue is one of : that is, does having assessment data
on a patient actually provide information that leads to a clinical out-
come that is better (or faster or less expensive) than would be the case
if the psychologist did not have the assessment data? This issue reflects
the problem that research on clinical psychology is often disconnected



from research on interventions in clinical psychology and vice versa.
As concerns about health care costs mount, clinical psychologists must
justify to those who pay for their services the relevance of their as-
sessment activities. The second, and related, current issue is one of

. Put bluntly, individual clinical psychologists are
under increasing pressure to demonstrate that their services work. This
has resulted in renewed attention to the role of clinical assessment in
documenting progress and outcome in treatment. However, this need
to demonstrate treatment effectiveness leads to a different type of clini-
cal assessment than has often been used in the past. Whereas many
clinical psychology measures were developed to give a broadly based
psychological picture of the whole person, current assessment prac-
tices require that measures focus on specific problems (or strengths),
be brief, and be amenable to repeated use. The measurement tools
that are useful for generating an individual’s psychological profile are
not necessarily the ones that are relevant to the repeated assessment
of someone receiving treatment. Accordingly, a minor revolution in
the nature of clinical assessment is currently underway, with some
traditional measures falling from favour, and some long-standing but
underused assessment strategies coming to the fore. These issues are
discussed in greater detail in Chapters 6, 7, and 8.

Milestones in the evolution of intervention in clinical psychology are
noted in Exhibit 1.6. The modern history of psychotherapy is typically
seen as beginning with the work of Sigmund Freud and the develop-
ment of psychoanalysis. As indicated earlier in this chapter, a number
of European psychiatrists, such as Charcot and Janet, were actively in-
volved in using verbal rather than physical approaches to the treatment
of mental disorders in the late 1800s. Freud is credited with develop-
ing the first elaborated approach to the psychotherapeutic treatment of
common psychological difficulties, even though subsequent historical
analysis of his work suggests that it may not have been as original or
revolutionary as he often suggested (Ellenberger, 1970). The 1900 pub-
lication of his book The Interpretation of Dreams marked an important
milestone for the psychoanalytic movement and attracted both support-
ers and detractors. In subsequent years, psychiatrists such as Carl Jung
and Alfred Adler joined Freud to develop and promote a psychoana-
lytic approach to the understanding and treatment of mental disorders.
Ultimately, they and other followers split from Freud to develop their
own theories and interventions.



Exhibit 1.6 Timeline for the History of Intervention in Clinical Psychology

1896 U.S.: Witmer opens the first psychology clinic.

1900-1930s Europe, U.S., UK: Development of psychoanalytic approaches.

1920s U.S.: First behavioural treatment of anxiety by Cover Jones.

1940s U.S. and Europe: Increased demand for services to deal with war-related distress.

1942 U.S.: Rogers publishes Counseling and Psychotherapy, introducing a client-centred approach.

1952 UK: Eysenck publishes a review questioning the usefulness of psychotherapy with adults.

1957 U.S.: Levitt publishes a review questioning the usefulness of psychotherapy with children.

1958 South Africa: Wolpe publishes an article on the behavioural treatment of phobias.

1977 U.S. and Canada: Meichenbaum publishes Cognitive-Behavior Modification: An Integrative
Approach.

1979 U.S.: Beck, Rush, Shaw, and Emery publish Cognitive Therapy for Depression.

1980 U.S.: Smith, Glass, and Miller publish Effects of Psychotherapy, providing results of a meta-
analytic review of treatment for adults.

1987 U.S.: Weisz, Weiss, Alicke, and Klotz publish a meta-analytic review of treatment for children
and adolescents.

1995 U.S.: The American Psychological Association’s Division of Clinical Psychology defines criteria
to evaluate the degree of empirical support for treatments.

1996 UK: Roth and Fonagy publish What Works for Whom? A Critical Review of Psychotherapy
Research.

1998 U.S.: Nathan and Gorman publish A Guide to Treatments That Work.

2005 U.S.: The American Psychological Association adopts its policy on Evidence-Based Practice in
Psychology.

2012 Canada: The Canadian Psychological Association adopts its policy on Evidence-Based Practice

of Psychological Treatments.

The early decades of the 1900s were marked by the growth of nu-

merous psychodynamic treatment approaches in Europe, which then
spread to North America. These approaches differed widely in their
core principles and techniques, but all were based on the assumption
that most psychopathology stemmed from unconscious processes. For
Freud, the unconscious was the source of all psychic energy as well as
the repository of all our disappointments, hurts, and unfulfilled sexu-
al and aggressive desires. He hypothesized that, to protect ourselves
from the pain of continually re-experiencing these negative emotions
and memories, we use a number of strategies called defence mecha-
nisms such as denial, repression, and intellectualization. The goal of
treatment is for the patient to gain insight into the origin of his or her
problems (i.e., the painful contents of the unconscious) and the ways
in which the defence mechanisms inadvertently block the person’s full



psychological development. Jung’s model involved an aspect of the un-
conscious similar to Freud’s (called the personal unconscious), but also
included a much more positive form (called the collective unconscious)
that could promote the individual’s psychological growth. Jungian
treatment emphasized, therefore, the importance of not only develop-
ing an awareness of the personal unconscious but also appreciating and
harnessing the power of the collective unconscious.

Later psychodynamic models tended to de-emphasize the importance
of unconscious determinants of behaviour. Alfred Adler’s approach, for
example, focused on the role of societal forces and socialization pres-
sures in the development of personality and the treatment of disorders.
His theory emphasized the impact of birth order on personality and
the impact of social comparison processes in which we may underes-
timate or overestimate our personal strengths and weaknesses. Anna
Freud, a daughter of Sigmund Freud, who had received analysis from
her father when she was a child, developed ego psychology that encour-
ages the person to develop skills that can help address current problems.
Although her approach still considered the unconscious a force to be
reckoned with, she highlighted the role of conscious efforts to adjust to
past difficulties and current life obstacles. Anna Freud took a leading
role in modifying psychoanalytic approaches in treatment with children.

Even though they were undoubtedly influential in the development
of clinical psychology treatments, these psychodynamic approaches
were not the only contributors to our current forms of psychotherapy.
Two other distinct approaches to the treatment of psychological distress
emerged during the first decades of the 20th century. Lightner Witmer,
an American student of Wundt’s credited with being the first to use
the term clinical psychology, established a clinic offering psychological
services in 1896 and university training in clinical psychology in 1904.
Witmer was a university professor whose interests lay primarily in the
application of research to learning and memory processes. He consulted
with teachers and others in school settings to apply the new science of
psychology to the assessment and remediation of learning difficulties,
intellectual and developmental delays, and, to some extent, behaviour
problems. In retrospect, it is ironic that the psychologist often described
as the father of clinical psychology was really setting the stage for what
would now be seen as school psychology.

A second example of the application of scientific psychology to the
understanding and treatment of psychological disorders can be found
in conditioning research in the 1920s. Through his famous experiment
with little Albert and furry white animals and objects, John Watson
demonstrated that it was possible to use conditioning principles to ex-
plain the development of phobias. The next step that had important



implications for treatment purposes was when Mary Cover Jones
showed that the principles of conditioning could be used to extinguish
a phobic reaction in a child. This initial work, using animal and human
learning concepts and procedures, set the stage for what would later
become behaviour therapy.

In the 1940s and 1950s, the demand for psychotherapy grew dra-
matically, due largely to the need to provide mental health services both
to members of the military and to members of the public who were
affected by the horror and losses of the war. In the United States, for
example, the need for mental health professionals to provide counsel-
ling and therapy to returning soldiers could not be met by the relatively
small number of psychiatrists practising in the country. As a result, the
Veterans Administration agency turned to the profession of clinical psy-
chology, hiring many psychologists and providing a substantial infusion
of funds to aid in the formation of new training programs in clinical
psychology. This led to an enormous increase in the number of clinical
psychologists in the United States and to the eventual establishment in
later decades of clinical psychologists’ reputation as being among the
best trained practitioners of psychotherapy.

The 1940s and 1950s also saw a proliferation in the forms of psycho-
therapy available to the public. A major new movement in psychotherapy
was initiated with the publication in 1942 of > book Counseling
and Psychotherapy. In contrast to the then dominant psychoanalytic ap-
proach, Rogers’ approach was rooted in an assumption that people were
inherently capable of developing in a positive, healthy manner. The pri-
mary goal of therapy, therefore, was to provide a supportive environment
in which clients could reconnect with their emotions, their losses, and
their aspirations and thereby discover their true potential for growth.
Rogers” work was crucial in the development of humanistic approaches
to the understanding and treatment of human problems, an approach
that has been termed the third force in psychotherapy (with psychody-
namic and behavioural approaches being the first two). Of equal, if not
greater importance, Rogers was an early and firm advocate of the need
to conduct systematic research on the process and outcome of psycho-
therapy. His position was markedly different from that typical of the time,
as what frequently passed as psychotherapy research was little more than
case studies. You will learn more about the limitations of the case study
approach to the study of human functioning in Chapter 4.

Changes were occurring in the psychodynamic approach to treatment
as well, with Alexander and French publishing their book Psychoanalytic
Therapy in 1946, in which they made a compelling case for briefer forms
of psychoanalytic treatment. In the mid-1950s, Harry Stack Sullivan pro-
vided details on interpersonally focused strategies for intervening with
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Carl Rogers in 1979.
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patients. Outside the psychodynamic realm, new approaches within a
humanistic/existential/experiential tradition were introduced, includ-
ing Fritz Perls’ concepts and procedures of gestalt therapy and Viktor
Frankl’s logotherapy. Finally, Joseph Wolpe published his work on sys-
tematic desensitization in 1958, thus setting the stage for the dramatic
growth of the behavioural (and cognitive) therapies.

’s (1952) critique of the effectiveness of psycho-
therapy was a turning point for psychotherapy research and training.
Eysenck argued that the rates of improvement among clients receiving
either psychodynamic or eclectic (i.e., an unspecified mix of theories
and techniques) therapy were comparable to rates of remission of
symptoms among clients receiving no therapy at all. He contended,
therefore, that there was no evidence that the most commonly used
forms of psychotherapy had any demonstrable effect. Although later
proponents of these treatments pointed out substantial flaws in his ar-
guments, Eysenck’s review had two dramatic effects on the field. First,
it crystallized dissatisfaction among many psychologists who did not
agree with a psychodynamic approach to treatment, and led to efforts
to establish treatments that were directly connected to psychology’s
empirically derived knowledge. Second, it resulted in a flurry of re-
search activity in the following decades focused on evaluating both
new and traditional forms of psychotherapy. As we will see throughout
this book, advances in psychological services for children and families
often follow the same trends as are seen in services for adults; however,
there is usually a time lag of a few years. Reviews of the child psycho-
therapy research (Levitt, 1957) reached similar conclusions to Eysenck
with respect to adult psychotherapy.

The 1960s and 1970s, consequently, were decades marked by an
increase in both the numbers of psychotherapies available to the public
and the amount of research devoted to understanding whether
psychotherapy was effective (and, if it was, what made it effec-
tive). In the early 1960s, Albert Ellis developed Rational Emotive
Therapy and Eric Berne introduced Transactional Analysis (an
early forerunner of therapies aimed at enhancing personal
growth and development as much as treating psychopathology).
Using learning principles such as contingencies, shaping, and
reinforcement, behaviour modification and behaviour therapy
became widely adopted during this time to address problems
as diverse as self-injurious behaviour, phobic avoidance,
hyperactive behaviour, and sexual dysfunction. In tune with
the growing attention to cognitive phenomena in psychology in
general, behaviour therapy began to address cognitive elements
in treatment. The publication in the late 1970s of two influential



books laid the foundation for what is now known as cognitive-behaviour
therapy. These now classic texts were Don Meichenbaum’s Cognitive-
Behavior Modification: An Integrative Approach, which was published
in 1977; and the first comprehensive treatment manual, Cognitive
Therapy of Depression: A Treatment Manual, by Aaron Beck and his
colleagues John Rush, Brian Shaw, and Gary Emery, which appeared
in 1979. Cognitive-behavioural approaches are equally applicable to
adults’ and children’s problems and gained popularity in the 1970s.

Another milestone was reached in 1980 when Smith, Glass, and
Miller used a statistical technique called to review 475
controlled studies of psychotherapy. This technique (described in detail
in Chapter 4) provides a means by which groups of studies can be statis-
tically combined and compared. The authors’ primary finding was that
psychotherapy, in general, was clearly very effective, with the average
person receiving therapy being better off after therapy than 80% of peo-
ple with similar problems who did not receive therapy. The researchers
also examined the efficacy of various types of treatment. Using differ-
ent analytic techniques, they found that although there was general
equivalence across divergent forms of psychotherapy, some therapies
were superior to others for specific disorders and clinical problems. As
we will see in Chapters 12 and 14, these results fuelled debates about
the relative merits of psychotherapies that persist to the present.

Seven years later, a meta-analysis reported similar results for psy-
chotherapy for children and adolescents, with 79% of treated children
being better off after treatment than children and adolescents with simi-
lar problems who did not receive psychotherapy (Weisz, Weiss, Alicke,
& Klotz, 1987). The impact of research such as this is addressed in
Chapter 13.

The 1980s and 1990s saw several key developments in the his-
tory of psychotherapy. There was a dramatic increase in the amount
of research on psychotherapy. Furthermore, there was a profound im-
provement in the methodological sophistication of those studies, with
an increasing use of treatment manuals to guide interventions and
standardized diagnostic criteria for assessing those receiving treatment.
Numerous societal and health care pressures fuelled the demand for
the development and dissemination of effective short-term treatments
(i.e., treatments involving fewer than 20-25 sessions). This demand for
short-term treatments was welcomed by proponents of disorder-specific
cognitive-behavioural treatments. In addition, psychodynamic and hu-
manistic/existential/experiential approaches were adapted to provide
services over a shorter period of time. Numerous forms of interperson-
ally focused psychodynamic treatments emerged in Britain, Canada,
and the United States, including Time-Limited Dynamic Psychotherapy



developed by Hans Strupp and his colleagues. Within the experiential
orientation, the emphasis was on more structured and directive interven-
tions that melded traditional principles and values with contemporary
knowledge of emotional functioning. Key among the proponents of this
process-experiential treatment approach were Les Greenberg in Canada
and Robert Elliott in the United States.

It should be clear from this overview that the practice of clinical
psychology has been influenced by research on the impact of psycho-
therapy. Another landmark event occurred in 1995 with the release
of the report by the American Psychological Association Division of
Clinical Psychology’s Task Force on Promotion and Dissemination of
Psychological Procedures. The impetus for this task force came from
increasing pressure in the United States for health care practices to be
demonstrably effective as well as cost-effective. Legislation and state
case law were being used to shape the nature of federal and state health
care policy, and there appeared to be a very real danger that access to
mental health and behavioural health care services might be dimin-
ished because of perceptions that such services were both expensive
and relatively ineffective. Clearly a response from organized psychology
was needed to underscore the efficacy of psychological interventions
for certain disorders and conditions. The task force developed empiri-
cal criteria to aid in the determination of whether an intervention was
efficacious in the treatment of a given disorder or clinical problem.
Using these criteria, the task force then produced an initial list of effica-
cious treatments. The term is used to denote evidence that a
treatment was shown to work under research conditions that empha-
sized internal validity, with the term being reserved to
describe evidence that the treatment was shown to work in real-world
conditions. Predictably, this initiative was embraced by some clinical
psychologists and treated with scorn by others.

Regardless of the strengths or limitations of this and related initia-
tives (which we discuss in Chapters 12 and 13), it has forever changed
how clinical psychologists view the connection between empirical evi-
dence and their therapeutic services. In the 1990s, the first editions
of several books were published that reviewed the research base of
psychological treatments for a range of disorders. Key among the books
was What Works for Whom? A Critical Review of Psychotherapy Research
by Roth and Fonagy (1996) and A Guide to Treatments That Work by
Nathan and Gorman (1998). These influential texts have been updated
to include recent research findings, and we will discuss them more in
the chapters on psychological treatments.

The emphasis on grounding psychological services firmly in sci-
ence culminated in the adoption of policies on evidence-based practice



by both the American and Canadian psychological associations, which
we described earlier in this chapter. Although the policies touch on all
aspects of psychological services, it is likely that they will have the most
impact on the treatment services provided by psychologists both within
and outside these countries.

Unfortunately, the history of prevention efforts in clinical psychology
is much shorter than the history of assessment or intervention. This is
because, as outlined above, the profession of clinical psychology started
with an assessment focus and then added the dimension of interven-
tion. As clinical psychologists were incorporated into national health
care systems in both public and private sectors, they adopted the priori-
ties of these systems, which, until very recently, did not include much
in the way of prevention efforts. Due to growing concerns about the
dire health consequences of smoking and the need to promote safer sex
practices to reduce the incidence of AIDS and sexually transmitted dis-
eases, clinical psychologists now frequently play an important role in
public health initiatives to change lifestyle-related illnesses. Concerns
about the apparent increase in depression in the United States have
led a number of clinical psychologists to develop prevention programs
aimed at educating adolescents and young adults about depression and
the types of psychological coping skills that can be used to maintain
good mental health. Another societal problem, violence in intimate re-
lationships, is also the focus of preventive efforts headed by clinical
psychologists. In Chapter 10, we describe the current status of preven-
tion programs in clinical psychology.

Predicting future events is always an uncertain business. Nevertheless,
some brave psychologists have ventured to give their prognostications
for future developments in clinical psychology. A 2009 survey of clinical
child and adolescent psychologists asked respondents to predict ma-
jor directions in clinical practice, research, and training for the coming
decade (James & Roberts, 2009). In all three domains, evidence-based
practice was predicted to have the greatest influence on the specialty
area of clinical child and adolescent psychology. Groth-Marnat (2000),
an authority on psychological assessment issues, offered some predic-
tions about what is likely to transpire in the realm of clinical assessment
in the next 50 years. Some of his predictions are almost sure bets, such
as revisions to the DSM, the Wechsler intelligence tests, and the MMPI.



For others, he went out on a limb, predicting that advances in virtual
reality technology will, by 2020, allow ability testing based on the simu-
lation of life and work situations. His most dramatic prediction was that
by 2035 measures based on the results of human genome research will
be incorporated into clinical assessments.

Of course only time will tell which, if any, of these predictions will
come to pass. Given the history of clinical psychology, perhaps the
only certainty for the future is that exciting changes are in store for
the profession and for those who practise it. That being said, trends
starting in the past decade or two can give us some idea of the ways in
which clinical psychology will develop and grow. Accordingly, it is al-
most certain that clinical psychology will be influenced by, among other
factors, increasing need to: provide psychological services for an array
of health problems, not just mental health problems; develop services
that respond to the health care needs of an aging population; ensure
that psychological assessments, prevention programs, and treatments
are both evidence-based and appropriate for the diverse range of people
who receive these services; and enhance the impact of concurrent use
of psychological and pharmacological interventions.

Worldwide, mental health problems have staggering emotional and
financial costs. Compared with physical health problems, mental health
problems are woefully underserved. There is a trend across all mental
health professions to develop and disseminate evidence-based services so
that these serious problems can be effectively and economically addressed.

Clinical psychology shares with other mental health professions a
focus on assessment and intervention in the prevention and treatment
of emotional, behavioural, and neurological problems. In contrast to
psychiatry and psychiatric nursing, which have their roots in the treat-
ment of pathology, psychology is grounded in the science of human
behaviour. Among the mental health professions, psychology is unique
in its long-standing research tradition. From the beginning of their aca-
demic training, students in psychology learn to understand, interpret,
and conduct methodologically sound research.

In tracing the history of psychological assessment, intervention,
and prevention, it is clear that systematic observation and evaluation
are hallmarks of clinical psychology. Drawing on a wealth of knowledge
about human functioning and development, clinical psychologists have
earned recognition for their expertise in assessment, treatment, and
prevention of serious problems. The field of clinical psychology is in a
process of constant evolution.



biopsychosocial approach: a theoretical framework that takes into account biological,
psychological, and social influences on health and illness.

clinical utility: usefulness of assessment data to provide information that leads to a clinical
outcome that is better (or faster or less expensive) than would be the case if the psychologist did
not have the assessment data.

effectiveness: evidence that a treatment has been shown to work in real-world conditions.

efficacy: evidence that a treatment has been shown to work under research conditions that
emphasized internal validity.

evidence-based practice: a practice model that involves the synthesis of information drawn
from research and systematically collected data on the patient in question, the clinician’s
professional experience, and the patient’s preferences when considering health care options.

meta-analysis: a review technique by which groups of studies can be statistically combined and
compared.

service evaluation: activities designed to examine whether or not services work.

syndrome: group of symptoms that frequently co-occur.
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The website of the Canadian Psychological Association provides information on the diverse
sections of psychology, accreditation, and licensure: www.cpa.ca

The website of the American Psychological Association includes information related to the
sciences and practice of psychology: www.apa.org

Psychologist Kenneth Pope’s website provides resources on ethics, intervention, and critical thinking:
www.kspope.com

The website for the National Institute of Mental Health provides information on diagnosis and
treatment of mental disorders: www.nimh.nih.gov

The website of the UK National Institute for Health and Clinical Excellence provides clinical guidance
on health issues: www.nice.org.uk


http://www.cpa.ca
http://www.apa.org
http://www.kspope.com
http://www.nimh.nih.gov
http://www.nice.org.uk

CONTEMPORARY CLINICAL
PSYCHOLOGY

2

CHAPTER

INTRODUCTION

Clinical psychology is a fascinating profession. Few university gradu-
ate programs prepare students for such varied and challenging careers.
Depending on personal preferences and job requirements, a clinical
psychologist may devote professional time to (a) providing psychologi-
cal services, (b) conducting research and providing clinical training,
(c) consulting with other professionals and agencies, or (d) all of the
above. Moreover, it is common for the relative balance of activities to
shift over the span of a career, so that a clinical psychologist may have
periods when she or he devotes most time to research and in other
periods devotes most time to administration or teaching. In this way,
the psychologist has a multitude of different interests within a single
career in psychology. Clinical psychologists work with individuals (at
any stage in life), couples, families, groups, and organizations. Many
clinical psychologists work in the domain of mental health (e.g., treat-
ing anxiety disorders, disruptive behaviour disorders, mood disorders,
schizophrenia, or substance abuse disorders). A large number of clini-
cal psychologists conduct research and provide health services outside
the traditional practice domain (e.g., dealing with stress, coping with
pain, or promoting adherence to medical treatment regimens) and/
or provide services related to relationship functioning (e.g., couples
therapy, parent training, or family therapy).

In 2011, the Canadian Psychological Association commissioned Ekos
Research to conduct a survey of attitudes toward psychologists and ac-
cessing psychological services. Participants in the survey (N = 2,832)
were asked to identify the mental health professionals best able to help
them with various mental health problems. Psychologists were among
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the top three professionals considered able to care for people living with
depression and anxiety disorders, and also among the top three best able
to care for people coping with the stress of diagnosis with a disease like
cancer. It is heartening to know that the public views psychologists as
helpful mental health care providers. However, there are enormous inter-
national disparities in the extent to which people have access to mental
health services from psychologists. The Scandinavian countries, along
with New Zealand, Canada, and the United States are, relatively speak-
ing, well served by psychologists. Unfortunately, the same cannot be said
of many other countries, especially those in Africa and Asia.

In this chapter, we will describe the range of activities in which
clinical psychologists engage and some of the settings in which they
work. To bring these activities to life, we have asked three Canadian
clinical psychologists who work in different settings to describe their
usual professional activities over the course of a week. In reading these
descriptions of professional activities in the three profile boxes, you will
probably be struck by the busy and varied nature of their professional
time. As it will be many years until you could be a licensed clinical psy-
chologist, you may also be interested to learn about the activities of a
graduate student in clinical psychology. You can imagine yourself just a
few years from now engaging in the activities she describes as part of
a typical week.

You may recall that in Chapter 1 we talked about what we con-
sider a touchstone of clinical psychology: science-based practice. In this
chapter, we introduce a second touchstone of clinical psychology: pro-
fessional ethics. Because clinical psychologists, as health care providers,
must meet training and licensing requirements in order to practise, we
provide a perspective on licensing requirements. In the final sections of
the chapter, we will present the nature of clinical psychology and the
nature of training in clinical psychology in Canada.

Over the years, a number of surveys have documented the nature of
the activities undertaken by clinical psychologists. Some activities, such
as assessment and research, have stayed relatively constant in terms of
the numbers of psychologists who frequently engage in them. As we
explained in Chapter 1, following the Second World War, there was a
steady rise in the number of clinical psychologists providing psychother-
apy. Table 2.1 shows data from a survey of U.S. psychologists (Norcross &
Karpiak, 2012) that indicate the percentage of clinical psychologists who
engage in different professional activities. Table 2.2 shows data from a
survey of Canadian psychologists (Hunsley, Ronson, & Cohen, 2013) that



TABLE 2.1 m Professional Activities of Clinical Psychologists in the United States

Assessment and Diagnosis 58
Psychotherapy 76
Consultation 38
Research 47
Teaching 49
Supervision 47
Administration 46

Adapted from Norcross & Karpiak (2012).

indicate the proportion of time that clinical psychologists in this country
spend, in general, on their main professional activities.

As you can see, the majority of psychologists engage in many different
professional activities. In interpreting these data, it must be remembered
that survey information can provide a useful overview of general trends
among clinical psychologists, but does not indicate the variability in pro-
fessional activities among individual clinical psychologists.

Profile Boxes 2.1 to 2.4 introduce three Canadian clinical psychologists
and one graduate student in clinical psychology. Dr. Clarissa Bush is em-
ployed in a children’s hospital in Ontario (Profile Box 2.1); Dr. Sheila Woody
is the director of the clinical psychology program at the University of British
Columbia (Profile Box 2.2); Dr. Randy Paterson is a psychologist in private
practice in British Columbia (Profile Box 2.3); and Emma MacDonald is a
graduate student in the clinical psychology program at Ryerson University
in Ontario (Profile Box 2.4). You will notice that from graduate school
onward, these psychologists have full and varied schedules.

TABLE 2.2 = Professional Activities of Clinical Psychologists in Canada

Assessment 28.5
Intervention 41.3
Consultation 13.3
Research 5.5
Teaching 5.9
Other 5.6

Adapted from Hunsley, Ronson, & Cohen (2013).



It is virtually impossible to be a clinical psychologist and not do some
form of psychological assessment. You may recall from Table 2.1 that
Norcross and Karpiak (2012) found that more than half of the respon-
dents to their survey engaged in assessment and diagnosis, and Hunsley
et al. (2013) found that the psychologists who responded to their survey
spent almost a third of their professional time in assessment activities
(Table 2.2). As you can see in the profile boxes, all three psycholo-
gists spend part of their time conducting psychological assessments and

diagnoses.

PROFILE BOX 2.1

After finding that a secretarial career was not for me,
| enrolled at Queen’s University. Once | discovered the
course description for Psychology 100, | never looked
back, moving to McGill University to finish my hon-
ours degree and then a Ph.D. in clinical psychology in
1984. After graduation, my first job was at Ottawa’s
St. Vincent Hospital stroke program and eventually
| worked in most of the other programs there as well.
Moving to Elizabeth Bruyére (later called Sisters of
Charity Ottawa Health Services, or SCOHS), | worked
for many years in the Memory Disorder Clinic. The
diagnostic assessment of dementia remains one of
the most rewarding of my clinical activities. In 1995,
| trained as a designated capacity assessor, and capacity
assessment remains part of my private practice work.
In 2005, | obtained additional training and extended
my neuropsychology practice to include children and

| work at CHEO on Mondays, Tuesdays, and Thursdays.
Although in theory Thursday is reserved for training pro-
gram activities, in practice these activities can need atten-
tion at any point in the week. The flexibility of a third day
available for clinical care is helpful in scheduling young
patients who are on chemotherapy and may not be feel-
ing up to neuropsychological testing some of the time.

| began Monday morning by replying to emails
dealing with training issues. After that, most of my day

adolescents. | currently work part-time in the oncology
program at the Children’s Hospital of Eastern Ontario
(CHEO) and | maintain a part-time private practice
with clients across the lifespan.

| served on the Council of the College of Psychol-
ogists from 2002 to 2008 in various roles, including
president and chair of the Registration Committee. | am
currently on the Discipline Committee of the College.

Clinical teaching has always been a part of my
professional life, and my workload usually includes the
supervision of a practicum student or intern. Together
with a colleague, | developed an internship program
at the SCOHS and am now the director of training
in psychology at CHEO. More recently, | have taught
courses in clinical neuropsychology and in professional
ethics in the graduate program at the University of
Ottawa, where | am a clinical professor.

was spent with a practicum student who is working
under my supervision to assess a 9-year-old boy who
has recently finished treatment for leukemia. After a
brief planning meeting, | conducted an interview with
his parents, accompanied by the practicum student.
During the rest of the morning, | observed parts of the
assessment she was conducting. In the afternoon, |
reviewed a draft report the practicum student had writ-
ten on another patient, and wrote a report on a patient

CONTINUED . ..



| recently assessed. | also met with the psychometrist to
plan Tuesday's assessment activities.

On Tuesday | had an assessment with an 18-year-
old woman who had been treated for a brain tumour
when she was very young. After a brief meeting with
her and her mother to explain the assessment, review
limits of confidentiality, and obtain consent, the psy-
chometrist working under my supervision began testing
with the client while | interviewed her mother. | learned
that the patient was hoping to attend a college-level
nursing program, but was struggling in school and
might not be able to achieve this. Later in the day |
completed an interview with the client and suggested
a referral to our academic/vocational counsellor, who
would be able to work with her to obtain accommoda-
tions at college or suggest other career options for her.

Wednesday was a day at my private practice.
After attending to various administrative details (going
through the mail, entering payments into my account-
ing system, paying bills, and returning phone calls
about possible referrals), | met with the psychometrist |
supervise to review the plan we had made for the client
I had interviewed the previous week and who would be
completing neuropsychological testing that day. Later
in the morning | conducted an intake interview with a
man who had developed memory problems. With his
consent, | interviewed his wife separately, as she felt
better able to tell me about some of the personality
changes she had observed when he was not present.

I ' worked on a report for the balance of the day, with
a lunchtime meeting with the psychometrist to dis-
cuss the progress of testing and plan for next week'’s
assessment.

On Thursday | completed paperwork at the hos-
pital before chairing a meeting of the Internship Train-
ing Committee. We reviewed the plan for upcoming
internship interviews and the requirements of the
Association of Psychology Professional Postdoctoral
and Internship Centers for communicating with intern-
ship candidates. Later | had my monthly meeting with
the current interns and we discussed some aspects of
our evaluation system and reviewed some of their clini-
cal work. During the remainder of the day, | reviewed
a draft report written by a practicum student and met
with her to discuss it. | suggested some readings on
research relevant to the particular cognitive problems
experienced by the client she had assessed.

Friday morning | spent at my practice, where |
had planned to meet with a mother and her adopted
17-year-old son for a feedback interview. Her son had
been exposed to alcohol and drugs in utero and had
been making poor and risky choices in the past few
months. As it turned out, the young man chose not to
attend the feedback interview, but as | had his consent,
I met with his mother alone. | then spent the afternoon
teaching the graduate ethics seminar at the university,
which included a planned debate on the use of social
media by psychologists.

Most commonly, assessment activities involve evaluating the

psychological functioning of an individual or a relationship (such as
a couple, a parent-child relationship, or a family). Some assessments
focus on the way a social unit functions (such as interactions within and
between departments of an agency, or between an agency and the re-
cipients of the agency’s services). The precise nature of the assessment
activities depends, to a large part, on the purpose of the assessment.
Let’s take an example of a psychologist who wants to be able to judge
with confidence whether 7-year-old Ethan has behaviour problems that
are serious enough to justify placement in a special service. The psy-
chologist may focus on whether Ethan’s behaviour meets criteria for a



diagnosis of oppositional defiant disorder. If, however, the psycholo-
gist is conducting an assessment prior to beginning parent training,
the focus of the assessment will be to gain a precise understanding of
the behaviours that the parents wish to change (such as the intensity,
frequency, and duration of defiant behaviour) and contextual variables
that affect Ethan’s behaviour (such as parental consistency, marital
conflict, or the presence of a replacement teacher in the classroom).
Thus, if the goal of the assessment is to determine eligibility for a ser-
vice, assessment may be the sole function of the psychologist’s service.
On the other hand, even when the primary service is psychotherapy,
assessment plays an important role in the planning, monitoring, and
evaluation of the intervention.

In the later chapters on assessment, you will see the ingenuity with
which psychologists have developed scientifically sound assessment
tools to assess a host of psychological phenomena in infants, children,
adults, and older adults. Generally speaking, these tools fall into one
of several categories that will be discussed in Chapters 6 (interviews
and observational systems), 7 (intellectual and cognitive measures),
and 8 (self-report measures and projective measures). Moreover, as
you will learn in Chapter 9, in reaching a clinical formulation, most
clinical psychologists combine data obtained from a number of assess-
ment methods, such as interviews, self-report measures, observations,
performance (or skill) tasks, and reports from informants other than
the patient.

As you will see in Chapter 5, regardless of the precise form and pur-
pose of the assessment activity, all clinical assessments share a primary
goal of aiding the understanding of the person’s current level of psy-
chosocial functioning. Without a sense of how the person is doing now,
in terms of such important human variables as emotions, behaviours,
symptoms, and relationships, it is simply not possible to provide mean-
ingful psychological services. However, as you will learn in Chapter 9,
psychological assessment is much more than just testing: it involves the
collection of multiple types of data that are then integrated into a co-
herent formulation of the problem experienced by the person or groups
being assessed.

In many instances, formulating a diagnosis is part of the assess-
ment process. As we describe in more detail in Chapter 3, diagnoses
provide a concise statement about the nature of a person’s disorder or
dysfunction. Having established a diagnosis, the psychologist can effi-
ciently search the scientific literature to update his or her knowledge of
the disorder’s etiology, course, prognosis, and beneficial treatments. In
Canada and the United States, the dominant diagnostic system used by
clinical psychologists is the Diagnostic and Statistical Manual of Mental



Disorders (DSM) published by the American Psychiatric Association,
now in its fifth edition (DSM-5). Other countries have adopted the
World Health Organization’s International Classification of Diseases
(ICD), now in its 10th edition (ICD-10).

PROFILE BOX 2.2

Courtesy of Laura Leyshon

| read Freud's Interpretation of Dreams for an independent study project in high school.
I'm not sure why | picked that particular book, but it ignited my interest in a career
involving psychology. After learning more about the different types of mental health
professionals, | decided (at age 14!) to become a clinical psychologist. | am still glad
| did. My Ph.D. in clinical psychology is from the American University in Washington,
D.C. Although | had begun graduate school intent on a clinical career, | soon began to
prepare for an academic career because | loved doing research and wanted the free-
- dom and variety of academia. Working as a professor gives me opportunities to con-
duct research, write, mentor individual students, teach larger groups of students, and

serve the profession as a leader—in addition to seeing clients and supervising graduate
students who are learning to offer psychological services. After my internship, | completed a two-year clinical
research postdoctoral fellowship in the Department of Psychiatry at the University of British Columbia (UBC).

My first faculty job was as an assistant professor at Yale University, so | was first licensed as a psychologist in
the state of Connecticut. In 2000, | returned to beautiful British Columbia. | am still at UBC; as a full professor, | do
research, teach, mentor students, and co-direct our graduate program. My research examines different aspects

of anxiety disorders, including treatment outcome studies and psychopathology research. | am registered as a
psychologist in British Columbia. In addition to supervising students in our clinical training program, | have a small

private practice where | see adults with anxiety disorders.

On Monday morning, | had a meeting with some City
of Vancouver employees. We are working together to
estimate the prevalence of hoarding in poor neigh-
bourhoods of the city. We are educating each other as
we go, finding ways to use their real-life experiences in
ways that meet the demands of research, with a goal

toward expanding knowledge about hoarding. After
this meeting, | went to campus, where | had a couple
of meetings with undergraduate students. | advised
one student on his applications to graduate school and
then met with an honours student to discuss his prog-
ress on research we are conducting together. After that

CONTINUED . . .



meeting, | had about 30 minutes to prepare for teach-
ing. | refreshed my memory about my lecture, checked
the online discussion board for student questions, and
packed up my laptop to walk across campus to teach
150 undergraduate students about behavioural dis-
orders. When | finished teaching, | prepared minutes
from my earlier meeting with the City of Vancouver
workers and emailed the minutes to them.

Tuesday morning | worked at home for a few hours.
| edited a graduate student’s proposal for ethical review
of her master’s thesis research, planned lectures for next
week, and resubmitted a manuscript that my students
and | had revised following peer review. When | went to
campus, | met with other graduate program administra-
tors to discuss the recent round of fellowship applications.
Later, | consulted with a counsellor who treats compul-
sive hoarding to discuss some of her difficult cases. | then
attended a talk in my department on information security,
where | learned more about how to protect clients’ and
students’ private information online. The end of my work-
day involved observing the practicum students | supervise
as they conducted group cognitive-behavioural therapy
for compulsive hoarding. | sat behind an observation
window and took notes on the session.

Wednesday morning | met with one of my
doctoral students about the design of her disserta-
tion research. | spent a bit more time preparing for
teaching, and then | consulted with a younger col-
league about how she can help one of her students
who is not succeeding academically. Afterward, | met
with my practicum students for 90 minutes of clini-
cal supervision. We discussed things that had gone
well in yesterday’s group session and engaged in role
plays to help them build skills related to things that
had not gone so well in the session. Then we planned
next week’s session. When supervision was finished,
| went to teach my undergraduate class on behav-
ioural disorders before returning to my office to see a
client who is experiencing social anxiety in her work
environment.

Thursday and Friday began much like Tuesday,
with my working at home on research and teaching
preparation. On Thursday afternoon, | accompanied a
practicum student to do an assessment at the home
of one of our clients who has problems with hoarding.
Friday | once again taught my large class and finished
the week with an afternoon lab meeting with my grad-
uate and undergraduate students.

As noted in Tables 2.1 and 2.2 earlier, survey data reported by Norcross
and Karpiak (2012) indicate that the majority of clinical psycholo-
gists offer psychotherapy, and data collected by Hunsley et al. (2013)
showed that psychologists devoted over 40% of their professional time
to providing psychological interventions. Canadian clinical psycholo-
gists in that survey most frequently provided individual therapy (with
85% of psychologists offering this service). Marital/couples therapy
and family therapy were also provided by 27 % of Canadian psycholo-
gists, whereas group therapy was offered less frequently (20%).

As we describe in Chapters 12 and 13, there is a wealth of evidence
to suggest that psychological treatments can be effective in treating a
wide range of health problems. In Chapter 14, we provide informa-
tion about a range of client and clinician factors, including the quality
of the therapeutic alliance that influences the outcome of treatment.



As illustrated in the profile boxes, the proportion of time devoted to psy-
chotherapy varies across the different employment settings. However,
as we discussed in Chapter 1, psychologists are not the only health
care professionals who offer psychotherapeutic services. Survey data
from Ontario indicated that, of those people aged 15 to 64 years who
sought health care services for mental health reasons, only 10% were
seen by psychologists (Lin, Goering, Offord, Campbell, & Boyle, 1996).
Many of the services provided by medical practitioners involved the
provision of psychoactive medications, a form of treatment that can-
not be provided by psychologists in most jurisdictions (see Viewpoint
Box 2.1 for more details).

What are the advantages
and disadvantages of
psychologists having the
privilege of prescribing
psychoactive medication?

VIEWPOINT BOX 2.1

Given the soaring rates of prescription for medications
designed to treat mental disorders, it is not surprising
that many of the people who receive psychological
services are also receiving pharmacotherapy to address
their problems. What roles can or should psychologists
play with respect to the treatment of mental disorders
with medication? There is a middle ground between
the two extremes of suggesting that (a) psycholo-
gists focus exclusively on psychological approaches
and ignore medication or (b) psychologists should
become able to prescribe medication: specifically there
is considerable need for psychologists to serve in the
role of consultant about medication for mental health
problems.

In the United States, the issue of prescriptive
authority for psychologists has been a hot-button
issue since the 1990s. Although the states of Louisiana
and New Mexico, and the military, allow psychologists
to be trained to prescribe psychoactive medication,
to date fewer than 100 psychologists have received
the necessary postdoctoral qualification to prescribe
medication. Advocates of prescription privileges for
psychologists argue that psychologists can be at least
as competent as other health care professionals in
prescribing medication for psychological disorders.
They suggest that underserved segments of the

population, such as those in rural areas and older
adults, could benefit from the extension of prescrip-
tion privileges to psychologists. Within psychology,
critics argue that psychologists’ distinctive expertise is
in the development and application of evidence-based
assessment and psychological interventions. They
express concern that the inclusion of adequate train-
ing in psychopharmacology would inevitably come at
the expense of training in psychological issues (e.g.,
Stuart & Heiby, 2007).

Within Canada, the strongest support for pre-
scription privileges comes from the Canadian Psycho-
logical Association Section on Psychopharmacology.
Canadian critics of prescription privileges for psy-
chologists have highlighted that the Canadian Code
of Ethics encourages psychologists to work in a col-
laborative fashion with other health care profession-
als rather than attempting to duplicate their services
(Dobson & Dozois, 2001). Fundamental differences
between the American and Canadian health care sys-
tems also play a role in the debate. Under Canada’s
publicly funded health care system, it is likely that
the federal government would have concerns that
additional numbers of practitioners eligible to pre-
scribe expensive psychopharmacological treatments
would contribute to mushrooming health care costs

CONTINUED . . .



(Romanow & Marchildon, 2003; Westra, Eastwood,
Bouffard, & Gerritsen, 2006). Given the importance
of these issues for both health care services and the
training of clinical psychologists, the Canadian Psy-
chological Association formed a task force to examine
the issue in a Canadian context. The task force report,

published in 2010, recommended that psychologists
focus their attention on becoming knowledgeable
about best practices in psychopharmacology in their
area of practice so that they can serve as competent
consultants with respect to medication, without seek-
ing the authority to prescribe medication themselves.

In popular movies or television series, psychotherapy is often pre-
sented as a lifelong commitment to frequent treatment sessions with a
psychologist or psychiatrist. In reality, the majority of people who receive
psychotherapy attend fewer than 10 sessions. Approximately a third of
clients attend only one or two sessions, and fewer than 1 in 10 clients
attend more than 20 sessions of therapy (Olfson & Marcus, 2010).

As the expression “talk therapy” implies, psychotherapy uses
verbal means for the therapist to promote change. But what actually
happens in psychotherapy? An innovative survey examined this ques-
tion. In a Web-based questionnaire, the Practice Directorate of the
American Psychological Association (APA, 2003b) asked 241 clinical
psychologists questions right after they completed a psychotherapy ses-
sion. Across theoretical orientations, virtually all psychologists reported
discussing current stressors related to the client’s problems and inter-
personal relationships or relationship patterns. The most commonly
reported techniques (reported by more than 75% of respondents) were
to identify or challenge thoughts, relate thoughts to feelings, focus on
affect by validating or labelling emotions, gather information, and guide
or direct the client.

As we indicated in Chapter 1, different theoretical approaches to
psychotherapy emphasize different aspects of human experience in
understanding and treating psychological distress and disorder. The
dominant approaches include psychodynamic, cognitive-behavioural,
experiential, and interpersonal (which, in some forms, is closely related
to psychodynamic). Additionally, a number of clinicians describe their
orientation as eclectic or integrative, meaning they blend concepts and
strategies from two or more approaches.

Table 2.3 presents data from surveys on the theoretical orientation
of clinical psychologists and graduate students in clinical psychology
in Canada and the United States. The general picture suggests that, in
North America, a cognitive-behavioural approach is the most popular
single orientation among clinical psychologists. This is likely to con-
tinue given that graduate students also endorse this orientation more
commonly than any other. Although cognitive-behavioural approach-
es are popular, substantial numbers of clinical psychologists describe



TABLE 2.3 = Theoretical Orientations of Clinical Psychologists and Clinical Psychology Graduate Students

Cognitive-behavioural 80% 70% 46% 68.9%
Psychodynamic 26% 21% 18% 27.4%
Experiential 31% 41% 4% 27.1%
Interpersonal 23% 35% 4% 27.1%
Eclectic - 28% 22% 34.3%

Note: In some cases, the total reported exceeds 100% because respondents were permitted to indicate more than one orientation in the survey.
"Hunsley et al. (2013).

2Singer, Cassin, & Dobson (2005).

3Norcross & Karpiak (2012).

4Cassin, Singer, Dobson, & Altmaier (2007).

their practice as eclectic. A similar conclusion was reached based on
the results of a survey of psychological treatment services offered in
hospitals in Canada (Humbke et al., 2004). Respondents to the survey
were asked to rank order the theoretical orientations of psychologists
working in hospital settings. Across the country, cognitive-behavioural
treatments were the most popular, with 46% of hospitals offering such
therapies as the main therapeutic approach. A significant minority of
hospitals (16%) offered treatment described as eclectic. Relatively few
hospitals reported that the treatment approach was predominantly psy-
chodynamic (6.5%) or experiential (6.5%).

Does the theoretical orientation actually make a difference in what
therapists do in sessions? Although the evidence from the APA (2003b)
online survey revealed a number of commonalities in therapy sessions
across clinical psychologists, clear orientation-related differences were
also apparent. For example, compared with psychodynamic clinicians,
cognitive-behavioural clinicians were significantly more likely to spend
time providing psychoeducation by informing the client about the
nature of the presenting problem. They were also more likely to



encourage the client to ask questions, to collaboratively set an agenda
for the session with the client, to encourage the client to engage in spe-
cific activities (including homework assignments to be done between
therapy sessions), and to teach coping skills. In contrast, those espous-
ing a psychodynamic approach were significantly more likely to explore
the client’s childhood experiences, to relate the client’s reactions to the
therapist to patterns in the client’s family of origin, and to explore
dysfunctional patterns of behaviour and relationship expectations.

PROFILE BOX 2.3

| received a Ph.D. at the University of Western Ontario in 1990 and, after working
in academic and clinical settings in London, Ontario, moved to Vancouver, B.C., in
1993. There | became the coordinator of the Changeways Program at the University
of British Columbia Hospital. A cognitive-behavioural group program for depression,
Changeways was designed to reduce the rate of hospital readmission among clients
treated locally for depression. A successful program evaluation led to the dissemina-
tion of the group protocol to hospital and mental health centres throughout British
Columbia and, later, across Canada. Subsequent developments include the develop-
ment of stress management and assertiveness training programs, public education
initiatives, and participation on the B.C. Depression Strategy, which resulted in the
Self-Care Depression Program (co-authored with project leader Dr. Dan Bilsker).

In 2002, | established Changeways Clinic, a private clinic in central Vancouver. We currently have seven psy-
chologists on staff, and we employ two assistants. The clinic provides one-to-one therapy for depression, anxiety
disorders, and related difficulties. Changeways also offers training programs for professionals on evidence-based
practice (across Canada and internationally), and offers materials based on its clinical and training programs for
sale via the clinic website (www.changeways.com). In addition, | consult to government and private organiza-
tions on the enhancement of evidence-based service provision. A member of the gay community, | also provide

Courtesy of Fabrice Grover

clinical services on gay issues and training programs on sexual orientation for health care providers. | have pub-
lished three books through New Harbinger Publications: The Assertiveness Workbook, Private Practice Made
Simple, and Your Depression Map.

There really are no typical weeks at Changeways Clinic, Mondays, Tuesdays, and Wednesdays are generally
due to the combination of activities and services pro- clinical days for me. | usually arrive around 8:30 a.m.
vided. One week may involve more consulting work, and spend time checking email and voicemail mes-
another more clinic administration. Here, however, is sages. Many clients who work regular hours like to
a composite. have early or late appointments, so my 9 a.m. and

CONTINUED . ..
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4:30 p.m. time slots are almost always booked, with
my other meetings scattered through the day. | com-
plete notes before heading home, so the day typically
ends about 6 p.m.

| aim for four to five client appointments per day.
This is a relatively light clinical load. The rest of my
office time is split among a variety of tasks. Admin-
istering the clinic takes perhaps five hours a week,
including filing taxes, dealing with equipment issues,
consulting with the clinic assistants, reviewing our
finances, and working on the clinic website. | also
write a weekly blog (www.psychologysalon.com). The
content of the posts varies: some are written with
the general public in mind, while others are designed
more for therapists. The blog helps keep the clinic in
the public eye, and it serves as a way of announcing
new workshops and products.

Workshop planning and preparation take a fair
chunk of my time. | have tried to offer a standard set
of workshops that | can simply dust off and present,
but in practice every program is revised on a regular
basis and most are tailored to the expected audi-
ence. Some programs are purchased and hosted
by outside agencies. Workshops in Vancouver are
organized by our clinic, which entails much more
work: event promotion, booking space and cater-
ing, registering participants, and so on. As the date
for a program nears, the materials we will give each
participant are created, boxed, and, if necessary,
shipped.

Our clinic has also begun hosting occasional talks
for the general public on psychological issues. Topics
have included the nature of depression, the disadvan-
tages of optimism, the effect of exercise on mood,
and the nature of cognitive therapy. Currently, this
program—called Psychology Salon (like the blog)—is
co-hosted by the Vancouver Public Library, who pro-
vides the presentation space and handles all of the
promotion.

Recently | have become interested in the pros-
pect of offering continuing education workshops and

programs for the public online. | have been writing and
filming programs to be hosted by an online education
service. This may enable people to see some of the pro-
grams that they wouldn’t otherwise attend, and may
provide the clinic with a source of revenue that will
compensate for the time spent in program develop-
ment . . . or not.

Thursdays and Fridays | set aside as non-clinical
days. This is when most of the continuing education
programs are booked. Workshop days begin early, with
my arrival at the hotel or convention space an hour and
a half before the scheduled start time to finalize set-
up and ensure that all electronics are working, before
greeting attendees and helping them sign in. The
workshop might be on treating depression, conduct-
ing exposure therapy, enhancing assertiveness skills,
becoming aware of sexual orientation issues, manag-
ing a private practice, or conducting cognitive therapy.
At the end of the day supplies and leftovers are packed
up and returned to the clinic for the assistant to sort
through. If | have had to travel to offer the program,
| usually fly home the evening it ends, which makes for
a long day.

| usually plan to offer only one or two workshops
per month, and so most weeks | have Thursday and
Friday free to work on other projects. Lately | have
spent these days on the video programs, but | have
also used them for other longer-term projects such as
writing or revising manuals, creating new workshops,
and developing conference presentations.

In addition to my practice, | have a small orchard
outside the city. From April to October, | spend most
weekends at the farm, and | try to leave town Thursdays
whenever possible. The practical nature of the farm
work, with its directly observable effects (a repaired
fence, an irrigation system that finally pumps water,
a mowed lawn), provides an excellent counterpoint to
the often uncertain and intangible effects associated
with psychological practice. | often alternate between
work-related writing projects and farm chores over the
weekend.
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You may remember from Chapter 1 that prevention activities are a rela-
tively new addition to the skill set of clinical psychologists. Accordingly,
only a small percentage of clinical psychologists devote professional
time to this activity. Prevention services are categorized according to
the stage in the course of a disorder at which they are introduced.
Primary prevention involves the prevention of a disease or disorder be-
fore it actually occurs. Secondary prevention is designed to reduce the
recurrence of a disease or disorder that has already developed and been
diagnosed. Tertiary prevention refers to efforts to reduce the overall dis-
ability that results from the disease or disorder.

You will learn more about prevention in Chapter 10. Generally speak-
ing, prevention activities tend to focus on either reducing risk factors or
enhancing protective factors. Risk factors are characteristics of an indi-
vidual or of an individual’s life circumstances that increase the likelihood
of the development of a disorder. You are probably quite familiar with
physical factors such as smoking, being overweight, having high choles-
terol levels, and having a family history of heart disease that are all risk
factors for the development of heart disease. Protective factors, on the
other hand, are individual or environmental characteristics that lessen
the likelihood of eventually developing a disease or disorder. Regular
exercise and a diet low in saturated fats are considered protective factors
that reduce the risk of developing heart disease. As we describe in more
detail in Chapter 10, risk factors for the development of many psychologi-
cal disorders in children and adolescents include inconsistent discipline,
conflict in the family, and parental psychopathology.

Prevention efforts are usually based in community settings, as
opposed to institutional settings such as hospitals or private clinical psy-
chology practices. Prevention programs can be offered to large groups of
people at a time, such as educating children about ways to resist pres-
sures to abuse alcohol or educating parents about issues around bullying
in the schoolyard. Alternatively, prevention programs may be offered in
a one-on-one format, as is often done in teaching life skills to individuals
already diagnosed with severe mental illness. Most commonly, the role
of the clinical psychologist is to develop, implement, and evaluate the
prevention programs. The prevention program is often delivered by men-
tal health professionals such as nurses, counsellors, or social workers.



Clinical psychologists often act in the role of consultant, as Dr. Woody
described in her profile (Profile Box 2.2). Providing information, advice,
and recommendations about how best to assess, understand, or treat a
client is called . When the focus of the consultation
is related to developing a prevention or intervention program, evaluating
how well an organization is providing a health care or related service,
or providing an opinion on policies on health care services set by an
organization, the terms or “community
consultation” are typically used. Dr. Paterson (Profile Box 2.3) spends a
lot of time in organizational consultation with government and private
agencies on the delivery of evidence-based services.

Throughout the history of the profession, clinical psychologists have
offered clinical consultation. As a member of a multidisciplinary team,
a clinical psychologist receives requests to provide guidance about a pa-
tient who is under the care of another professional. For example, one of
us was asked to suggest how hospital staff could best handle a demented
older adult’s confusion and growing anger over his inability to under-
stand what was being served to him in his meals. Another request came
from a child daycare centre that wanted help in dealing with a disrup-
tive 2-year-old. It is a common (and highly ethical) practice for clinical
psychologists to request an opinion from a fellow clinical psychologist
on how to handle a particularly difficult or challenging assessment or
treatment issue that has arisen.

Consultation to agencies often falls into one of several categories:
needs assessment, program development, program evaluation, and policy
consultation. Needs assessments are required to determine the extent of an
unmet health care need in an identified population. A clinical psychologist
might be asked, for example, to conduct a needs assessment to determine
whether there are mechanisms to ensure that new immigrants are aware
of health care services available in their community. Once a needs assess-
ment has established the scope of the need, a psychologist might be hired
to develop a program to educate the target population about the available
services. The final step involves determining whether or not the program
was successful in achieving its goal, by conducting a program evaluation.
The program evaluation assesses the extent to which the program was
carried out as intended and the extent to which the program objectives
were met. Another type of consultation, policy consultation, focuses on
determining whether an agency’s policy is congruent with its mission or
is consistent with professional standards or scientific evidence. For ex-
ample, a clinical psychologist might be engaged to provide an opinion on
the suitability of a health care company’s policy regarding reimbursement
of psychotherapy services to health care providers.



PROFILE BOX 2.4

Courtesy of Emma MacDonald

| completed a B.Sc. (Honours) in psychology at St. Francis Xavier University in
Antigonish, Nova Scotia, in 2009. My undergraduate research focused on sex
differences in pain responding. During my undergraduate education, | was a
research assistant to Dr. Margo Watt, who later became my honours thesis
supervisor. My experiences in Dr. Watt's lab inspired me to pursue a career in
clinical psychology. | am continuing my training at Ryerson University in Toronto
under the supervision of Dr. Naomi Koerner. When | started, the graduate psy-
chology program at Ryerson was newly formed and | was part of the third class

to be enrolled. We were very pleased when the clinical psychology program
received accreditation from the Canadian Psychological Association in 2012. My master’s thesis investigated
the use of a computerized training program to change the way people think about their anxiety symptoms.
I 'am in the process of preparing this manuscript for publication. | completed the M.A. program in 2011.

I am currently enrolled as a Ph.D. student and, in addition to other research projects, am planning my
dissertation research, which will focus on obsessive-compulsive disorder (OCD). In addition to my studies at
Ryerson, | am involved in several professional psychology associations. | currently hold the position of student
representative on the Executive Committee of the Clinical Section of the Canadian Psychological Association.
My goal for the future is to have a career that includes both research and delivery of psychological services.

A typical week in the life of a graduate student in clini-
cal psychology varies greatly based on classes, clinical
placements, and research commitments. During my
first year in graduate school, | spent most of my time in
classes. Now that | am more advanced in the program, |
have one class in a given semester and much more time
for research and clinical work, which is a great balance.
The best part of this is the diversity in my daily activi-
ties, so | rarely get bored with anything!

| spend Mondays in a practicum placement at the
St. Michael's Hospital Family Practice Clinic and Ryerson’s
Clinical Psychology Training Clinic. In the morning, | pre-
pare for the clients | will see during the day. One client
has a major depressive disorder and the other has a social

anxiety disorder. After completing progress notes fol-
lowing each session, | prepare for the afternoon when
| co-lead group therapy for panic disorder with another
clinical psychology practicum student. The day ends
with group supervision, in which all students at the clinic
discuss their clients with the supervising psychologist
and with each other.

Tuesday is dedicated to research. This can include
testing participants for studies, preparing manuscripts
to submit for publication, or conducting ad hoc man-
uscript review for journals with my research supervi-
sor. This week | focused on my dissertation research
by working on a literature review and reading articles
related to OCD.

CONTINUED . . .



Wednesday is also a clinical day. In the morning |
complete an assessment on a new client, which includes
administering a structured interview. This takes about
two hours to complete, after which | write the assess-
ment report. In the afternoon | have a client who is
struggling with depression. | also have individual super-
vision with my clinical supervisor where | can discuss
my clients, their progress, and the plan for treatment.

Thursday is my catch-up and meeting day. Some-
times | meet with the undergraduate student whose
thesis | am co-supervising with Dr. Koerner. This week |
met with my research supervisor to discuss my research
projects and dissertation. | also do the readings for my
class the following day. If | have any free time, | also use
Thursdays for research.

Fridays are busy, starting with class in the morning.
This semester | am taking a graduate seminar on

eating disorders. Friday afternoons are reserved for
clinical student meetings. Some weeks we attend
clinical rounds, which are brief clinical skills workshops
conducted by psychologists. This week we met with
Ryerson’s director of clinical training to discuss clinical
requirements of the program. At the end of the day,
| have a lab meeting with my research supervisor and
the other students in my lab.

Graduate school is a marathon, not a sprint. For
this reason, it is important to have a good work/life
balance. One of the best parts of graduate school
is that | have the flexibility to make sure | achieve
that balance. Although some weeks | have to work
long hours or throughout the weekend, | make sure
to take some time off the next week. Taking care of
yourself is one of the keys to succeeding in graduate
school.

All clinical psychologists are trained to conduct and evaluate research.
University coursework provides initial training in research methods,
which is put into practice by conducting a doctoral dissertation. The
profession’s ethical codes require clinical psychologists to continue
to attend to practice-relevant research throughout their professional
careers. Even though all clinical psychologists should be informed
research consumers, only a minority of clinical psychologists regularly
engage in producing research. Both Dr. Paterson and Dr. Bush both
devote time to keeping up with the latest research and disseminating
this knowledge to other professionals and to the public.

In the past, much of the research in clinical psychology came from
university settings and was conducted or supervised by clinical psy-
chology faculty members in departments of psychology or in medical
schools. Faculty members in university are typically expected to de-
vote their professional time to research and teaching. In their review of
the research productivity of professors in Canadian clinical psychology
programs, Carleton, Parkerson, and Horswill (2012) found that most
professors publish between one and three articles each year. With the
growing recognition of the need for science-based health care in many
parts of the world, it is now increasingly common for clinical psycholo-
gists in publicly funded institutions such as hospitals to devote part of
their workload to research. Because of psychologists’ extensive training



in research methodology and statistics, some hospital-based clinical
psychologists are employed primarily as researchers, with psychological
service delivery as a secondary component of their work. Such psychol-
ogists may actually have a greater proportion of their workload devoted
to research than most academics do. A survey of clinical psychology
faculty members in American universities (Himelein & Putnam, 2001)
found that conducting and supervising research accounted for only
17% of professors’ work time. Because of the central role that empiri-
cal evidence plays in guiding the provision of psychological services,
some private practitioners have also made it a priority to be regularly
involved in research activities.

Clinical psychologists conduct research on an impressive range
of topics, including normal human functioning, psychopathology, as-
sessment, intervention, and/or prevention. Let’s consider examples of
the types of research conducted by clinical psychologists. In studying
normal human functioning, clinical psychologists conduct research on
personality, memory processes, intimate relationships, parenting, child
development, and aging. Clinical psychologists carry out research aimed
at improving our understanding of the nature and causes of conditions
as varied as sexual pain disorders, depression in older adults, disruptive
behaviour disorders, pathological gambling, and insomnia. Measures
of perfectionism, anxiety sensitivity, infant pain, trauma, and scores of
other phenomena have been developed in recent years. With respect to
prevention and intervention, clinical psychologists study resilience in
the face of adversity, treatments for marital conflict, early intervention
strategies for childhood anxiety disorders, factors that predict prema-
ture termination from therapy, and patterns of mental health service use
in various countries. To help you locate clinical psychology research,
Appendix 1 provides an overview of the major journals in the field.

Full-time professors in clinical psychology engage in different types
of teaching activities. They typically teach both undergraduate and
graduate courses in psychology and, in some programs, they also su-
pervise graduate students in the provision of psychological services.



Himelein and Putnam (2001) found that these different teaching activi-
ties accounted for 26%, 11%, and 4% of the average American clinical
psychology professor’s work time.

The type of courses taught depends on the professor’s areas of spe-
cialization and expertise. Undergraduate courses commonly taught by
clinical psychology professors include psychopathology, personality
theories, human adjustment, interpersonal processes, psychology of
women, family psychology, geropsychology as well as introduction to
clinical psychology. In addition, these professors teach advanced courses
to small groups of graduate students on topics such as professional
ethics and issues, psychological assessment, psychotherapy, multicul-
tural counselling, psychopathology, clinical research methods, program
evaluation, and health psychology.

University courses are taught by both full-time and part-time pro-
fessors. In most universities, some clinical psychologists who work in
the community are employed as part-time instructors and teach one
or two undergraduate courses each year. Clinical psychology programs
also hire these professionals to teach specialized graduate courses in
areas not covered by full-time faculty (e.g., neuropsychology or rehabil-
itation psychology). Psychologists employed in hospital settings often
contribute to the training of both psychology and medical students by
offering seminars or workshops on select aspects of clinical psychology.
Dr. Bush (Profile Box 2.1) is a great example of a community-based psy-
chologist who makes a substantial contribution by teaching graduate
courses in clinical neuropsychology and professional ethics.

A central part of the training of clinical psychologists involves conduct-
ing psychological assessment and intervention. After taking advanced
courses in these topics, graduate students provide services to the public
under the close supervision of licensed clinical psychologists. Clinical
supervision is offered in either a group or individual format. This first
clinical experience under the supervision of a licensed psychologist
is called a . Some clinical psychology programs operate an



in-house psychology training clinic in which faculty members supervise
students in the provision of services such as intellectual assessment,
diagnostic evaluation, individual therapy, group therapy, and family
therapy. All training programs, including those that offer in-house
training, rely on the active participation of clinical psychologists in
the community in providing training opportunities for graduate stu-
dents. Within the clinical psychology community, there are strong links
between university-based training programs and community-based
training in diverse settings. Dr. Woody’s duties include establishing
these links so that students can benefit from the wealth of training
opportunities in the community. Thus, clinical psychologists in general
medical hospitals, residential treatment settings for adolescents, reha-
bilitation centres, and psychiatric hospitals may all contribute to the
supervision and training of future clinical psychologists. For example,
both Dr. Bush and Dr. Paterson are actively engaged in the supervision
of practicum students and interns.

In most Canadian clinical psychology programs, graduate students
obtain between 1,000 and 2,000 hours of practicum experience dur-
ing their graduate training (see www.cpa.ca/docs/File/Accreditation/
Tables-Doctoral_Programme_ARs-2011-12.pdf). Following the comple-
tion of all other aspects of their training (with the possible exception
of the defence of a doctoral thesis), students then complete a full-time,
year-long or in which they are supervised in
the provision of psychological services in settings such as hospitals,
workers’ compensation boards, or community agencies. In their survey
of clinical supervision in Canadian academic and community service
settings (mainly hospitals), Johnston and Stewart (2000) found that
practicum students were supervised primarily by academic clinical
psychologists, whereas interns were more likely to be supervised by
clinical psychologists in service settings.

The guidance provided by the research supervisor (who may be a psy-
chologist working outside the university) is evident at many stages of
the student’s program. Initially supervision involves assisting graduate
students in understanding the research literature in a chosen area and
then conceptualizing the research that the student will conduct as part
of his or her degree. Before the research is conducted, the supervi-
sor ensures that it will be done in an ethical manner and is approved
by an institutional research ethics board. The supervisor typically pro-
vides input on study design, sampling considerations, measurement
selection, statistical analysis, and, finally, the interpretation and pre-
sentation of the research. Dr. Woody devotes many hours a week to
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research supervision, and graduate student Emma MacDonald spends
many hours receiving research supervision.

Out of necessity, most clinical psychologists are involved in administra-
tive activities. In a private practice, this includes the activities necessary
to maintain an efficient and professional business, such as bookkeeping
and supervision of personnel. Dr. Paterson notes that many hours are de-
voted to these responsibilities. In institutional settings such as hospitals
and universities, psychologists are expected to contribute to the overall
running of the institution by serving on committees and assuming man-
agement positions. For example, clinical psychologists often serve on the
research ethics boards of institutions. In hospital settings, they may sit
on committees dealing with research, quality assurance, and community
relations. Dr. Bush is engaged in various multidisciplinary committees
within the hospital and at a regional level. Within universities, clinical
psychologists often serve on committees that may include those involved
in the hiring of new professors, running of the undergraduate psychology
program, and selecting of new graduate students. Management positions
in universities are likely to include director of the clinical psychology pro-
gram, director of the training clinic, chair of the psychology department,
and possibly dean of the faculty. Clinical psychologists in hospital or re-
lated medical settings may be found in a range of management positions,
including discipline leader within a mental health team, chief psycholo-
gist in a department of psychology, or director of an entire service (e.g.,
rehabilitation services or child mental health services). The opportunity
to assume administrative responsibilities begins in graduate school.
Emma MacDonald has already served in administrative capacities, both
in her program and in the national organization for psychologists.

So far, we have mentioned a range of work settings in which clinical
psychologists might be employed. Surveys examining the employment
settings of clinical psychologists indicate that the number of clinical psy-
chologists like Dr. Paterson working in independent practice has grown
considerably over the past three decades (Hunsley et al., 2013; Norcross
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& Karpiak, 2012). Moreover, even those psychologists employed in an
institutional setting, like Dr. Bush, frequently have part-time private
practices. Hunsley et al. found that in addition to the 27.5% of Canadian
clinical psychologists who reported that they worked exclusively within
a private practice, another 50% reported private practice as a secondary
work setting.

In Canada, a large number of clinical psychologists are employed
in hospitals or outpatient clinics. Historically these settings were linked
to departments of psychiatry, rehabilitation services for war veterans,
or pediatric services (Hearn & Evans, 1993). Currently within hospitals,
traditional organizational structures based on departments have been
replaced by program models in which health professionals, including
psychologists, are appointed to a specific program or service, and by
matrix models in which psychologists have responsibility to both a
specific program and to general psychological services. A survey by
Humbke and colleagues (2004) found that only a fifth of Canadian hos-
pitals had an identified department of psychology. These researchers
also found that, although the ratio of full-time psychologists to hospital
beds had improved from 1:131 in 1992 to 1:53 in 1999, one-third of
hospitals did not employ a full-time clinical psychologist.

The survey data we have presented do not include information
on a number of alternative employment opportunities for clinical psy-
chologists. For example, clinical psychologists are often employed in
residential treatment clinics, correctional and forensic settings, gov-
ernment agencies focused on personnel selection and training, and
private research and consulting firms. Some clinical psychologists with
expertise in public policy are employed in government ministries and
departments, public health organizations, or research granting agencies.

As we emphasized in Chapter 1, the profession of clinical psycholo-
gy is founded on the application of the results of empirical research
to address emotional, behavioural, and neurological problems. In all
their activities, whether providing psychological services to the public,
planning new research endeavours, teaching undergraduate courses, or
providing input on health care policy matters, it is crucial that clinical
psychologists maintain their knowledge of research relevant to their
activities. This is not simply a reflection of the model in which they
are trained. As you will learn in this section, ethical codes of conduct
require that clinical psychologists maintain their knowledge of the sci-
entific foundation of their professional activities. All three psychologists



profiled in this chapter devote regular time to keeping up to date with
research in their field.

Ethical principles set out fundamental guidelines for the way that
psychologists work professionally. These principles include respect for
people, the responsible provision of services, the maintenance of integ-
rity in professional relationships, and professional responsibilities to
society. In all their professional activities, clinical psychologists must
remain aware of the importance of questioning one’s services. Clinical
psychologists must always keep in mind questions such as “What is
the evidence for what I am planning to do?” and “What are the relative
risks and benefits to my patients (or students or research participants)
of the course of action I am considering?”

Most clinical psychologists agree that professional services should be
informed by research evidence. Disagreement starts to creep in when the
discussion turns to just how the research should inform (or determine)
practice and just what constitutes research evidence. You may recall that
in Chapter 1 we described McFall’s manifesto for a science of clinical
psychology, which urged that no service should be provided unless there
is empirical evidence that it is valid and effective. At the other extreme,
some psychologists take a position that they should simply be mindful of
general, basic research findings on human functioning. Answers to the
what issue range from the position that all personal and clinical experi-
ence should be considered research evidence, to the position that only
the results of experimental studies should constitute the knowledge base
of clinical psychology.

Of course, very few psychologists hold opinions represented by
these extremes. Nevertheless, there is considerable variability in how
the role of science is interpreted. For example, Peterson (2004) suggest-
ed that we should accept that some of the problems facing clinicians
cannot be studied by scientific methods. Accordingly, he argued that we
must rely on intuition and experience in such cases. In response to this,
Nathan (2004) suggested that one must be aware of the potential harm
that may occur to patients when there is no science to guide practice.
Rather than relying on intuition, he countered that the best practice
would be to offer no service in such situations rather than risk provid-
ing the wrong or harmful treatment.

Despite the large body of evidence available to clinical psychol-
ogists, science cannot provide a research-based solution for each
situation confronted by a clinician. From our perspective, an evidence-
based approach to clinical services involves the use of the research
evidence whenever it is available. However, when no research evidence
is available to guide services, the clinical psychologist can optimize
services by maintaining a scientific frame of mind. This involves taking

What role should intuition
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a systematic, questioning, and self-critical approach to determining
the relevance of a service and then monitoring its effects to determine
whether the outcome is primarily beneficial or harmful. Lilienfeld,
Lynn, and Lohr (2003) suggested this requires the clinician to strike
a balance between excessive open-mindedness (i.e., “anything goes”)
and excessive scepticism (i.e., “only proven services are acceptable”).
Science is an evolving compilation of ideas, theories, and facts. Science
is also a method of formulating and testing hypotheses. As you will
find in Chapter 4, the same type of scientific thinking that influences
methodological designs behind multi-million-dollar treatment studies
can also be employed by each individual clinical psychologist to ensure
that clients receive the most effective services.

So what, exactly, is the problem with the call from Peterson (and
many other clinical psychologists) for clinicians to use their intuition
and experience to guide their work? Intuition is often described as a
felt-sense about something that cannot be entirely described, put into
words, or accounted for. From a scientific perspective, the problem with
using intuition to guide service delivery is that, by definition, a sys-
tematic, questioning, and self-critical approach is the polar opposite of
intuition. From a health care system perspective, there is another issue:
how would you feel about a dentist, surgeon, or gynaecologist using
intuition in providing services to you or to someone you care about?
Imagine your reaction to a dentist who told you that she felt that fluo-
ride treatments were not useful, a surgeon who said he had a sense of
the tissue that needed to be removed and so did not rely on laboratory
analysis, or a gynaecologist who said she knew that some women find
PAP tests difficult and guessed you looked healthy enough so would not
bother with the test? Similarly, how would you feel on learning that a
psychologist failed to provide a treatment that was known to be effec-
tive for a problem such as agoraphobia, explaining that he had a strong
intuition that you would be better served by another approach?

What about relying on clinical experience? After all, it only seems
reasonable to assume that experienced clinicians are better than nov-
ice clinicians, doesn’t it? Unfortunately, this assumption is contradicted
by most research on clinical psychologists and other health service
providers. Numerous studies have shown that when given identical
information, experienced clinicians are no better than clinicians in
training at making accurate, valid decisions (Garb, 1998). The main
reason that experience does not necessarily guarantee the highest
quality service is that it is exceedingly difficult to learn from clinical
experience. Clinical psychologists must frequently deal with complex
and ambiguous situations in which they must make decisions and, in
almost all instances, they receive no feedback about the accuracy of



these decisions (Garb & Boyle, 2003). Without corrective feedback, it
is extremely unlikely poor practices can be detected and stopped or
that good practices can be identified and enhanced. Therefore, a scien-
tifically oriented clinical psychologist must be constantly aware of the
need to check his or her assumptions and activities.

We often rely on the basic assumptions of a theoretical orientation
to guide our clinical practice. That is, of course, the whole point of a
theoretical orientation: it directs the clinician’s attention to phenomena
and to possible explanations that are deemed most relevant, and it di-
verts attention from aspects of the client’s experience that are deemed
irrelevant. It must be remembered, however, that theories of human
functioning are essentially maps and that, to truly know if the map is
accurate, it must be put to the test. Sometimes, theories are wrong, and
the failure to test a theory can have serious consequences. You may re-
call from previous psychology courses how Freud became puzzled at the
number of young female patients who reported sexual abuse. It seemed
inconceivable to him that so many women had been abused as children,
so he developed an alternative explanation or theory that these women
were expressing sexual fantasies. Freud’s theories carried great convic-
tion and were accepted as correct without scientific testing. Surveys
conducted many years later revealed that alarming numbers of children
of both genders are, indeed, sexually abused. It is deeply troubling to
think of the very serious consequences suffered by many people because
of reliance on the credibility and authority of the proponent of a theory,
rather than on data stemming from appropriate tests of the theory.

Fortunately, most theorists have permitted their theories to be sci-
entifically tested. The best illustration of this is the work of Carl Rogers.
As you learned in Chapter 1, Carl Rogers proposed that therapy must
provide a supportive environment in which clients reconnect with as-
pects of themselves and thereby discover their potential for growth.
Rogers balanced his own strong convictions with powerful advocacy
of the need for research into psychotherapy. He masked the identity
of his clients, then provided researchers with transcripts of his therapy
sessions. Truax (1966) analyzed sessions of a successful long-term
therapy case to determine whether client-centred therapy’s key thera-
peutic condition of unconditional positive regard occurred and, if it did,
whether it was linked to positive client outcomes. Contradicting Rogers’
own model, Truax found that Rogers did not provide positive regard
unconditionally. Instead (consciously or unconsciously), he employed
empathy, acceptance, and directiveness as reinforcers of selective cli-
ent behaviour. In other words, consistent with basic learning models,
Rogers shaped client behaviour over the course of the therapy and used
the reinforcers of empathy and acceptance to bring about client change.
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So, for example, he paid more attention when the client talked about
emotions than he did when the client talked about other issues. This
is, of course, important information about how a therapist can help a
client change, but it also illustrates that the client-centred condition of
unconditional positive regard is not likely to be a key aspect of suc-
cessful treatment. We owe a debt of gratitude to Carl Rogers for being
more concerned with learning about the process of change than he was
about promoting his own views. Adopting a scientific position involves
putting our ideas to the test and risking the discovery that some ideas
that make a lot of sense to us may, in fact, be wrong. The best scientists
are driven by curiosity that is twinned with openness to input and a
willingness to be proved wrong.

Basing clinical psychology services on research is crucially im-
portant, but so is the need to provide services ethically. The modern
interest in developing ethical codes for research and professional ser-
vices can be traced to the Nuremberg war crime trials that occurred
after the Second World War (Sinclair, 1993). After the horrific discovery
of atrocities conducted by the Nazis under the guise of medical science,
a code of ethics in medical research was developed. This code was the
first to incorporate the idea that the person who is being experimented
on must understand what is being done and must agree to participate.
This concept of is applied both to patients and to re-
search participants and is the cornerstone of professional and research
ethical codes. The American Psychological Association (APA) devel-
oped a code of ethics for psychologists shortly after the Second World
War and has revised it several times, most recently in 2010 with amend-
ments that underline that ethical principles must always respect basic
principles of human rights. Within Canada, there was agreement to
adopt the early versions of the APA code of ethics and it was not until
the 1980s that a uniquely Canadian code of ethics for psychologists was
developed. The Canadian code was designed to reflect Canadian legal
traditions, apply to all areas of psychology, and serve as a teaching tool.



The Canadian Code of Ethics for Psychologists published by the
Canadian Psychological Association (2000) is now in its third edition
and is intended to provide guidance to all members of the CPA in all the
capacities in which a psychologist might function, including research,
clinical service, teaching, consultation, administration, and social
policy activities. The same ethical standards are expected of psycholo-
gists in all their roles.

There are four ethical principles in the Code: respect for the dignity
of persons, responsible caring, integrity in relationships, and responsi-
bility to society. A definition is provided for each principle and a list
of specific ethical standards illustrates the application of the principle.
These standards include minimal expectations about the attitudes and
behaviours of Canadian psychologists performing their work as psy-
chologists. Two examples illustrate the nature of these standards. Under
the principle of respect for the dignity of persons, there is a standard
regarding non-discrimination. According to this standard, psychologists
should not practise, condone, facilitate, or collaborate with any form of
unjust discrimination. Under the principle of responsible caring, there is
a standard regarding the maximizing of benefits: psychologists should
select interventions that are relevant to the needs and characteristics of
the client and that are likely to be effective based on established theory
or empirical evidence. Psychologists also have an ethical obligation to
ensure that their services are not affected by their own distress, an issue
discussed in Viewpoint Box 2.2.

VIEWPOINT BOX 2.2

Ethical codes require psychologists to be self-aware and
not to offer psychological services when their own func-
tioning is impaired. Just as any health care professional
should not offer services when suffering from incapacitat-
ing allergies or a vicious flu virus, psychologists should not
offer psychological services when their own emotional
health gets in the way of them doing their job effectively.

Psychologists are not immune from the life events that
affect everyone. Like everyone else, psychologists expe-
rience painful events such as the death of a loved one,
serious illness, or accidents. Psychologists are human:
they sometimes doubt their professional competence,

they have children who get into trouble, they argue
with their partners, worry about their elderly parents,
and feel lonely when they are away from their friends
and loved ones for an extended time. Not surprisingly,
in a survey of 522 practising psychologists, Sherman
and Thelen (1998) found that the more life events psy-
chologists experienced, the more impairment in profes-
sional roles they reported.

Like many health care professionals, psychologists face
challenges in effectively managing their time, mak-
ing sure that they find a balance between offering
services, writing notes and reports, answering phone

CONTINUED . . .



calls, supervising training activities, providing service
to the profession, and engaging in continuing edu-
cation to keep up to date with research advances in
the field. Furthermore, the nature of their work may
expose psychologists to particular stressors. People
often wonder how psychologists cope with a profes-
sional life spent working with troubled clients who
have experienced trauma or abuse or who are angry,
sad, afraid, confused, or difficult to get along with.
Sherman and Thelen reported that almost three-
quarters of the psychologists who responded to their
survey worked with clients who had serious emo-
tional problems or who were suicidal. A meta-analysis
of studies of psychotherapists’ work lives found that
those who reported working long hours and who felt
as though they made greater effort than their clients
did reported greater emotional exhaustion. Those who
felt that they received constructive feedback at work
reported a higher sense of personal accomplishment
(Lee, Lim, Yang, & Lee, 2011).

Concern has been expressed that working with people
who have experienced trauma can cause psychologists
to experience symptoms such as intrusive thoughts,
extreme distress, and changes in beliefs and attitudes.
This phenomenon has been referred to as vicarious trau-
matization, burnout, compassion fatigue, and second-
ary traumatic stress. Although there has been a great
deal of clinical attention to this phenomenon, there has
been relatively little systematic research on the topic.
Reviews (e.g., Elwood, Mott, Lohr, & Galovski, 2011;
Sabin-Farrell & Turpin, 2003) found evidence that mental
health professionals have emotional responses to hear-
ing traumatic material, but noted that these responses
are a natural and short-term reaction. Some studies
have found more intense psychological distress to be
associated with the percentage of trauma survivors in
the caseload and to being newer to that type of work.
Research has not demonstrated evidence that work-
ing with trauma survivors is associated with changes in
beliefs and attitudes.

©iStock.com/Ridofranz

Regular exercise promotes good health and can aid in
dealing with work stress.

Research has found that psychologists engage in a
number of health-promoting activities. Work-related
strategies include taking breaks during the workday,
consulting with colleagues on difficult issues, practising
good time management such as scheduling time for
paperwork and phone calls, and limiting the caseload
in terms of both volume and the types of clients seen.
Other health-promoting activities include devoting time
to hobbies, taking vacations, engaging in regular exer-
cise, and taking part in church and spiritual activities. A
survey of 595 psychologists conducted by Rupert and
Kent (2007) underlined the importance of having a
sense of humour, maintaining a balance between work
and personal life, and spending time with friends and
family. In dealing with personal and professional chal-
lenges, psychologists engage in constructive problem-
solving. Psychologists also seek psychological services
to address serious difficulties. So, just as a dentist needs
to practise oral hygiene and have regular checkups,
psychologists need to adopt healthy lifestyles and seek
professional help when they encounter difficulties.

A small but growing literature identifies ways that psy-
chologists show resilience in their work with trauma-
tized individuals. They report enhanced compassion,
re-evaluation of the significance of their own problems,
as well as a sense of satisfaction from being able to
help others and an appreciation of the human capacity
to heal and to recover from exposure to unimaginable
horrors (Horrell, Holohan, Didion, & Vance, 2011).
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Several features of the Canadian Code set it apart from other
codes of ethics for psychologists (Hadjistavropoulos, 2011; Sinclair,
1998). First, all versions of the Code were developed from an analysis
of the international and interdisciplinary literature on codes of ethics.
Second, empirical methods were used to incorporate the knowledge
of Canadian psychologists into the Code. Third, an explicit model of
ethical decision-making is embedded in the Code, in contrast to other
codes that rely primarily on absolute and prescriptive standards. So,
instead of listing what psychologists should and should not do, the de-
cision-making model promotes a way of thinking and a way to resolve
apparent dilemmas or situations in which two principles seem to con-
flict. There is evidence that the model works well, as both psychologists
and non-psychologists are able to use the principles to achieve accept-
able solutions to ethical dilemmas (Seitz & O’Neill, 1996). Fourth, the
Code uses differential weighting of the four ethical principles so that it
is clear that respect for the dignity of persons should usually be given
greater weight in decision-making than the principle of responsibility to
society. Overall, there is evidence that, compared with other codes, the
Code meets the goal of enhanced educational value and provides a clear
rationale for decision-making (Malloy, Hadjistavropoulos, Douaud, &
Smythe, 2002; Hadjistavropoulos, 2011).

Psychology programs are extremely popular in all universities and
colleges. Data from the Canadian Association of University Teachers
(CAUT) convincingly demonstrate that psychology is very attractive
to students (CAUT, 2012). With 429 doctorates awarded in psychology
in 2009/2010, psychology was surpassed only by engineering (1,050
doctorates) and by biological and biomedical sciences (843 doctorates)
and in terms of the number of doctorates awarded within a discipline
(CAUT, 2012). The majority of students enrolled in psychology doctoral
programs were women (74.8%).

For many vyears, clinical psychology has been the most popular
field within graduate programs in psychology. Clinical psychology pro-
grams attract far more applications than do other graduate programs
in psychology and they also graduate more students. The 2011 data



How does training in
the different models
of clinical psychology
(scientist-practitioner,
clinical scientist, and
practitioner-scholar) prepare
students for different types of
positions in clinical psychology?

for American universities show that 34% of doctorates in psychology
were in clinical psychology. In comparison, 12% of Ph.D awarded that
year were in counselling psychology and 3 % were in school psychology
(National Opinion Research Center, 2012).

Three models guide the training of clinical psychologists: the
scientist-practitioner model, the clinical scientist model, and the practi-
tioner-scholar model (McFall, 2006). Most doctoral programs awarding
the Ph.D. in clinical psychology endorse the scientist-practitioner model.
This training model was first endorsed by the American Psychological
Association at a training conference held in Boulder, Colorado (Raimy,
1950), and is known as the Boulder model.

In the , graduate students must devel-
op and demonstrate competencies in research and psychological service
provision. As in any other Ph.D. program, students demonstrate com-
petency in research by undertaking original research, which they write
up in a dissertation and successfully defend in an oral examination.
Clinical skills, such as interviewing, test administration, assessment
report writing, psychotherapy, and clinical consultation are learned in
practicum training throughout the program. These skills are enhanced
and refined during the internship year, a period in which the student is
employed full-time to deliver psychological services under the supervi-
sion of licensed psychologists in an organized health care setting.

The guiding philosophy underlying the scientist-practitioner model
is that clinical psychologists should be capable of producing research
and using empirical evidence to guide their clinical services. There is
substantial variability among scientist-practitioner oriented programs re-
garding the relative balance of science and practice in training and, more
importantly, regarding the manner in which students are trained in the
integration of science and practice (Sayette, Norcross, & Dimoff, 2011).
Some programs that strongly promote the development of research skills
now identify themselves as espousing a , amodel
in which the primary goal is to have graduates who are equipped to con-
tribute to the knowledge base of psychology and related disciplines.

In the 1950s and 1960s, most graduates from Boulder model pro-
grams were employed in practice settings with primary responsibility for
clinical service. These psychologists very rarely conducted any research
after completing the doctoral dissertation. At a training conference in Vail,
Colorado, participants expressed their dissatisfaction with the manner
in which the scientist-practitioner model was applied in many training
programs and developed a new model, the )
which was refined at subsequent conferences (Peterson et al., 1991).



The practitioner-scholar model emphasizes training in the clini-
cal skills that most clinical psychologists need in a service setting
and places less emphasis on research skills taught in Ph.D. programs.
Programs training students in the practitioner-scholar model offer a
different degree, the Psy.D. Many Psy.D. programs have developed re-
search requirements that include considerable research training and
the completion of a research project. Compared with Ph.D. programs,
Psy.D. programs place less emphasis on experimental designs and large
sample analyses and greater emphasis on naturalistic designs and the
evaluation of individual cases or service-oriented programs. In general,
Psy.D. programs are designed to train research consumers who are in-
formed by science in their service activities, but who do not need the
skills to conduct research.

In both the United States and Canada, all Ph.D. programs in pro-
fessional psychology are offered by universities. In the United States,
Psy.D. programs are found both at universities and in free-standing
professional schools. Many in the profession have expressed concerns
about the proliferation of the free-standing schools. Critics note factors
that negatively affect the quality of students’ training, including larger
class sizes, lower financial support, and an overreliance on part-time
instructors with little experience in research or teaching (McFall, 2000).
In Canada, because of the concerns about the quality of training offered
in some free-standing professional schools, Psy.D. programs can be of-
fered only in universities.

The main distinction between Ph.D. and Psy.D. models of train-
ing is the weight given to science and practice. Using survey data from
APA-accredited scientist-practitioner and practitioner-scholar programs,
Cherry, Messenger, and Jacoby (2000) found distinct profiles consistent
with the nature of each model. Students in each type of program had
comparable amounts of clinical service delivery during their training,
but students in scientist-practitioner programs were more involved in
research than were students in practitioner-scholar programs. Similarly,
graduates of both programs spent the majority of their professional time
providing clinical services (around 60%), whereas graduates from sci-
entist-practitioner programs spent more time in research activities than
did graduates from practitioner-scholar programs (10% versus 2%).

There are other important factors to consider, however, in selecting a
training program. Norcross, Ellis, and Sayette (2010) compared the charac-
teristics of APA-accredited clinical psychology programs across five types
of programs on the practice-research continuum, ranging from free-stand-
ing Psy.D. programs and university professional school Psy.D. programs
to practice-oriented Ph.D. programs, equal-emphasis Ph.D. programs, and
research-oriented Ph.D. programs. The overall acceptance rate into clinical



programs was 17%, but it ranged from a high of 50% in free-standing
Psy.D. programs, declining across the practice research continuum to a
low of only 7% acceptance in research-oriented Ph.D. programs.

If you are considering applying to graduate school in clinical psy-
chology you will want to learn not only about acceptance rates, but
also about the financial support typically offered in different types of
programs (unless you are very wealthy or have recently won the lot-
tery). Financial assistance can be in the form of a fee waiver, some
kind of fellowship or assistantship, or a combination of fee waiver and
assistantship or fellowship. Norcross and his colleagues found that the
likelihood of funding was lowest in free-standing Psy.D. programs, in
which only 1% of incoming students could expect a waiver and assis-
tantship or fellowship. Funding increased in a linear fashion across the
continuum, so that the highest support was offered in research-oriented
Ph.D. programs, in which 89 % of incoming students received both a fee
waiver and assistantship or fellowship. Across all clinical psychology
programs, students took about 6 years to complete the program, includ-
ing the internship. Length of time in the program also increased linearly,
with students graduating with a Psy.D. from a free-standing school in a
mean of 5 years and students in Ph.D. programs in a mean of 6.3 years.

In terms of theoretical orientation, there are some clear differences in
programs as well. Although behavioural and cognitive-behavioural orien-
tations are the dominant orientation in all clinical psychology programs,
the highest number of faculty endorsing cognitive-behavioural orientations
is in research-oriented Ph.D. programs (74% versus 28 % in free-standing
Psy.D. programs). Humanistic/phenomenological approaches are more
commonly endorsed by faculty in free-standing professional schools
(18%) than they are by faculty research-oriented Ph.D. programs (6%).

The American Psychological Association (APA) was the first to develop
an process designed to ensure that training programs main-
tain standards that meet the profession’s expectations for the education



of clinical psychologists. In 1969, the Ontario Psychological Association
(OPA) developed accreditation guidelines for university programs and
hospital internships in the province. By 1980, there were four Canadian
university training programs accredited by APA and six Ontario uni-
versity training programs accredited by the OPA (Doyle, Edwards, &
Robinson, 1993). In response to the growth of clinical psychology train-
ing throughout Canada, accreditation standards and processes were
established by the CPA in 1984. A few years later, in recognition of
CPA accreditation, the OPA ceased its accreditation activities. In 2008,
the APA discontinued the accreditation of programs outside the United
States, such that after 2015, no Canadian programs will be accredited
by the APA. However, the Academy of Psychological Clinical Science
(acadpsychclinicalscience.org) will soon begin accrediting university
training programs and internship programs that emphasize training in
a clinical scientist model. It is possible that some Canadian institutions
will apply to be accredited by this organization.

Until 1998, the CPA had consistently reaffirmed the scientist-
practitioner model of training as the only acceptable form of training in
accredited clinical psychology programs. A change of policy occurred
in 1998 with the CPA’s approval of the accreditation of Canadian Psy.D.
programs. The CPA accreditation requirements for such programs are
very similar to those used for accrediting Ph.D. programs and stipulate
that, to be eligible for accreditation, a Psy.D. program must be univer-
sity based. Thus, both the APA and CPA have accreditation criteria for
evaluating the quality of clinical psychology training in the two clini-
cal training models. A program that receives accreditation from one or
both associations has therefore met the high standards of training set
by the profession, and graduates from the program are likely to receive
some of the best training available in clinical psychology. Students are
therefore strongly advised to seek training in an accredited clinical psy-
chology program. Table 2.4 lists the professional psychology programs
in Canada that are accredited by the CPA. All of the English-speaking
programs are Ph.D. programs. In Quebec, two universities offer both
the Ph.D. and the Psy.D. (referred to as D.Psy.).

A major challenge facing all training programs is to ensure that stu-
dents are prepared to provide psychological services to an increasingly
diverse population. The 2006 census revealed that, with growth in im-
migration, one in six Canadians belongs to a visible minority (Statistics
Canada, 2008a). There has also been growth in Canada’s Aboriginal pop-
ulation, which passed the one-million mark in 2008 (Statistics Canada,
2008b). Because the issue of diversity is influenced by geographical,
historical, and sociological factors, there is no single way for clinical psy-
chology training to address diversity training. For example, think of the

How can a psychologist
prepare for all the diversity
he or she will encounter in
a professional career?
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TABLE 2.4 = Professional Programs Accredited by the Canadian Psychological Association

Alberta

University of Alberta
University of Calgary
British Columbia

Simon Fraser University

University of British Columbia

University of Victoria
Manitoba

University of Manitoba
New Brunswick
University of New Brunswick
Nova Scotia
Dalhousie University
Ontario

Lakehead University
Queen’s University
Ryerson University
University of Guelph
University of Ottawa
University of Toronto, OISE
University of Waterloo
University of Windsor
Western University
York University
Quebec

Concordia University
Laval University

McGill University
Université de Montréal
Saskatchewan
University of Regina

University of Saskatchewan

*There are two accredited programs, one in clinical developmental psychology and one in adult clinical psychology.

Ph.D.

Ph.D.
Ph.D.
Ph.D.

Ph.D.

Ph.D.

Ph.D.

Ph.D.
Ph.D.
Ph.D.
Ph.D.
Ph.D.
Ph.D.
Ph.D.
Ph.D.
Ph.D.
Ph.D.*

Ph.D.
Ph.D., D.Psy.
Ph.D.
Ph.D., D.Psy.

Ph.D.
Ph.D.

Ph.D.
Ph.D.

Ph.D.

Ph.D.

Ph.D.

Ph.D.

Ph.D.



challenges for a training program in developing a curriculum and a set
of training experiences to educate students in working with indigenous
peoples. Such programs in Canada, the United States, and New Zealand
would look very different for several reasons. One reason for these
differences would be the degree of cultural heterogeneity within the in-
digenous population (greater in North America than in New Zealand).
Another reason for the differences would stem from the history of rela-
tions of the indigenous communities with the dominant culture in each
country. The history of open conflict and of treaty agreements is starkly
different when comparing the First Nations and Inuit in Canada, the
Native Americans in the United States, and the Maori in New Zealand.

Even neighbouring countries such as Canada and the United States
differ dramatically with respect to population characteristics such as
age and income. Bowman (2000) noted major differences in the cultural
composition of the two countries. She also noted that visible minorities
constitute a smaller proportion of the Canadian than the U.S. popula-
tion. The most common cultural origins of Canadian visible minorities
are (in descending order of frequency) Asian, First Nations, and African.
For the American population, the most common origins of visible
minorities are (again in descending order of frequency) African, Latin
American, Asian, and Native American. Differences in linguistic diver-
sity are also important to consider. A larger proportion of Americans
than Canadians speak English at home. Furthermore, Canada has twice
as many new immigrants per capita as does the United States.

Clinical psychologists must be aware that in addition to culture and
language, diversity encompasses age, income, sexual orientation, dis-
ability, family structure, and geographical location. Those wishing to
provide services in a rural setting, for example, need to be aware of the
distinct nature of stressors people face in rural areas (e.g., higher levels
of unemployment and accidents) and of the fact that rural areas tend to
have higher levels of indigenous people and people with a lower overall
level of education compared with urban settings (Barbopoulos & Clark,
2003; Helbok, Marinelli, & Walls, 2006). In Chapter 11, we describe an
innovative program to offer services to people living in remote areas, as
well as a program to train psychologists for rural practice (Mcllwraith,
Dyck, Holms, Carlson, & Prober, 2005).

Because of the myriad ways in which diversity is expressed in a
country, it is highly unlikely that all clinical psychologists could devel-
op special knowledge of all the types of diversity they may encounter.
What is more important (and more respectful of the ways in which
diversity might be expressed among a psychologist’s clients), therefore,
is for a psychologist to (a) be aware of diversity issues, (b) be open
to discussing these issues with clients (when appropriate), (c) have



the interpersonal skills to effectively communicate about these issues,
and (d) have the research skills to interpret and design research that is
sensitive to diversity factors (cf. Hertzsprung & Dobson, 2000; Whaley
& Davis, 2007). Attention to diversity issues requires a balancing act in
which universal human norms, specific group norms, and individual
characteristics are considered in tandem with the continuum of normal-
abnormal behaviour.

Health care professionals are licensed to provide their services in the
jurisdiction in which they practise. Licensed health care professionals,
such as clinical psychologists, must meet minimal requirements for their
academic and clinical training and are required by law to provide ethi-
cal and competent services. They are also regulated by a professional
organization (e.g., a College of Psychologists) that holds them account-
able for their professional activities. Without some form of licensing,
there is no regulatory body to ensure that the public is protected when
receiving health care services.

requirements in clinical psychology vary from country
to country. In some countries, such as the United States, to become
a clinical psychologist requires training at the doctoral level. In most
European countries, a master’s degree is required, whereas elsewhere,
such as in Canada, Australia, and the UK, doctoral level training is
preferred, although it may be possible for someone with master’s level
training to become licensed as a clinical psychologist.

Table 2.5 provides information on the level of graduate train-
ing required for licensure in Canada. In some jurisdictions, those
with a master’s degree can be registered as psychologists; in oth-
ers, the title “psychologist” is reserved for those with doctorates,
and the title “psychological associate” is used for those with a mas-
ter’s degree. As we mentioned in Chapter 1, in 2009, there were
over 16,000 licensed psychologists and psychological associates in
Canada (Canadian Institute for Health Information, 2011). In British
Columbia and Ontario, the scope of practice of the two titles is
identical (i.e., those holding either title can provide all forms of psy-
chological service), whereas in Manitoba, a psychological associate
can practise only under the auspices of a supervising psychologist. In
all jurisdictions except British Columbia and Quebec, the registration
process involves a period of supervision by licensed psychologists
(or psychological associates) before a person is able to practise au-
tonomously. In most provinces, the length of this supervised period
is longer for those with a master’s degree, in recognition that doctoral



TABLE 2.5

Alberta

British Columbia

Manitoba

New Brunswick

Newfoundland & Labrador

Northwest Territories
Nova Scotia

Nunavut

Ontario

Prince Edward Island

Quebec

Saskatchewan

Yukon

Master’s

Doctorate
(Psychologist)
Master’s

(P. Associate)
Doctorate
(Psychologist)
Master’s

(P. Associate)
Doctorate

Master’s
Doctorate

Master’s
Master’s
Doctorate

Master's
Master’s
Doctorate
(Psychologist)

Master’s
(P. Associate)

Doctorate

Master’s
Doctorate

Master’s

No legislation governing
licensure of psychologists

Licensure Requirements for Psychologists in Canada

1 year post-master’s

1 year predoctoral

4 years' post-master’s

1 year predoctoral and
1 year postdoctoral
2 years' post-master’s

1 year predoctoral and
1 year postdoctoral

3 years’ post-master’s
1 year predoctoral and
1 year postdoctoral

2 years' post-master’s
1 year post-master’s

1 year predoctoral and
1 year postdoctoral

4 years' post-master’s
1 year on registry

1 year predoctoral and
1 year postdoctoral

4 years’ post-master’s and
1 year on registry

1 year predoctoral and

1 year postdoctoral

2 years' post-master’s
2,300 hours supervised
predoctoral

1 year post-master’s

*Note: P. Associate = Psychological Associate; EPPP = Examination for Professional Practice in Psychology.

EPPP*

Oral

EPPP
Jurisprudence
Oral

EPPP
Jurisprudence
Oral

EPPP
Oral
EPPP
Exam may be required
EPPP
Oral
Exam may be required

EPPP

Jurisprudence
Oral

EPPP

Oral
None

EPPP
Oral



applicants receive far more supervised training during their graduate
degree.

The final requirement for registration in most jurisdictions involves
examinations of knowledge of psychological and professional issues.
Typically this includes a written examination of knowledge of basic
and applied psychology (the Examination for Professional Practice in
Psychology [EPPP] is a standard exam used across North America, set
by the Association of State and Provincial Psychology Boards) and an
oral examination that assesses knowledge of professional practice,
professional ethics, and jurisprudence relevant to the practice of psy-
chology. British Columbia and Ontario also require that psychological
associates and psychologists pass a written examination that covers
jurisprudence and ethical issues. As is readily evident from Table 2.5,
even after a person completes a graduate degree in psychology, it takes
at least another year before he or she has the right to use the title
“psychologist” and to autonomously offer psychological services to the
public.

As Table 2.5 demonstrates, there is considerable variability in
licensure requirements across Canada, including variability in edu-
cational requirements, supervision requirements, and examination
requirements. To ensure that psychologists licensed in different prov-
inces have comparable levels of competence in providing services to
the public, representatives of the regulatory bodies responsible for
the licensing of psychologists and psychological associates in Canada
signed a Mutual Recognition Agreement (MRA) in 2001. The MRA speci-
fies that, to be licensed as a psychologist or psychological associate in
Canada, an individual must have been evaluated as possessing core
competencies in interpersonal relationships, assessment and evalua-
tion, intervention and consultation, research, and ethics and standards.
Before the agreement was fully implemented, provincial legislation that
governs the practice of psychology had to be changed.

A fundamental goal of the MRA was to establish the conditions
under which a licensed psychologist could have his or her qualifica-
tions recognized in another Canadian jurisdiction. The MRA should
also prove to be a significant benefit for the public. Currently, it is pos-
sible to become registered as a psychologist without having completed
a training program in clinical psychology (accredited or unaccredited).
In Canada, all that is required in any jurisdiction is a graduate degree in
psychology. This made sense at a time when there were few accredited
clinical psychology programs. We recognize that many competent clini-
cal psychologists who have made important contributions to the field
obtained their training outside of accredited programs. In our opinion,
however, the profession of clinical psychology has developed to the



point where the completion of a clinical training program (preferably
one that is accredited) should be the academic requirement for licensing
and the ability to autonomously provide clinical services to the public.
In some American states, training in an accredited program (or train-
ing comparable to that received in an accredited program) is required
for licensure. Despite the fact that the number of accredited clinical
training programs in Canada has grown in recent years, the MRA does
not require that someone applying for licensure be a graduate of a
clinical program. The MRA does provide a set of very clear training
requirements that must be met by all people applying for licensure.
Therefore, individuals with graduate degrees in experimental psychol-
ogy who wish to become licensed will require additional training in
professional service provision to be eligible for licensure. Although this
falls short of the ideal of requiring accredited clinical training for licens-
ing, we see this as a significant step forward in the profession of clinical
psychology.

To assist students who may be considering a career in clinical psy-
chology, Appendix 2 describes procedures for applying to graduate
school in clinical psychology. The appendix begins with the important
question of how to decide whether pursuing training in clinical psychol-
ogy is the right choice for you. Subsequent sections address whether
you would be eligible for admission to a doctoral program in clini-
cal psychology, the application process itself, and, finally, strategies to
strengthen your application.

Clinical psychologists engage in diverse activities and are employed in
many different settings. Graduate training in clinical psychology involves
coursework, supervised practicum training, a doctoral dissertation, and
a full-time internship. There is debate within the field about the relative
weight that should be given to research in both training and the practice
of clinical psychology. In North America, there is an increasing number
of accredited programs with well-developed training models that vary in
research emphasis. Both science and ethics are important in the practice
of psychology, and Canada has been a world leader in the development
of a code of ethics to guide decision-making that is respectful of indi-
viduals and that promotes well-being.

Both across and within countries, there are different requirements
to become licensed as a clinical psychologist. Anyone considering a
career in clinical psychology should carefully consider these licens-
ing requirements before undertaking a course of graduate study in
psychology.



accreditation: a process designed to ensure that training programs maintain standards that meet
the profession’s expectations for the education of clinical psychologists.

clinical consultation: the provision of information, advice, and recommendations about how
best to assess, understand, or treat a client.

clinical scientist model: a training model that strongly promotes the development of research
skills.

informed consent: an ethical principle to ensure that the person who is offered services or who
participates in research understands what is being done and agrees to participate.

internship: the period of supervised training in the provision of psychological services that is
a requirement of the doctoral degree; sometimes referred to as residency; usually a one-year,
full-time period.

licensure: regulation to ensure minimal requirements for academic and clinical training are met
and that practitioners provide ethical and competent services; regulation of the profession helps
to ensure the public is protected when receiving services.

organizational consultation: services to an organization focused on developing a prevention or
intervention program, evaluating how well an organization is doing in providing a health care or
related service, or providing an opinion on policies on health care services set by an organization.

practicum: the initial supervised training in the provision of psychological services that is a
requirement of the doctoral degree; usually part-time.

practitioner-scholar model: a training model that emphasizes clinical skills and competencies as
a research consumer.

scientist-practitioner model: a training model that emphasizes competencies in research and
psychological service provision.
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The American Psychological Association provides information on accreditation as well as a listing of
accredited programs. It provides links to licensing organizations in the United States: www.apa.org

The Association of State and Provincial Psychology Boards is the association of Canadian and U.S.
licensing boards in psychology: www.asppb.org

The Australian Psychological Society provides information on licensure in Australia, including an
assessment of psychology qualifications for candidates from overseas who wish to be registered
as a psychologist in Australia: www.psychology.org.au/

The British Psychological Society includes an excellent publication, So you want to be a
psychologist, which is packed with information about training and careers in psychology in the
United Kingdom: www.bps.org.uk

The Canadian Psychological Association provides information on accreditation, as well as a listing
of accredited programs. It provides links to licensing organizations in Canada: www.cpa.ca

The New Zealand Psychological Society provides links to the regulatory body, the New Zealand
Psychologists Board: www.psychology.org.nz
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CLASSIFICATION AND
DIAGNOSIS

CHAPTER

INTRODUCTION

Every person is unique. Each has his or her own aspirations, goals, chal-
lenges, vulnerabilities, and problems. Everyone is influenced by genetics,
physiology, life experiences, and current life circumstances. Yet, as we all
know from daily experience, in order to describe, understand, and predict
the responses of others, we must search for common elements of human
behaviour in this ocean of uniqueness. To manage the complexities of life,
we tend to categorize, classify, and search for patterns. Without a way to
conceptualize and categorize the reactions of friends, family members,
and co-workers, it would be impossible for us to navigate through life.
Classification is also a central element of all branches of science
and social science. A classification system allows scientists to organize,
describe, and relate the subject matter of their discipline, whether it is
subatomic particles, microscopic forms of life, social systems, or celestial
bodies. A range of features can be used to classify objects or concepts,
including form, function, and purpose. Moreover, any object can be
classified in a number of ways: a stone can be classified based on its
composition, its shape, its value, its site of origin, or the geological period
in which it was formed. As we will see in this chapter, two key aspects
of the adequacy of classification systems are validity and utility (Kendell
& Jablensky, 2003). Validity refers to the extent to which the principles
used in classifying an entity are effective in capturing the nature of the en-
tity. Utility refers to the usefulness of the resulting classification scheme.
We begin our discussion of classification by considering the under-
lying structure of classification systems. As you will see in this chapter,
this issue is critically important in the diagnosis of mental disorders.
Classification can be based on a categorical approach in which an
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What are the benefits of
classification?

entity is determined to be either a member of a category or not. The
assumption underlying categorical classification is that there is an im-
portant qualitative difference between entities that are members of a
category and those that are not. An extreme example of a categorical
approach is to classify entities as living or non-living. A categorical
approach to psychopathology involves assigning a diagnosis such as
major depressive disorder: the person is judged to have the disorder or
not to have the disorder. In a categorical classification system, catego-
ries may or may not be overlapping, but those assigned to a category
should be very similar to one another.
In contrast to the categorical approach, a

to classification is based on the assumption that entities differ in the
extent to which they possess certain characteristics or properties. This
approach focuses on quantitative differences among entities and re-
flects the assumption that all entities can be arranged on a continuum
to indicate the degree of membership in a category. Weight and height
are prime examples of ways that dimensional approaches are used to
classify people. Within a dimensional classification system, the differ-
ent dimensions may or may not be related, but it is essential that the
dimensions reflect significant higher order constructs rather than sim-
ple descriptive features (e.g., a construct such as neuroticism, rather
than specific psychological phenomena such as sadness, nervousness,
loneliness, poor self-esteem, or poor self-confidence).

Child psychopathology researcher gathered in-
formation about children’s difficulties from multiple informants and then
used factor analysis to identify the symptoms that tend to co-occur (e.g.,
Achenbach, 2010; Ivanova et al., 2007). Achenbach’s work yielded two
broad dimensions of problems: externalizing problems and internalizing
problems. Externalizing problems are acting-out behaviours such as yell-
ing, destroying things, stealing, and showing aggression. Internalizing
problems refer to feelings of sadness, worry, and withdrawn behaviour.
Using a dimensional approach, a child’s functioning can be described



according to the intensity of externalizing and internalizing prob-
lems. Later in the chapter, we will examine ways in which these
two dimensions may underlie psychopathology across all age
ranges. Achenbach’s work also resulted in the development of
the Achenbach System of Empirically Based Assessment (ASEBA;
Achenbach, 2002). The ASEBA is a family of empirically derived
assessment tools to measure competence and problems (internal-
izing and externalizing) across the lifespan. We describe this set
of instruments in greater detail in Chapter 8.

Whether based on a categorical or a dimensional approach, ©iStock.com/skynesher
a is a classification based on rules used to How do you categorize people?
organize and understand diseases and disorders. When these
decision-making rules are applied to the symptoms of a specific individ-
ual, the classification system yields a that concisely describes
the symptoms that comprise the person’s condition. Exhibit 3.1 lists
some of the purposes of diagnostic systems used by psychologists and
psychiatrists. Most health care practitioners find diagnostic systems
useful, for all the reasons listed in the exhibit. Despite the advantages
of diagnosis, there are also possible drawbacks, such as stigmatization
of the person receiving the diagnosis and the potential for an inaccurate
diagnosis to result in harmful or inappropriate treatment. Most clinical
psychologists (whether practising in an institutional setting such as a
hospital or in a private practice setting) are required to diagnose a pa-
tient to determine if the patient is eligible for certain services (e.g., extra
academic support for students with learning disabilities). Furthermore,
many insurance companies require a diagnosis before authorizing reim-
bursement of the charges for psychological services.

Exhibit 3.1 The Purposes of a Diagnostic System for Mental Disorders

¢ Provide a concise description of essential aspects of the patient’s condition

¢ Reflect best current scientific knowledge of psychopathology

¢ Provide a common language for clinicians, researchers, and, increasingly, patients to use in discussing
mental health conditions

¢ Indicate possible causes of the current condition (i.e., etiology)

e Indicate possible future developments in the condition (i.e., prognosis)

¢ Provide guidance on possible co-existing problems or conditions that should be evaluated

¢ Provide guidance on treatment options to be considered

* Provide a key term that can be used by clinicians to search the scientific literature for the most current
information on the condition

¢ Provide a framework for determining reimbursement of health services and eligibility for special programs
or services
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Why should we care about
whether a behaviour is
abnormal or not?

As you learned in Chapter 1, modern attempts to classify and di-

agnose abnormal human behaviour began with the work of

, whose initial examination of dementia praecox (now called
schizophrenia) and manic-depressive insanity (now called bipolar
mood disorder) laid the foundation for current psychiatric diagnostic
systems. The so-called neo-Kraepelinian approach to classification has
several characteristics. These include viewing each diagnosis as a medi-
cal illness using specific criteria to define a category, and emphasizing
the importance of diagnostic reliability (Blashfield, 1991).

In the past few decades, this approach to psychiatric classification
has been augmented with elements of a . The defining
feature of the prototype model approach is that members of a diagnostic
category may differ in the degree to which they represent the concepts
underlying the category. As an example, if you think of all the features
pertinent to the category “mammals,” dogs are more prototypic of the
category than are platypuses. Applying the prototype model to psychi-
atric diagnosis implies that not all people receiving the same diagnosis
have exactly the same set of symptoms. Accordingly, in contrast to strict
neo-Kraepelinian assumptions, two people with the same diagnosis may
not have exactly the same disorder (i.e., the same set of symptoms) and
therefore may require somewhat different treatment.

In this chapter, we will present the classification and diagnostic
systems most commonly used by clinical psychologists. The examples
we will examine are the Diagnostic and Statistical Manual of Mental
Disorders (DSM) of the American Psychiatric Association and the
International Statistical Classification of Diseases and Related Health
Problems (ICD) of the World Health Organization. We will concentrate
much of our discussion on determining the validity and utility of a
diagnostic system. We begin by examining what constitutes abnormal
human behaviour and how researchers try to understand the ways such
behaviours develop into full-blown clinical disorders.

As we discussed in Chapter 1, clinical psychologists now provide a
range of psychological services to people with and without diagnosable
conditions. Therefore, you may wonder, who cares about determining
what constitutes abnormal behaviour? The quick answer is that most
of us care about whether our experiences and behaviours are normal
or abnormal. Many people consult psychologists to find out whether
the problems and symptoms they (or their loved ones) are experienc-
ing are normal or abnormal. For example, Ryan may be very concerned



that he and his wife are having occasional disagreements and do not
have sexual intercourse as often as they used to when they were first
married; Rebecca may be concerned that she sometimes feels sad about
the recent death of her father; Crystal may be worried about her son
Matt who counts backward from 100 and says a prayer every time he
begins to feel nervous; and Courtenay may be worried by the frequent
thoughts of hurting herself that seem to be put into her mind by other
people. In all likelihood, Ryan and Rebecca are experiencing normal,
predictable events that occur to almost everyone in a similar situation.
A responsible psychologist should convey this information to them and
determine whether any treatment is truly warranted. In some cases,
brief psychoeducation may provide sufficient reassurance. In contrast,
Crystal’s son Matt may be developing a clinical disorder (depending
on how much the activities interfere with his daily functioning), and
Courtenay is clearly having an experience that is abnormal. The psy-
chologist is likely to recommend further assessment and treatment for
Matt and Courtenay.

Abnormal behaviour is not just rare, unusual, or bizarre behaviour.
Determination of whether a behaviour is abnormal requires knowledge
of the context in which the behaviour occurs. Consider the following
behaviours: Lizzie throws herself on the floor when asked to do any-
thing such as take a bath, tidy up her things, or stop an enjoyable
activity; Paul cannot be left alone with the family pets as he treats them
roughly; Jonathon says he and his stuffed turtle are going on a magic
adventure; Heather often rubs her genital area in public; and Danielle
cries uncontrollably for extended periods and is disinterested in food.
Are these behaviours abnormal? Without more information, we cannot
say. One important issue is the person’s age. We will interpret Lizzie’s
temper tantrums and oppositional behaviour differently according to
whether she is 2, 22, or 82. If she is 2 years old, there is likely no cause
for alarm. Although the behaviour would be grossly abnormal for both
a 22-year-old and an 82-year-old, it is likely that the underlying cause
would be different at different ages. Similarly, rough treatment of ani-
mals is not unusual in a preschool-age child, but is often associated
with serious psychopathology when it occurs in older children. We can-
not judge the behaviour of Jonathon or Heather without knowing their
ages: what would be age-appropriate in a very young child would be
very troublesome in an adolescent or adult. Danielle’s sad behaviour
cannot be understood without knowing the context. If she has just
learned of the death of a loved one, her behaviour is likely part of a
normal reaction to grief. Her cultural heritage will also contribute to the
way in which her grief is expressed: in some cultures a grieving person
is expected to appear outwardly unmoved by a loss, whereas in other

©iStock.com/Linda Yolanda

Individuals may seek psychological
services to find out if their difficulties
are normal.

How does culture influence
definitions of normality
and abnormality?
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Without knowing the context of a
person’s behaviour, we cannot say
whether that person’s behaviour is
normal.
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cultures it may be common for the person to wail and rip her clothing.
Diagnostic criteria for many childhood disorders specify that the symp-
tom must be developmentally inappropriate. Therefore, the psychologist
must have a good sense of the range of normal behaviour in a particular
developmental period to be able to judge what is abnormal.

A approach examines problem be-
haviour in relation to the milestones that are specific to each stage of
development. This approach underlines that biological and psychologi-
cal systems are constantly changing. It also emphasizes the importance
of major developmental transitions (such as starting daycare, learning
to speak, going to high school, or moving into a long-term care facil-
ity) as well as disruptions to normal patterns of development (such
as loss of a loved one, the effects of poverty, or exposure to trauma).
Central to this approach is a reliance on empirical knowledge of nor-
mal development. So, for example, in understanding problems in very
young children, it is essential to be informed by research on a wide
range of issues, including interpersonal attachment, cognitive develop-
ment, and sleep patterns. Understanding difficulties that are evident in
preschool-age children requires, in particular, knowledge of language
development and of ways that adults promote children’s self-esteem
and self-control. Problems in school-age children can be considered in
the context of what we know about academic functioning, peer rela-
tionships, and harmonious families.

The developmental psychopathology approach has been particu-
larly useful in understanding problems of infancy and childhood, but it
can also be applied to help us understand the challenges of later phases
in development such as retirement. A developmental psychopathology
approach involves not only a snapshot of the client’s current difficulties,
but also consideration of the course of the problem if left untreated. The
adoption of this approach has allowed clinical psychologists to draw on
a vast literature about parenting, child neglect and abuse, the effects of
conflict on family members, cognitive changes over the life course, and
changing societal values when considering diagnostic issues.

No diagnosis is based on a single symptom. Diagnostic criteria always
include a cluster of symptoms that co-occur. Medical students often
report that, in learning about different disorders, they recognize symp-
toms that they have experienced and worry that they may suffer from
the serious disorder they are studying. Parents, too, hear about symp-
toms that are associated with childhood disorders and may be tempted



to speculate on a diagnosis of attention-deficit/ -
hyperactivity disorder to the child at the next table in

a restaurant who is whooping with delight and flick- ﬁ

ing food at a friend. \ ’
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many physical disorders and diseases. To date, there Children and adults express happiness in different ways.

are virtually no comparable lab tests available for men-

tal disorders. As a result, classification systems for mental disorders
rely almost entirely on the observation of symptoms. This means that,
in practice, most diagnostic decisions are derived largely from client
self-report data. (We discuss the use and value of data from multiple
informants in several subsequent chapters.)

Personal, cultural, or professional values influence the determi-
nation of what is abnormal or disordered. In defining abnormality, it
is extremely important to rely on scientific evidence, not just value
judgments. For example, beliefs based on theoretical models of hu-
man functioning may, at times, interfere with an ability to see forms
of psychological distress and suffering. One of the clearest examples is
the diagnosis of depression in youth. Although the problem of depres-
sion in adults has been recognized for centuries, until the 1980s mental
health professionals did not evaluate or treat childhood depression. The
major reason for this apparent negligence is that, based on tenets of
the dominant theoretical models, childhood depression could not oc-
cur. According to psychoanalytic models, depression is a disorder of the
superego. It is therefore impossible to develop depression until the stage
of development at which the superego emerges. Prior to this stage, a
child’s psyche is not sufficiently developed to use the types of defences
that result in the experience of depression. Application of behavioural
models developed on adults also made it impossible to detect depres-
sion in children. A primary symptom of adult depression is sadness.
However, children express both happiness and sadness in different ways
from adults. A very young child may laugh out loud, expressing sponta-
neous pleasure, or may sing, or skip exuberantly. Such overt expressions
of pleasure are unusual in adults. Adults may express sadness verbally,
whereas children are more likely to express disinterest or boredom.
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The Diagnostic and Statistical Manual of Mental Disorders, fifth edition
(DSM-5; American Psychiatric Association, 2013) defines a mental dis-
order in the following manner:

A mental disorder is a syndrome characterized by clinically
significant disturbance in an individual’s cognition, emotion
regulation, or behavior that reflects a dysfunction in the psy-
chological, biological, or developmental processes underlying
mental functioning. Mental disorders are usually associated
with significant distress or disability in social, occupational, or
other important activities. An expectable or culturally approved
response to a common stressor or loss, such as the death of a
loved one, is not a mental disorder. Socially deviant behav-
ior (e.g., political, religious, or sexual) and conflicts that are
primarily between the individual and society are not mental
disorders unless the deviance or conflict results from a dysfunc-
tion in the individual, as described above.

American Psychiatric Association (2013, p. 20)

This definition covers both what is and is not a mental disorder. It
is intended to underlie any diagnosis formulated and/or communicated
by a mental health professional using the DSM-5 classification system.

Thus, the diagnosis of a disorder does not just require the co-oc-
currence of a set of statistically rare symptoms or behaviours; it also
requires that there is something wrong or dysfunctional and that this
dysfunction causes harm to the individual or to those around him or
her, a concept that was originally referred to as
(Wakefield, 1992). In other words, some form of pathology is evident
and this pathology causes impairment. The requirement that both con-
ditions be satisfied is critical, as it is relatively common to have some
form of pathology without it necessarily resulting in impairment. For
example, a fear of heights that does not restrict a person’s usual daily
activities would not constitute a harmful dysfunction.

Terms such as dysfunctional and harmful are, of course, value-laden,
but as we presented in the section on developmental psychopathology,
research evidence can be used, at least partially, to operationalize these
concepts. Widiger (Widiger, 2004; Widiger & Sankis, 2000) has suggest-
ed that the concept of should be part of the definition of
mental disorder. That is, the resulting impairment must be involuntary
or, at least, not readily controlled. This addition is important, especially
in legal contexts, because it means that someone who intentionally and
willfully engages in unacceptable behaviour such as sexually abusing a



child or shooting participants at a summer camp would not be consid-
ered to have a mental disorder. Dyscontrol, however, is also a value-laden
term that is difficult to operationalize. After all, how can you accurately
determine whether another person is unable to control a behaviour or is
simply choosing not to control the behaviour? To give you a sense of the
work of clinical psychologists that contributes to the understanding and
treatment of people with schizophrenia, Profile Box 3.1 introduces you

to Dr. Christopher Bowie.

PROFILE BOX 3.1

| received my graduate training in clinical psychology and neuropsychology at
Hofstra University and Mount Sinai School of Medicine. My mentors, Drs. Mark
Serper and Philip Harvey, specialize in the assessment and treatment of schizo-
phrenia, arguably the most severe mental illness. | followed this education with
a postdoctoral fellowship at Hillside Hospital with Dr. Barbara Cornblatt, who
leads one of the most successful centres for the study of the risk for schizophre-
nia. My education and training occurred simultaneously at a university psychol-
ogy department and hospital psychiatry department. This allowed me access
to some of the most clinically interesting experiences | could imagine. | am
currently an associate professor at Queen’s University, where | direct a labora-
tory studying schizophrenia. | am also the head consulting psychologist for an

Courtesy of Christopher Bowie

After two years studying business and finance as an
undergraduate, | switched my major to psychology fol-
lowing two seemingly different classes: abnormal psychol-
ogy and perception. My professors shared a passion for
the science of psychology. Perhaps more importantly, they

Traditionally, we think of clinical psychologists having a
role in treating a wide range of mental disorders, but
the reality is that many of the more severely ill individu-
als, perhaps those who stand to benefit the most from
our services, are often considered to be “psychiatric”
patients. This distinction is important, because for sev-
eral decades it has guided the way treatments have
been offered and has meant that patients were offered

early-intervention-for-psychosis program.

opened the window for me into what the life of a psy-
chologist is like in an academic and hospital setting. | was
drawn to the concept of academic freedom, the scientific
search for answers to complicated questions about dis-
abling illnesses, and the ability to redefine each workday.

psychopharmacological rather than psychotherapeutic
interventions. The hallucinations and delusions that
those with schizophrenia often experience are the most
striking symptoms, and these respond well to medica-
tions. However, these symptoms alone actually explain
very little of the breadth and depth of problems func-
tioning in everyday life. As a clinical psychologist, | have
been able to use the tools of our profession to more

CONTINUED . . .



carefully examine the core of the illness and develop
treatments aimed at these symptoms. Thus, the goal

My research program at Queen’s University investigates
neurocognitive abilities and their relationship to every-
day functional outcomes in people with schizophrenia.
Many individuals with schizophrenia have a favour-
able clinical response when taking medications, but
they continue to struggle with living skills like going to
work, socializing, and living independently. Neurocog-
nitive impairments are present well before the person
who would later be diagnosed with schizophrenia even
experiences psychosis. Their early and lifelong pres-
ence make it difficult for those with schizophrenia to
attend to, learn, remember, sequence, and generalize
the wide range of skills that are typically acquired dur-
ing adolescence and early adulthood. Schizophrenia-
associated neurocognitive impairments interrupt the
acquisition of these critical developmental skills early
in life and continuously throughout adulthood. This
makes living independently, working, and socializing

Without carefully studying the etiological factors and
functional relationships of neurocognition, staging
effective clinical treatments is impossible. Our years of
examining the core features of cognitive impairment,
and how these deficits relate to different areas of func-
tioning, has led to the development of new treatments.

It is by treating the hyphen in the scientist-practitioner
link as a unifying rather than dividing symbol that
we can make substantial contributions to the qual-
ity of life for those with mental disorders. To me, the
re-emergence of psychology in the study and treat-
ment of schizophrenia and related conditions is a very
exciting phenomenon. Clinical psychology’s historical
contributions when many of those with the condition

of my work is balanced more on the improvement of
functioning than on the reduction of symptoms.

a challenge for many people with schizophrenia. My
work has identified neurocognitive impairments as a
key reason why many people with schizophrenia expe-
rience difficulties in these many domains of function-
ing. Building on my correlational research, | have more
recently examined the effects of a psychological treat-
ment called cognitive remediation. Thus, unlike brain
injury, where we are hoping to rehabilitate skills that
were lost, in schizophrenia we have to consider more
of a habilitative approach, to help people acquire the
skills that they never fully developed. My recent data
suggest that cognitive remediation works very well in
promoting gains in everyday living skills and behav-
iours, but these results are more likely to be mean-
ingful and durable if cognitive remediation is paired
with an explicit component that teaches these skills.
Interestingly, teaching these skills is much less effective
without also offering cognitive remediation.

In my clinical work with those who have early psycho-
sis, we continuously monitor treatment outcomes and
collect a wide range of baseline and treatment engage-
ment variables to determine who is recovering, at what
pace, on which abilities.

were living in institutional settings were important, but
now that those with schizophrenia are living in the
community, our field has more opportunities to help
understand and treat the condition using more of our
clinical tools than ever. A major challenge going for-
ward is convincing policy-makers that there is value in
short-term clinical care cost in the long-term plan to
reduce disability.



So, just how common are mental disorders? You may recall learning in
Chapter 1 of the Statistics Canada survey (2003) of the mental health
and well-being of Canadians aged 15 years and older which found that
1 out of every 10 Canadian adolescents and adults reported symptoms
consistent with a diagnosis of a mental disorder such as alcohol or illicit
drug dependence, a mood disorder (major depressive disorder or bipo-
lar disorder), or a serious anxiety disorder (social phobia, panic disorder,
or panic disorder with agoraphobia).

How does that rate compare with the rates in other countries? Using
diagnostic criteria from DSM-IV (the predecessor to DSM-5) for anxiety
disorders, mood disorders, impulse control disorders (such as bulimia
and attention-deficit/hyperactivity disorder) and substance abuse dis-
orders, the World Health Organization (WHO) Mental Health Survey
Consortium (2004) surveyed people 18 years of age and older in 14
countries: Colombia, Mexico, and the United States (the Americas);
Belgium, France, Germany, Italy, the Netherlands, Spain, and Ukraine
(Europe); Lebanon (the Middle East); Nigeria (Africa); and Japan and
China (Asia). All survey interviews were conducted in person by trained
interviewers. To ensure the comparability of data obtained from all
countries, the WHO Consortium used standardized interviewer training
procedures, WHO translation protocols, and numerous quality control
procedures. Sample sizes ranged from approximately 1,700 participants
in Japan to almost 9,300 participants in the United States. Twelve-
month prevalence data (i.e., the percentage of people in a year who met
diagnostic criteria) from this massive survey are presented in Table 3.1.

You will notice that the Statistics Canada survey had a broader age
range (15 and older, versus 18 and older), whereas the World Health
Organization data used broader definitions of disorder. As you can
see in the table, overall prevalence rates varied greatly from country
to country, ranging from 4.3% in Shanghai to 26.4% in the United
States. In all but one country (Ukraine), anxiety disorders were the
most common mental disorder, with mood disorders being the next
most common set of mental disorders. It is interesting to note that the
six countries included in the surveys that are classified by the World
Bank as having lower per capita income (China, Colombia, Lebanon,
Mexico, Nigeria, and Ukraine) had some of the lowest and highest total
prevalence rates. The authors of the report recognized that the failure
to include schizophrenia in the surveys was problematic. They argued,
however, that previous research has shown that many people diagnosed
with schizophrenia would also receive a diagnosis that was included
in the surveys. Therefore, the authors believed that the overall picture

What is the role of basic
research in psychology in
informing the diagnosis
of mental disorders? How
can we make sense out of
differing prevalence rates of mental
disorders among countries?



Prevalence of Selected Mental Disorders

TABLE 3.1

Colombia 10.0%
Mexico 6.8%
United States 18.2%
Belgium 6.9%
France 12.0%
Germany 6.2%
[taly 5.8%
Netherlands 8.8%
Spain 5.9%
Ukraine 7.1%
Lebanon 11.2%
Nigeria 3.3%
Japan 53%
China-Beijing 3.2%
China-Shanghai 2.4%

6.8% 3.9% 2.8% 17.8%
4.8% 1.3% 2.5% 12.2%
9.6% 6.8% 3.8% 26.4%
6.2% 1.0% 1.2% 12.0%
8.5% 1.4% 0.7% 18.4%
3.6% 0.3% 1.1% 9.1%
3.8% 0.3% 0.1% 8.2%
6.9% 1.3% 3.0% 14.9%
4.9% 0.5% 0.3% 9.2%
9.1% 3.2% 6.4% 20.5%
0.8% 1.7% 1.3% 16.9%
0.8% — 0.8% 4.7%
3.1% 1.0% 1.7% 8.8%
2.5% 2.6% 2.6% 9.1%
1.7% 0.7% 0.5% 4.3%

Adapted from the World Health Organization Mental Health Survey Consortium (2004).

of the worldwide prevalence of people meeting criteria for at least one
mental disorder is accurate.

Other studies have presented even higher estimates for the preva-
lence of mental disorders. Wittchen et al. (2011) reviewed the literature
on mental disorder prevalence in the member states of the European
Union (plus Switzerland, Norway, and Iceland) and re-analyzed exist-
ing data sets based on population samples from these countries. Unlike
the previous studies we described, Wittchen et al’s research included
data on all mental disorders, including neurological disorders, and on
all age groups. As a result, they estimated that each year approximately
38% of the European Union population suffers from a mental disorder
and/or neurological disorder. The most frequently occurring mental
disorders were anxiety disorders, insomnia, depression, somatoform
disorders, and alcohol and drug dependence. Based on disability data,
the most disabling disorders were depression, dementias, alcohol use
disorders, and stroke.

In addition to collecting prevalence data, the WHO Mental Health
survey also collected data on the disability and treatment of mental and
physical disorders (Ormel et al., 2008). The results from the survey may
surprise you. Across countries, mental disorders were viewed as be-
ing more disabling than physical disorders such as chronic pain, heart
disease, cancer, and diabetes. The disabilities associated with mental
disorders were seen as especially elevated in the spheres of social and



personal relationships. At the time of the interview, survey participants
with mental disorders were much less likely to be receiving treatment
for their disorders than were those with physical disorders, and this
was especially true for lower-income countries. Specifically, in higher-
income countries, 65% of all physical disorders were treated, compared
with 24% of mental disorders. For lower income countries, treatment
rates were 53 % for all physical disorders and 8% for mental disorders.

Knowing that millions of people worldwide suffer from mental dis-
orders and that these disorders cause substantial disability is important,
but it is also necessary to be able to imagine what life is like for an
individual who suffers from a mental disorder. To provide you with a
greater appreciation of what mental disorders are like, we have included
cases describing two people—Noah, an adolescent, and Melissa, an
adult—who were referred to us for the treatment of anxiety symptoms.
The cases we present in the book are based on our clinical practice.
Whenever we present an example of a person suffering from a mental
disorder, we have taken care to conceal the person’s identity by chang-
ing their names and some parts of the background information. You
will learn more about the services Noah and Melissa received in later

chapters, when we focus on assessment and intervention.

NOAH

Noah is a 13-year-old boy whose family left his coun-
try of origin when he was 10. He was referred for
psychological services to address symptoms of anxiety,
hypervigilance, and sleep disturbance. According to
his mother, Noah was a normal child whose birth and
early childhood were unremarkable. However, when
Noah was 3 years old, his country suffered extreme
strife and conflict that culminated in ethnic cleans-
ing. Noah, his mother, and twin sister were separated
from his father and learned only months later that the
father had been brutally killed. Following the loss of
his father, repeated exposure to mob violence, and
months of sheltering from continued threat of death,
Noah displayed behaviour that is found in some very
young children’s response to trauma—he withdrew
from the world and became mute. Although he has
made remarkable progress and in many ways has a
normal life, to this day Noah continues to re-expe-
rience images of the scene in which the family was

fleeing for their lives, the small children clinging to
their parents. In addition, he re-experiences images of
corpses, blood, and body parts, drawn not only from
direct experience, but also from personal accounts he
has heard and media images he has seen.

As his mother attempted to rebuild the family life
following such horrific loss and exposure to violence,
Noah sought reassurance by clinging to two attach-
ment figures: his mother and his twin sister. The avail-
ability of these two people to provide comfort and
reassurance enabled him to gradually venture into the
world by attending school. During this time, as safety
was slowly re-established, Noah was surrounded by
evidence of the genocide. All the adults in his life
had experienced terror and loss. The fragile equilib-
rium that had been achieved by the time he was 9
years old was shattered when the family was exposed
to renewed threats of death unless they dropped
charges against those accused of killing Noah's father.



In contrast to the experience at the age of 3, when
he was too young to cognitively understand what
was happening and could respond only on an emo-
tional level, at the age of 9 Noah was intellectually
mature enough to understand that his family could be
harmed. He was terrified at the possibility of unpro-
voked attacks and at the risk of dying or losing yet
another family member.

Since leaving his country of origin, Noah has
begun the process of rebuilding his life. He attends
school and has friends with whom he enjoys spend-
ing time. He is a keen soccer player. Although he
and his twin no longer cling to one another, they
are very important to one another. Nevertheless,
Noah continues to be haunted by his experiences.
Images of the violence disturb his sleep. He is fearful
at night, unwilling to sleep alone, and troubled that
noises are of intruders coming to murder the family.
Battle scenes in movies evoke memories and a panic
response. Noah is troubled by talk about the geno-
cide experiences, covering his ears and yelling at his
mother to stop talking about it. Noah experiences
somatic symptoms of anxiety including pounding

MELISSA

Melissa is a married 27-year-old mother with a
6-month-old baby, Evan. Melissa was referred for
psychological services by her family physician due to
intrusive worries and repeated checking behaviours.
Melissa had a regular childhood in a loving family. She
describes herself as always having been a worried per-
son, but as never previously having sought psychologi-
cal services. Her husband, Erik, is a successful executive
in an information technology company. The couple
lives in a pleasant suburb and enjoys an above-average
income. They attend social activities associated with
Erik's work. In addition, Melissa attends a mother and
baby group with other young mothers whom she met
in prenatal classes. Melissa reports that in recent years
she has been increasingly preoccupied with worries
about making mistakes that might harm other people.

heart and dizziness. This symptom profile is consis-
tent with a diagnosis of post-traumatic stress disor-
der. In addition to experiencing unusual symptoms,
Noah shows clear evidence of harmful dysfunction:
the symptoms get in the way of him enjoying all
the regular experiences of a teenager, they inter-
fere with his sleep, and they are distressing to him.
Despite his best efforts and that of his family, Noah
is unable to control these symptoms.

Noah's current adjustment is a testament to his
mother’s resolute determination to create security for
her children. He has benefited from the secure life he
experienced prior to the genocide, by his mother’s
steadfast efforts to create a normal life, and by the
availability of a twin sister. However, he was exposed
not to a single life-threatening experience, but to sus-
tained life-threatening experiences over a prolonged
period. Nothing will erase the memories and psycho-
logical scars of his early childhood trauma. Toward the
end of the book, we will discuss evidence-based psy-
chological services that could reduce symptom sever-
ity, so that Noah will be able to function without daily,
debilitating anxiety.

She first became aware of these worries in her role as
a nurse. Having been proud of her profession for sev-
eral years, Melissa became preoccupied with worries
that she might make an error in dispensing medica-
tion and that one of the people in her care would be
harmed by her actions. As her worries increased, she
became progressively more distressed at the potential
harm she might cause, and devoted more and more
time to checking that she was not making errors. She
finally dealt with her stress by quitting her job when
she became pregnant with her first child.

Even though Melissa eliminated her work stress, she
continued to feel worried. She is particularly troubled by
fears when driving that she has inadvertently knocked
over a pedestrian or a cyclist. These thoughts are trig-
gered whenever she hits a bump in the road or if she



has momentarily lost concentration during her driving.
When Melissa has such thoughts, she imagines the vic-
tim lying injured in the road, so she circles back looking
for him or her. She has a tendency to stop the car and
examine the pavement for signs of blood. She may ask
passersby if they witnessed an accident or if they have
seen an injured person limping away. Only when she
has circled the area many times without discovering evi-
dence of an accident is she able to continue. Episodes of
checking delay most journeys, including grocery shop-
ping, trips out with the baby, and picking Erik up from
work. Even after she has searched for evidence, Melissa
is vigilant in listening to the radio and watching televi-
sion to check for reports of a hit-and-run accident. She
also quizzes people she knows about whether they have
heard about an accident.

As well, Melissa worries that she may accidentally
harm her baby. Cleaning the house poses a special
challenge, as she becomes distressed at thoughts she
may have spilled a household cleaning product near
the baby. She responds to these worries by chang-
ing the baby’s clothes and washing the area in which
the baby is located. The cleaning routines required to

reassure her that the baby has not been contaminated
with a toxic product can take several hours.

Melissa recognizes that these worries are unusual.
She believes her thoughts are excessive and that her
checking is out of proportion to the likelihood she has
actually caused any harm. She is embarrassed by her
symptoms and worries that other people will think
she is crazy. She is grateful to Erik for tolerating her
extreme thoughts and behaviours. Melissa’s symptom
profile is consistent with a diagnosis of obsessive com-
pulsive disorder.

Even though Melissa recognizes that these
thoughts and behaviours are out of proportion to the
likelihood that she has harmed anyone, she is unable
to control them. Her husband’s attempts at reassur-
ance and reasoning have also met with failure. Despite
his desire to be loyal and supportive, Erik is frustrated
at Melissa’s odd behaviours. Her need for reassurance
is emotionally draining and he is embarrassed to think
his wife may be crazy. In the assessment chapters,
we will present tools that can be used to assess the
extent of Melissa’s problems and describe the process
of assessing her difficulties.

Modern theories of the etiology of mental disorders are all based on a
biopsychosocial model. Although theories vary in the emphasis they
give to different factors within the general biopsychosocial model (e.g.,

some biological theories emphasize genetic elements, whereas most
psychological theories tend to emphasize cognitive, developmental,
and interpersonal elements), there is a consensus among psychopa-
thology researchers that the presence of a mental disorder is determined

What are the advantages
and disadvantages for a
young person such as Noah
of receiving a diagnosis of
a mental disorder?

by a blend of biological, psychological, and social factors (e.g., Kendler,
2008). Of course, the precise contribution of each of the three factors
is likely to vary from disorder to disorder. The contribution of these
factors may also change over the course of life: for example, in a lon-
gitudinal study of common fears, the impact of genetic factors that
influenced fear intensity during childhood tended to diminish over
time, whereas the impact of life experiences increased over time

(Kendler et al., 2008).
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Natural disasters are associated with
increases in anxiety disorders and in
posttraumatic stress disorder (PTSD).

In keeping with our emphasis on the need for empirical evidence
in evaluating theories and services, we move now to consider some
of the research on the development of abnormal behaviour. We have
space to highlight only a few of the most important issues in the emer-
gence of psychological disorders from the huge scientific literature on
this subject.

Research by Turner and Lloyd (2004) illustrates how the build-up of
life stress places people at risk for developing a disorder. In interviews
with more than 1,800 young American adults (aged 18-23 years), the
researchers asked about a wide range of major stressful experiences,
such as parental unemployment, being abandoned by one or both par-
ents, life-threatening illness, forced sexual intercourse, being shot at
with a gun, witnessing someone being seriously injured or killed, being
in a serious car crash, and experiencing physical abuse from a dating
partner. Some, but not all, of the experiences they asked about are
potentially traumatic. In addition, they asked questions about both cur-
rent psychological symptoms and lifetime experience of diagnosable
disorder. The researchers’ goal was to examine the links between stress
and first episodes (i.e., the first occurrence of a diagnosable condition)
of anxiety and depressive disorders. Of the 33 stressors they examined,
26 were associated with significantly increased risk of subsequently
developing an anxiety or mood disorder. Across gender and ethnic-
ity (Hispanic American, African American, and non-Hispanic white
American), the odds of developing a disorder increased with the num-
ber of stressors experienced.

A second example, using an interpersonal stress model, comes
from a study by Hammen, Shih, and Brennan (2004) that examined the
complex intergenerational transmission of depression among approxi-
mately 800 Australian adolescents and their mothers. The researchers
found that depression in maternal grandmothers predicted maternal
depression and interpersonal stress. The maternal depression, in turn,
influenced the mothers’ interpersonal stress and the development of
their children’s social competence. The interpersonal stress experi-
enced by the mothers also contributed to the children’s interpersonal
stress and to their children’s depression. The final piece of the stress/
disorder chain was that the poor social competence and high inter-
personal stress in the children predicted their own development of
depressive symptoms.

Although life stress is clearly implicated in the development of many
disorders, not all people exposed to major stressors develop a disorder
and, if disorders do develop, they do not do so at the same time or rate
for all people. As you will see in Viewpoint Box 3.1, the majority of
tsunami and hurricane victims do not meet criteria for diagnosis of a


http://iStock.com/Marina_Ph

mental disorder despite having experienced tremendous loss and dev-
astation. It is relatively easy to understand how a natural disaster can
provoke debilitating psychological symptoms—most of us can imagine
that we would feel distraught if we were to witness the sudden death of
many loved ones and the loss of our homes. It is equally important to try
to understand the variables that enable some people to survive trauma
without developing a psychological disorder.

VIEWPOINT BOX 3.1

Natural disasters such as tornados, floods, hurricanes,
and earthquakes strike with little warning and can
result in enormous devastation and loss of life. Each
year, many thousands of people experience such disas-
ters and, in this Viewpoint Box, we examine the psy-
chological effects that can accompany these tragic
events. Whether they occur in less developed countries
or in highly developed countries, disasters have the
potential to adversely affect the well-being of numer-
ous individuals, often for many months and years after
the disaster. Long after homes have been rebuilt and
life has returned to some semblance of normality, the
psychological scars will remain for some people.

In December 2004, a massive tsunami devas-
tated parts of East Africa and South Asia. The island
country of Sri Lanka was particularly affected, with
over 31,000 deaths, over 23,000 people injured, and
over half a million people displaced by the devasta-
tion. The scope of the disaster in southern Sri Lanka
was almost unimaginable: people lost family members
and friends; whole villages and towns were destroyed;
many people’s livelihoods were swept away by the
disaster; and much of the infrastructure supporting
daily life activities, including transportation and com-
munication systems, were wiped out in the region.
Initial studies of the disaster's psychological impact
indicated that approximately 40% of youth and 20%
of their parents experienced post-traumatic stress dis-
order (PTSD) four months after the tsunami (Wickrama
& Kaspar, 2007). Studies from other countries in the

affected regions also found high rates of PTSD as a
result of the disaster.

A little over a year and a half after the tsunami,
researchers conducted a thorough survey of one
severely affected region in Sri Lanka to determine
the prevalence of psychological symptoms and dis-
orders. Using questionnaires adapted for use in the
region, Hollifield et al. (2008) interviewed 89 adults
by approaching one-third of the 223 inhabited homes
in one town. Among their sample, 51% lost fam-
ily members in the tsunami, 80% lost friends, and
75% had extensive damage to their property and
belongings. One-quarter of respondents had mod-
erate to severe PTSD symptoms, 16% had clinically
elevated depression symptoms, and 30% had clini-
cally elevated anxiety symptoms. Taken together, the
researchers estimated that 40% of those interviewed
were experiencing mental disorders many months
after the tsunami.

In August 2005, Hurricane Katrina formed in the
Atlantic Ocean. After striking the Bahamas and Florida,
it crossed over the Gulf of Mexico, gaining strength
as it progressed. The Category 5 hurricane ripped into
several states, with its strongest effects felt in Alabama,
Louisiana, and Mississippi. As a result of the hurricane
and the associated storm surge, over 1,800 people
died, more than half a million people were displaced,
and over $100 billion in damages occurred. It was the
worst natural disaster in the United States for many
decades. Galea et al. (2007) surveyed over 1,000 adults

CONTINUED . . .



living in the affected areas in Alabama, Louisiana, and
Mississippi. Several months after the hurricane passed,
over a quarter of these people met criteria for an anxi-
ety or mood disorder and 12.5% met criteria for PTSD.
Among the residents of New Orleans, a city devastated
by the hurricane and the breaching of levees, the rate
of mental disorders was much higher. Almost 50%
met criteria for an anxiety or mood disorder and 30%
met criteria for PTSD. The researchers speculated that
the slow government response to the disaster served
to exacerbate the stress experienced by respondents,
and thus negatively affected the mental health of the
people who lived through Hurricane Katrina. Research-
ers also found that people with pre-existing mental
disorders were particularly vulnerable to the negative
mental health effects of the disaster. In their sample
of 499 veterans, Sullivan et al. (2013) reported that
the likelihood of meeting diagnostic criteria for any
new mental disorder on a screening instrument was
6.8 times greater for those with a pre-existing mental
disorder compared with those without a pre-existing
disorder. The odds of screening positive for a new

mental disorder were particularly elevated for individu-
als with pre-existing PTSD.

Another survey of adults who survived Katrina
adds an important element to our understanding of
the effects of natural disasters. Wang et al. (2008)
interviewed over 1,000 adults about mental health
needs and mental health treatments in the aftermath
of Katrina. Because of disruptions caused by the hur-
ricane, almost one-quarter of individuals who had
been receiving mental health services prior to Katrina
experienced a reduction in, or termination of, services
following Katrina. Among adults who developed
a mental disorder as a result of the disaster, fewer
than 20% received any type of mental health treat-
ment and, of those who did receive treatment, almost
two-thirds received medication without any form of
psychological treatment. As a result of their findings,
the researchers recommended that disaster manage-
ment plans should be designed to address both the
widespread failure to initiate needed mental health
treatment and the disruptions that occur to existing
mental health services.

Etiological research also explores individual differences in the
emergence of psychological disorders. This requires the longitudinal
study of large numbers of people and the use of sophisticated statisti-
cal analyses. A fascinating example of such research is a study by Cole
et al. (2002) in which 12 waves of data were collected (Grades 4 to 11)
from 1,570 American children/adolescents and their parents. The
study was designed to investigate normative developmental shifts in
the rate at which depressive symptoms emerge. The researchers found
that the rate at which depressive symptoms occurred in children and
adolescents was not consistent over the course of their development.
Data from both parents and children indicated that there was a sig-
nificant increase in the rate of depressive symptoms between Grades
6 and 7. The average rate of change before this period and after this
period was relatively stable, suggesting that there are destabilizing
factors influencing child development and the subsequent experience
of depressive symptoms in late childhood/early adolescence. Also
worth noting was that the symptoms of depression increased much
more rapidly for girls than for boys, starting at the period between



Grades 5 and 7. Based on these data, researchers interested in examin-
ing the initial development and maintenance of depression can now
focus on the critical time period identified by Cole and colleagues
to more closely investigate factors implicated in the emergence (and
non-emergence) of depression.

Using data from the Baltimore Longitudinal Study of Aging which
began in 1958, Sutin et al. (in press) used data from over 2,300 par-
ticipants to estimate the trajectory of depressive symptoms across the
adult lifespan. They found that depressive symptoms were highest
in young adulthood, decreased during middle adulthood, and then
increased in older adulthood. Longitudinal studies can also inform
us about what happens to people following the development of a de-
pressive episode. Eaton et al. (2008) collected data on almost 3,500
American adults in 1981 and then obtained follow-up data 23 years
later. Of most interest were the 92 people who had their first episode
of diagnosable depression during the course of the follow-up. Fully
15% of these 92 adults did not have a single year free of depressive
episodes following their initial episode. In contrast, approximately
50% of people who experienced a first episode of depression recov-
ered and had no subsequent episodes of depression. These findings
are like the proverbial glass of water that is half full: the good news
is that half of people who experience depression are unlikely to have
a recurrence. The bad news is that half of people who experience
depression will have recurrent depression, with some of these indi-
viduals experiencing depression that is virtually unremitting. The
challenge for researchers, of course, is to try to determine the factors
that discriminate between the individuals who comprise the “good
news” and “bad news” groups.

A final line of etiological research we’d like to illustrate deals with
the importance of having solid normative data on what constitutes
typical distress and problem behaviours. All children, adolescents,
and adults have occasional psychological challenges and difficulties,
but just how many of these problems is it normal to have? Bongers,
Koot, van der Ende, and Verhulst (2003) examined this question using
parent-reported data from the Child Behavior Checklist for a repre-
sentative sample of more than 2,000 Dutch children. The sample was
recruited through municipal registers and data were collected over a
10-year period at 2-year intervals. The researchers examined normal
levels of such problems as anxiety, somatic complaints, aggressive
behaviour, attention problems, and social problems. Results from this
study provide psychologists with valuable normative data for each
year between the ages of 4 and 18 (for girls and boys separately).
For example, a clinical psychologist providing services to a family can
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Normative data help us to determine
the need for services.

determine whether the level of a child’s aggressive behaviour reported
by a parent is comparable to, or much greater than, what is normally
expected for a child of that age and gender. This information, in turn,
is likely to influence the nature of the information and services offered
to the family.

In the following sections, we describe the DSM system, the diagnostic
system that has long been used by many North American mental health
professionals, including clinical psychologists. We begin by considering
the historical context for the development of the current diagnostic sys-
tem DSM-5 and then describe the main features of the DSM-5. Following
this, we move on to consider the International Statistical Classification
of Diseases and Related Health Problems (ICD) system, which is the in-
ternationally used diagnostic system for mental disorders and the main
alternative to the DSM.

Each edition of the DSM reflects the status of diagnosis at the time of
its publication. The first edition of the DSM published by the American
Psychiatric Association in 1952 heavily emphasized psychodynamic
etiological factors for the majority of the disorders and provided only
vague diagnostic descriptions. The shortcomings of the original DSM
did not have a significant impact on services, as only one form of
treatment—psychoanalysis—was available (Shea, 1991). By the time
of the publication of the second edition in 1968, new treatment options
were becoming available (including drug treatments), and psychiatric
researchers were increasingly examining biological and neurological
aspects of mental disorders. As a result, in the second edition, the
psychodynamic orientation was less prominent and there was greater
precision in terminology (Shea, 1991).

The third edition of the DSM, published in 1980, marked a dra-
matic departure from the first two editions. Under the guidance of the
task force chair, , enormous effort was devoted to im-
proving the organization and classification of mental disorders. This
was evident in many different ways. First, the manual was explicitly
atheoretical, which allowed for the possibility of greater acceptance
within the mental health field and for the introduction of concrete
behavioural descriptions of most disorders. Second, the diagnostic



criteria were much more explicit than they were previously, with lists
of symptoms provided for each diagnosis. Third, as a significant part
of the effort to improve upon the reliability of psychiatric diagnoses,
thousands of patients and hundreds of clinicians were involved in
field trials of the diagnostic system. These ambitious changes dem-
onstrated greater attention to the scientific literature and to scientific
classification principles. Advances in the burgeoning psychopathol-
ogy literature were reflected in an update of the DSM-III published
in 1987.

Given the widespread acceptance of DSM-III and its revision,
DSM-III-R, great efforts were made in the preparation of the DSM-1V,
which was published in 1994. Work groups composed of research ex-
perts and clinicians in the field were established for each major class
of mental disorders. Exhaustive literature reviews were conducted
and proposals were developed for diagnostic criteria. Liaisons were
established with scores of mental health and professional organiza-
tions, both within the United States and internationally. The resulting
manual was developed in a far more collaborative and scientifically
informed manner than were any of the preceding editions of the DSM.
The DSM-IV-Text Revision, published in 2000, corrected errors iden-
tified in the DSM-IV text, updated the scientific information about
disorders, and enhanced its educational value. The text revision did not,
however, include changes in the criteria used to diagnose a disorder or
changes in the listing of disorders.

Beginning in 1999, the groundwork for DSM-5 began at a plan-
ning conference that established research priorities for developing the
new diagnostic manual. In subsequent years, research plans were for-
malized, position papers on issues related to psychiatric classification
were commissioned, international consultations were undertaken with
the World Health Organization and the World Psychiatric Association,
and a number of conferences were held that focused on specific diag-
nostic categories or issues. By 2008, the membership of the working
groups for each diagnostic category within the overall DSM-5 task
force was set. Subsequently, these working groups finalized the in-
formation and criteria for each diagnostic category, reviewed data
on the field testing of the diagnostic criteria, and solicited feedback
from multiple stakeholders. The American Psychiatric Association re-
leased the DSM-5 at its annual convention in 2013. Although most
new DSM editions have sparked controversy in the mental health
field, there was unparalleled criticism levelled at the DSM-5 and the
process underlying its development. We describe some of these issues
in Viewpoint Box 3.2.



VIEWPOINT BOX 3.2

Long before the release of DSM-5, a host of criticism
was directed at both the process of developing the
classification system and at some of the new content.
The revision of a classification system is an enormous
task requiring extraordinary efforts from numerous
knowledgeable and committed experts. Neverthe-
less, it is an enterprise fraught with potential prob-
lems, for well-intentioned plans can easily go awry
during committee deliberations on how to interpret
scientific evidence and translate that evidence into
meaningful diagnostic criteria and disorder classi-
fication. Since the work on DSM-IIl, each DSM edi-
tion has faced considerable public and professional
scrutiny, with many concerns raised about the validity
of mental health diagnoses and the impact of these
diagnoses on the lives of millions of people. Never-
theless, the level of discontent, disappointment, and
outrage provoked by the DSM-5 development pro-
cess is unprecedented.

Early in the development of DSM-5, Dr. Robert
Spitzer, the psychiatrist who chaired the DSM-III task
force, raised a number of concerns. In a series of com-
mentaries, open letters, and emails to professional
association listservs, he expressed grave reservations
about the lack of transparency in the development
process. Examples he provided included the inability of
professionals to obtain minutes of DSM-5 task force
meetings and the requirement that members of the
DSM-5 task force sign confidentiality agreements forbid-
ding them from releasing information about any mate-
rials or discussions that were part of the development
process. Subsequently, Dr. Allen Frances, the psychiatrist
who chaired the DSM-IV task force, joined with Spitzer
in expressing concerns about the apparent “growth”
in new disorders planned for inclusion in the DSM-5. In
numerous articles, editorials, commentaries, and blogs,
Frances highlighted flaws in the rationales used to
support the expansion of what constitutes a mental
disorder and argued against applying psychiatric labels

to everyday problems and challenges in life. In books
intended for professional (Frances, 2013a) and public
(Frances, 2013b) audiences, he set out his views about
problems with the DSM-5 and how “diagnostic infla-
tion” might affect many individuals seeking profes-
sional help with normal reactions to common events
and stressors.

Adding to criticism from those responsible for the
previous two major editions of the DSM, many other
individuals and associations voiced reservations about
the planned DSM. Some of these objections were
based on opposition to the principle of mental health
diagnosis. Many were reactions to the content of doc-
uments in which the task force sought feedback on
their plans for various aspects of the new DSM. Con-
cern was also expressed about the over-representation
of medical/biological views on mental disorders and
their treatment, with 70% of the members of the DSM
task force having a financial association with phar-
maceutical companies (Collier, 2010). Taken together,
these concerns led to the publication of an open letter
about proposals for the DSM-5 (www.ipetitions.com/
petition/dsm5). Signatories to this letter included
several divisions of the American Psychological Asso-
ciation (including the Division of Clinical Psychology),
the British Psychological Society, the American Family
Therapy Association, and the Society for Personality
Assessment. Subsequently, some members of the per-
sonality disorders work group resigned because they
considered that proposals for altering the diagnosis of
personality disorders were inconsistent with the scien-
tific evidence (Gornall, 2013). Criticism mounted when
Regier et al. (2013) reported initial results of field trials
of the new diagnostic system: very poor results were
found for the reliability of diagnoses for such common
disorders as depression and generalized anxiety disor-
der, and the reliability among clinicians of diagnosing
mixed anxiety-depressive disorder had essentially a
no-better-than-chance level of agreement.

CONTINUED . . .
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Outcry from public and professional bodies may
be ignored. However, two decisions taken by major
bodies in the United States have had considerable
practical impact on the use of the DSM. The first
decision relates to the use of the DSM system for bill-
ing purposes. Health care providers covered by the
Health Insurance Portability and Accountability Act
(HIPAA) are required to use the International Statisti-
cal Classification of Diseases and Related Health Prob-
lems (ICD) system for billing purposes. This means
that although DSM-5 provides numerical codes for
diagnoses in the ICD system, it is not the system used

for diagnosis of patients receiving care under Med-
icaid and Medicare. The ripple effects from this are
likely to mean a reduction in the use of the DSM sys-
tem for many other patients receiving mental health
services. The second decision relates to the use of the
DSM in research. In 2013, the director of the National
Institute of Mental Health (NIMH), Dr. Thomas Insel,
announced that, due to lack of validity data on the
DSM system, the NIMH would be encouraging efforts
to develop a new diagnostic system for mental disor-
ders based on biological markers for these disorders
(Gornall, 2013).

The DSM-5 is based on a
learned earlier in the chapter, this means that mental disorders are clas-
sified on the basis of specific defining criteria. However, because some
disorders may be better represented by dimensional categorization, the
classes of disorders were clustered with similar disorders. Using the
concepts of internalizing and externalizing disorders that you learned
about earlier in the chapter, disorders with anxiety, depressive, and so-
matic symptoms were grouped together (i.e., internalizing features), as
were disorders with impulsive, disruptive conduct, and substance use
symptoms (i.e., externalizing features). In addition, the DSM-5 adopts a
lifespan approach, listing disorders more frequently diagnosed in child-
hood at the beginning of the manual, and disorders more frequently
diagnosed among older adults at the end of the manual. The DSM-5
task force did not consider the research base adequate to develop
dimensional approaches to define classes of disorders.

One of the guiding principles was to maintain continuity with
previous editions. Nevertheless, a number of controversial changes in
diagnoses and diagnostic criteria were introduced in DSM-5 (including
allowing a diagnosis of depression to be made when an individual is
bereaved). Other key principles included the need for revisions to the
previous edition to be based on scientific evidence and for the manual
to be feasible for use by clinicians working in a variety of settings. As
you learned in Viewpoint Box 3.2, not everyone agrees that these prin-
ciples have been met in the DSM-5.

The DSM-5 is more than just a list of classes of disorders and diag-
nostic criteria. For each mental disorder listed in the manual, there is a
wealth of information on diagnostic features; subtypes (if applicable);

. Asyou



associated features and disorders; prevalence; course; familial pattern;
differential diagnosis; and specific culture, age, and gender features.
These details facilitate a fuller appreciation of what is known about the
mental disorder and alert the clinician to important aspects that should
be considered during the evaluation of the person. Although it is desir-
able to have this information, the multi-year cycle between editions
cannot keep pace with the emergence of research and, thus, informa-
tion presented may quickly become outdated or obsolete. Exhibit 3.2
provides a listing of all DSM-5 diagnostic classes.

Exhibit 3.2 DSM-5 Diagnostic Classes

Neurodevelopmental Disorders
Examples: Intellectual Disabilities, Autism Spectrum Disorders, Attention-Deficit/Hyperactivity Disorder
Schizophrenia Spectrum and Other Psychotic Disorders
Examples: Schizophrenia, Delusional Disorder, Schizoaffective Disorder
Bipolar and Related Disorders
Examples: Bipolar | Disorder, Bipolar Il Disorder, Cyclothymic Disorder
Depressive Disorders
Examples: Major Depressive Disorder, Dysthymia, Premenstrual Dysphoric Disorder
Anxiety Disorders
Examples: Separation Anxiety Disorder, Panic Disorder, Generalized Anxiety Disorder
Obsessive-Compulsive and Related Disorders
Examples: Obsessive-Compulsive Disorder, Body Dysmorphic Disorder, Hoarding Disorder
Trauma- and Stress-Related Disorders
Examples: Posttraumatic Stress Disorder, Acute Stress Disorder, Adjustment Disorders
Dissociative Disorders
Examples: Dissociative Identity Disorder, Dissociative Amnesia, Depersonalizaton/Derealization Disorder
Somatic Symptom and Related Disorders
Examples: Somatic Symptom Disorder, lliness Anxiety Disorder, Conversion Disorder
Feeding and Eating Disorders
Examples: Pica, Anorexia Nervosa, Bulimia Nervosa
Elimination Disorders
Examples: Enuresis, Encopresis, Other Specified Elimination Disorder
Sleep-Wake Disorders
Examples: Insomnia Disorder, Central Sleep Apnea, Restless Legs Syndrome
Sexual Dysfunctions
Examples: Erectile Disorder, Female Orgasmic Disorder, Male Hypoactive Sexual Desire Disorder
Gender Dysphoria
Examples: Gender Dysphoria in Children, Gender Dysphoria in Adolescents and Adults, Other Specified
Gender Dysphoria

CONTINUED . . .



Disruptive, Impulse-Control, and Conduct Disorders

Examples: Conduct Disorder, Antisocial Personality Disorder, Kleptomania
Substance-Related and Addictive Disorders

Examples: Alcohol-Related Disorders, Inhalant-Related Disorders, Tobacco-Related Disorders
Neurocognitive Disorders

Examples: Major and Mild Neurocognitive Disorder Due to Alzheimer’s Disease, Major and Mild Neurocognitive

Disorder Due to Traumatic Brain Injury, Major and Mild Neurocognitive Disorder Due to Huntington’s Disease
Personality Disorders

Examples: Paranoid Personality Disorder, Borderline Personality Disorder, Avoidant Personality Disorder
Paraphilic Disorders

Examples: Exhibitionistic Disorder, Pedophilic Disorder, Transvestic Disorder
Other Mental Disorders

Examples: Other Specified Mental Disorder Due to Another Medical Condition, Other Specified Mental

Disorder, Unspecified Mental Disorder
Medication-Induced Movement Disorders and Other Adverse Effects of Medication

Examples: Neuroleptic-Induced Parkinsonism, Medication-Induced Acute Dystonia, Tardive Dyskinesia
Other Conditions That May Be a Focus of Clinical Attention

Examples: Relational Problems, Abuse and Neglect, Education and Occupational Problems

Adapted from Diagnostic and Statistical Manual of Mental Disorders (5th ed.) (2013). American Psychiatric Association.

In the development of the DSM-5, considerable attention was
focused on ethnic and cultural considerations. This is extremely im-
portant for the system to be relevant and valid for international use
and use in culturally diverse populations within a country. The DSM-5
includes several types of information that enhance the cultural rel-
evance of the diagnostic system. First, when the scientific evidence
exists for cultural/ethnic variations in the clinical presentations of a
mental disorder, this information is provided in the text accompanying
the diagnostic criteria. Second, a limited number of cultural syndromes
(often called culture-bound syndromes) are described in an appendix.
Examples include Dhat syndrome (a syndrome observed in South Asia
in which young men attribute their psychological symptoms to semen
loss), malady moun (a cultural explanation in Haitian communities
involving interpersonal conflict viewed as responsible for multiple



mental and physical disorders), and nervios (a description of distress
among Latinos/Latinas in North America that includes a broad range of
symptoms including headaches, nervousness, and sleep disturbances).
Finally, a section on cultural formulation provides information to assist
the clinician in making a culturally sensitive and appropriate diagnosis
and overall clinical formulation. This information includes directing at-
tention to the cultural identity of the person being evaluated, cultural
explanations for the individual’s disorder, cultural factors related to the
psychosocial environment and the person’s functioning, and cultural
aspects of the relationship between the person and the clinician.

The International Statistical Classification of Diseases and Related
Health Problems (ICD) is the statistical classification of all health
conditions developed and adopted by the World Health Organization
and is now in its 10th edition (ICD-10; WHO, 1992a). A section of the
ICD covers mental and behavioural disorders. The ICD is available in
42 languages. The international development and field testing of the
classification system ensured relevance across countries and cultural
populations. ICD is available online, permitting the system to be up-
dated annually to reflect changes in scientific evidence. There is no cost
for access to the ICD.

The way in which the ICD is used varies from country to country.
The first use is to provide population level data on different illnesses and
causes of death. Many countries modify ICD for use in their health care
systems so that it can inform service provision to individual patients. In
the United States and some other countries, a clinical modification of the
ICD (ICD-CM) provides greater precision about each diagnosis and the
person’s condition, going beyond the information required for statistical
purposes. As of October 2014, the United States Department of Health
and Human Services requires the use of the ICD-10-CM version for all
billing and reporting purposes.

In broad terms, ICD-10-CM is compatible with DSM-5 and, for
each disorder described in DSM-5, ICD-10-CM numerical codes are
provided. As Exhibit 3.3 shows, there are some differences in diagnos-
tic classes and specific diagnoses. Differences are also apparent in the
way in which some diagnoses are described and conceptualized. For
example, the ICD acute stress reaction is defined differently than is the
DSM-5 acute stress disorder. In ICD-10 an acute stress reaction is not
seen as a potential precursor to PTSD (as it is in DSM-5); a broader,



more diffuse set of anxiety and depressive symptoms is presented than
in DSM-5, and symptoms resolve within three days—a much shorter
course than described in DSM-5. Although ICD-11 (planned for release
in 2015) will follow the organizational structure of diagnostic classes
used in DSM-5, there will likely continue to be differences between
the two systems with respect to the precise diagnostic criteria used for
many disorders.

Exhibit 3.3 ICD-10 Diagnostic Classes

Organic, Including Symptomatic, Mental Disorders
Examples: Dementia in Alzheimer’s Disease, Dementia in Huntington’s Disease, Delirium Not Induced by
Alcohol or Other Psychoactive Substances
Mental and Behavioural Disorders Due to Psychoactive Substance Use
Examples: Mental and Behavioural Disorders Due to Use of Alcohol, Mental and Behavioural Disorders Due
to Use of Cocaine, Mental and Behavioural Disorders Due to Use of Tobacco
Schizophrenia, Schizotypal, and Delusional Disorders
Examples: Schizophrenia, Schizotypal Disorder, Persistent Delusional Disorders
Mood (Affective) Disorders
Examples: Bipolar Affective Disorder, Depressive Episode, Persistent Mood (Affective) Disorders
Neurotic, Stress-Related, and Somatoform Disorders
Examples: Obsessive-Compulsive Disorder, Post-Traumatic Stress Disorder, Somatoform Disorders
Behavioural Syndromes Associated with Physiological Disturbances and Physical Factors
Examples: Eating Disorders, Nonorganic Sleep Disorders, Sexual Dysfunction Not Caused by Organic Disorder
or Disease
Disorders of Adult Personality and Behaviour
Examples: Histrionic Personality Disorder, Pathological Gambling, Gender Identity Disorders
Mental Retardation
Examples: Mild Mental Retardation, Moderate Mental Retardation, Profound Mental Retardation
Disorders of Psychological Development
Examples: Expressive Language Disorder, Specific Reading Disorder, Childhood Autism
Behavioural and Emotional Disorders, with Onset Usually Occurring in Childhood and Adolescence
Examples: Hyperkinetic Disorders, Conduct Disorders, Separation Anxiety Disorder of Childhood
Adapted from the ICD-10 Classification of Mental and Behavioural Disorders (1992b). World Health Organization.

The World Health Organization has also developed a companion

classification system for the ICD called the International Classification
of Functioning, Disability and Health (ICF). Moving beyond the classifi-
cation of disease and illnesses, the ICF provides a system for describing
health and health-related conditions. With respect to functioning and
disability (i.e., impairments in functioning, activity limitations, or
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What is a normal response to common
life events?

participation restrictions), information is coded for both the person’s
body (functions of body systems and body structures) and the person’s
societal involvement (activities and participation). It is also possible to
use the ICF to code environmental factors that affect a person’s health
functioning. The focus on overall functioning and disability, as opposed
to just a clinical diagnosis, is particularly important for psychologists
working in rehabilitation and pain management services.

The current process of requiring systematic research reviews, interna-
tional collaborations, and expert working groups has done much to
reduce concerns that science is taking a backseat to professional consid-
erations in the development of diagnostic systems. However, both the
DSM-5 and ICD-10 are not without problems. In this section, we will
highlight questions that have been raised about the systems in the fol-
lowing realms: the definition of abnormality; diagnostic reliability; the
heterogeneity of symptom profiles within a disorder; the validity of diag-
noses; and the continuing use of a categorical approach to classification.

One of the concerns that have been raised repeatedly since the 1980s
is that, in an effort to ensure coverage of all forms of clinical distress,
diagnostic systems may over-diagnose mental disorders. The statis-
tic cited earlier in the chapter—that approximately one-quarter of all
American adults have a mental disorder—is not an isolated finding,
with other estimates suggesting that at least 30% of American adults
meet diagnostic criteria for a mental disorder (e.g., Regier et al., 1998).
Findings such as these are what led Frances (2013b) to raise concerns
about what he has termed the “medicalization of ordinary life.”

Such epidemiological data have led to calls for more stringent defi-
nitions of mental disorder, as many experts doubt that the prevalence
of mental disorders can be this high. A number of researchers have
responded to these concerns. For example, Kessler et al. (2003) used
epidemiological data to examine the extent to which diagnostic data
predicted psychosocial functioning a decade later. They began by cat-
egorizing the diagnostic data based on the severity of the condition:
3.2% of survey respondents met criteria for severe disorders, 8.7 % were
classified as having a moderate severity disorder, and 16.0% were clas-
sified as mild cases of disorders. Next, they related this classification
information to data gathered for the decade following the diagnosis.
These included data on hospitalization for mental health problems,
work disability due to a mental disorder, suicide attempts, and whether
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the survey participants met the criteria for serious (or severe) mental
disorder. Kessler and colleagues found a linear relation between dis-
order severity and subsequent problems in psychosocial functioning.
The elevated risk for subsequent psychosocial problems was evident
even among those classified as having mild disorders. In fact, compared
with people with no diagnosable condition, those suffering from a mild
disorder were 2.4 times more likely to develop significant psychoso-
cial problems. Accordingly, the researchers argued that although mental
disorders, like physical disorders, vary in severity, even mild mental
disorders are associated with substantial subsequent risk for impaired
functioning and should therefore be represented within a diagnostic sys-
tem. Importantly, comparable findings were reported by Rai, Skapinakis,
Wiles, Lewis, and Araya (2010). Using ICD-10 diagnostic criteria and UK
epidemiological data, they found that over half of the functional disabil-
ity occurring during mental disorders was accounted for by symptoms
that were below the diagnostic threshold.

Since the 1980s, there has been substantial focus on ways to enhance
the reliability of clinical judgments about the presence or absence of
a specific mental disorder. Each new version of the DSM and ICD sys-
tems has undergone field testing to determine the extent to which the
goal of improved reliability has been attained. Without question, in
comparison to early diagnostic systems, there have been substantial im-
provements in diagnostic reliability. However, evidence from these field
trials and other research indicates that the level of inter-rater reliability
on the assigning of diagnoses falls below acceptable levels.

Kirk (2004) summarized reliability data for several child and ado-
lescent disorders. In evaluating diagnostic reliability, it is important to
consider two types of reliability. First, reliability studies have exam-
ined the ability of independent evaluators to provide diagnoses that fall
within the same general category (e.g., within the category of attention-
deficit and disruptive behaviour disorders). Most studies examining
this form of reliability have found that reliability values can sometimes,
but not always, attain a good level (i.e., a value of at least .70 on a
measure of inter-rater reliability known as the kappa statistic). Second,
reliability studies have also examined the extent to which indepen-
dent evaluators agree on the same specific diagnosis (e.g., separation
anxiety disorder, conduct disorder). Kirk reported that, in such studies,
reliability levels often fail to attain an acceptable level. He also noted
that there is often extreme variability in reliability values noted from
different sites in DSM field trials, with reliability (kappa) values rang-
ing from extremely low (e.g., .18) to extremely high (e.g., 1.0). Because



the presence or absence of a diagnosis often determines whether a
child is eligible for special health and/or educational services, much
more needs to be done to improve the reliability of the DSM system.

There have been calls for mental health researchers and clinicians to
be less stringent in their expectations for inter-rater reliability. Kraemer,
Kupfer, Clarke, Narrow, and Regier (2012), all of whom were involved
with the DSM-5 task force, suggested that kappa values for as low as .2
are acceptable when considering diagnostic agreement. Concretely, this
would mean that, for many conditions, it would be acceptable to find
a level of agreement between raters that is only somewhat better than
chance agreement. In response, Spitzer, Williams, and Endicott (2012),
all of whom led the development of DSM-III, argued that any inter-rater
reliability value below .6 is a cause for concern in how clinicians diag-
nose mental disorders. A value of .6 is also the lower limit proposed by
Hunsley and Mash (2008) to describe an acceptable level of inter-rater
reliability for interview or observational coding instruments.

Part of the problem with the inter-rater reliability of any diagnostic
system is the challenge of accurately identifying uncommon conditions.
In general, the less frequently a disorder occurs, the more likely clini-
cians will disagree about its presence during a diagnostic interview. The
rarer the mental disorder, the lower the odds of adequate inter-rater reli-
ability. As we describe a bit later, another part of the problem may be
the continuing reliance on a diagnostic system that is based on catego-
ries rather than dimensions. Simply put, the coding of a symptom as a
dichotomous variable (i.e., present or absent) can negatively affect the
reliability of symptom coding compared with rating the same symptom
as a continuous variable.

Another aspect of the DSM and ICD systems that could contribute to prob-
lems with reliability is the polythetic nature of most of the disorders (i.e.,
the same diagnosis can be applied to individuals with a range of identical
and different symptoms). Although it would be unrealistic to have a rigid
set of criteria that must be met by everyone who has the same disorder,
the fact that such extensive symptom variability is permitted in both sys-
tems negatively affects inter-rater reliability. There may also be another
critical drawback to the polythetic approach to diagnosis. Variability in
response to treatment, whether psychological or pharmacological, could
be related to variability in symptom profiles among treated patients. Yet,
because the level of analysis is typically on the relation between diag-
nosis and outcome, the connection between different symptom profiles
and treatment responsiveness could be overlooked. For example, simply
knowing that the symptoms of 55% of depressed patients improve when



using a certain medication tells us nothing about why the medication
helps many, but not all, patients. On the other hand, knowing that 85 %
of those with elevated physical symptoms of depression responded well
to the medication in contrast to only 25% of those with elevated cogni-
tive symptoms yields important information for subsequent research and
has implications for prescription practices.

Limitations of a polythetic approach have been recognized for de-
cades, and attempts to address these limitations have often focused on
establishing clinically relevant subtypes within a diagnosis. As Clark
et al. (1995) noted, few of these efforts have been successful and many
of the subtypes described in the two diagnostic systems have only lim-
ited empirical support. As Clark and colleagues also pointed out, an
incredible range of specifiers is available for the DSM category of major
depressive disorder, including severity, chronicity, and the nature of
some symptoms (e.g., catatonic or melancholic features). The resulting
range of symptoms and features covered under this diagnosis is so di-
verse that it seems verging on impossible—or meaningless—for a single
diagnosis to be applied to all the possible patient profiles.

As we discussed earlier in the chapter, validity is a central criterion that
must be considered in evaluating a classification system. Kendell and
Jablensky (2003) viewed diagnostic validity as an indication that a dis-
order is a discrete entity that has clear boundaries with other disorders.
Kendell and Jablensky suggested that very few mental disorders have
demonstrated diagnostic validity. It is noteworthy that all the examples
of valid diagnoses that they listed were conditions with clear biological
causes, including Down’s syndrome and Huntington’s disease.

A prime example of a diagnosis with
questionable validity is the DSM acute stress
disorder (ASD). This diagnosis involves the
development of anxiety, dissociative features,
and other symptoms within a month following
exposure to a traumatic stressor. As Harvey and
Bryant (2002) noted, ASD was introduced into
DSM-1V to fill a vacuum that existed around the
diagnosis of PTSD. A DSM diagnosis of PTSD
cannot be applied to such symptoms if they
occur within a month of the traumatic event.
ASD was defined, therefore, as a disorder in
which PTSD-like disorders occurred shortly =
after the trauma. If symptoms of ASD persist ©iStock.com/Johncairns

- p

How does low inter-rater
reliability for the presence
of a diagnosis affect the
validity of a diagnosis?

for more than a month after the event, then a |Is acute stress disorder a valid diagnosis?
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diagnosis of PTSD may be appropriate and the ASD diagnosis would be
superseded. This opens the possibility that researchers might be able
to establish the nature of connections between initial distress following
trauma (i.e., ASD) and more chronic distress (i.e., PTSD).

There have been a number of criticisms raised about ASD, all of
which raise major questions about its diagnostic validity. The initial
criticisms, as summarized by Harvey and Bryant (2002), included the
following: the requirement for dissociative symptoms is not consistent
with research on trauma reactions; it was inappropriate to introduce
a diagnosis into DSM-1V in order to predict another diagnosis; it was
inappropriate to introduce a diagnosis that has almost no supporting
empirical evidence; it is not justifiable to distinguish between two di-
agnoses with comparable symptoms simply on the basis of symptom
duration; and there is a great likelihood that the diagnosis could patholo-
gize transient stress reactions that do not require the attention of mental
health professionals. Importantly, many studies have found that there
is only a weak association between meeting DSM criteria for ASD and,
after more time has passed, meeting DSM criteria for PTSD (e.g.,
Creamer, O’Donnell, & Pattison, 2004; Kangas, Henry, & Bryant, 2005).
On the other hand, the introduction of the ASD diagnosis has served to
promote research into acute stress reactions. In reviewing this research,
Cardena and Carlson (2011) suggested that there is now considerable
evidence that acute reactions to trauma do predict later distress and
adjustment problems. There is an emerging consensus that dissociation
experienced around the time of trauma, not ASD per se, is one of the
strongest predictors of subsequent PTSD. Viewpoint Box 3.3 presents
some of the evidence that many people are resilient when faced with
potentially traumatic events in their lives.

occurs when a person meets criteria for two or more disor-
ders at a specific point in time. The extent of comorbidity in clinical
populations is substantial. Brown, Campbell, Lehman, Grisham, and
Mancill (2001) assessed the comorbidity of current and lifetime DSM-IV
anxiety and mood disorders in more than 1,100 American adults seeking
services for stress and anxiety disorders. Among individuals currently
meeting diagnostic criteria for an anxiety or mood disorder, 57% also
met criteria for another disorder. For example, among those diagnosed
with panic disorder, 36% met criteria for another anxiety disorder and
17% met criteria for a mood disorder. Among those diagnosed with ma-
jor depressive disorder, 64% met criteria for an anxiety disorder.
Comorbidity is also evident in youth. In the National Comorbidity



VIEWPOINT BOX 3.3

When reading the case of Noah, and the extent to
which natural disasters can cause extreme psychologi-
cal distress (Viewpoint Box 3.1), you might have the
impression that psychological disorders such as depres-
sion and PTSD are the inevitable result of experienc-
ing life-threatening situations. Actually, the contrary is
more accurate: people are amazingly resilient and most
are able to recover their psychological equilibrium after
experiencing potentially traumatic events. For example,
in population surveys, researchers have found that,
although two-thirds of children report experiencing
at least one traumatic event by the age of 16 years,
less than 15% develop post-traumatic stress symptoms
and less than 1% will meet criteria for PTSD (Copeland,
Keeler, Angold, & Costello, 2007).

In a series of studies and reviews, Bonanno (e.g.,
Bonanno, 2004; Bonanno, 2005; Mancini & Bonnano,
2006; Bonanno, Westphal, & Mancini, 2011) has
underscored the fact that most people are surprisingly
resilient when faced with extreme circumstances. One
of the most important findings in Bonanno's research
is that, regardless of the nature of the potentially
traumatic events that people must confront, approxi-
mately one-third to one-half demonstrate psychologi-
cal resilience. In other words, such individuals expe-
rience only a passing period of mild distress and/or
disruption in daily activities. After the normal initial
distress that almost everyone feels when dealing with
life-threatening situations or the death of loved one,
resilient individuals quickly regain their previous level
of well-being and mental health, often within days or
weeks. Recovery, defined as (a) the experience of mod-
erate to severe distress in the face of trauma and (b) a
gradual return to normal functioning, is a second com-
mon response to potential trauma. Across all types of
trauma, Bonnano and colleagues have estimated that
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The presence of supportive relationships enhances
resilience in the face of trauma.

15-35% would be classified as recovered within two
years of the trauma.

What are the factors that characterize resilient
individuals? They include the presence of support-
ive relationships and the ability to flexibly adapt to
change when required. You will learn more on this
in Chapter 10, when we describe how educational
and treatment programs build on these “protec-
tive factors” in an effort to prevent the develop-
ment of clinically significant distress. Bonnano and
colleagues have also found that expressing more
positive emotions than negative emotions is charac-
teristic of many resilient people. Moreover, they also
reported, consistent with a great deal of research on
the mental health benefits of overly positive views of
oneself (e.g., Taylor & Brown, 1988), that the ten-
dency to overestimate one’s own abilities and posi-
tive qualities is frequently associated with resilience.
Given the fact that loss and trauma are invariably
part of the human condition, research on resilience
holds great promise for helping countless individuals
better cope with both predictable and unpredictable
severe stressors.
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Survey-Adolescent Supplement (NCS-AS), which surveyed 10,123 youth
aged 3-18, 40% of young people who met criteria for one disorder also
met criteria for another lifetime disorder (Merikangas et al., 2010).

Overall, whether based on clinical samples (i.e., those seeking ser-
vices) or on community samples, most epidemiological surveys find,
in country after country, comorbidity rates that exceed 40% (Clark
et al., 1995). When individuals with a single disorder are compared
with those with comorbid disorders, a very clear pattern emerges:
those with comorbid conditions are more severely impaired in daily
life functioning, are more likely to have a chronic history of mental
health problems, have more physical health problems, and use more
health care services (Newman, Moffitt, Caspi, & Silva, 1998). These
characteristics have clear consequences for both research and clinical
services. On the research side, accurately representing the extent of
comorbidity in research samples is necessary to accurately estimate the
relation between a disorder and its correlates. On the clinical service
side, people with comorbid disorders are likely to present with psycho-
social characteristics that make the planning and delivery of services
more complex (Newman et al., 1998). Moreover, if these services are
based on treatment research that used patients without comorbid dis-
orders, or if these services are focused on only one of the disorders, the
services may be suboptimal and may underestimate the scope or dura-
tion of treatment necessary for satisfactory outcomes. Because of these
concerns, as we will see in the chapters on psychological treatment,
researchers are increasingly attuned to the importance of not excluding
individuals with co-existing disorders from their studies.

As the above studies demonstrate, comorbidity is a clinical fact. Presence
of comorbidity contradicts the assumption that diagnostic categories
are discrete and non-overlapping. The DSM-5 explicitly acknowledges
that each category of mental disorder need not be a discrete entity—yet
doing so opens up the possibility that a dimensional system may better
represent the nature of mental disorders. As noted in the DSM-5, there
are no commonly agreed-upon dimensional systems that could replace
the prevailing categorical approach. However, that may be changing, as
numerous steps have been taken to conceptualize many disorders with-
in dimensional models (e.g., Krueger, Watson, & Barlow, 2005; Widiger
& Trull, 2007).

The question of dimensionality can be considered within a specific
disorder. There has been a great deal of controversy in the area of depres-
sion research about whether depression is a discrete diagnostic category



or should be viewed as existing on a continuum that includes both clin-
ical symptoms and subclinical distress. The most sophisticated research
now suggests that depression may encompass both a specific condition
and a continuum. Santor and Coyne (2001), for example, obtained clini-
cian ratings of symptoms on samples of clinically depressed adults and
non-clinically depressed—but distressed—adults. When depressed and
non-depressed individuals with comparable levels of clinician-rated
depressive symptoms were compared, group differences on specific
symptoms were apparent. Depressed mood, anhedonia (lack of plea-
sure), and suicidality were more likely to be evident in the depressed
group, whereas hypochondriasis and insomnia were more evident in
the non-depressed group. Thus, although the severity of depressive
symptoms can be expressed on a continuum, Santor and Coyne argued
that the use of a continuum (or dimensional) model might mask im-
portant and diagnostically relevant group differences. Using self-report
measures of depressive symptoms, research on both clinical samples
(Ruscio & Ruscio, 2000) and non-clinical samples (Beach & Amir, 2006;
Hankin, Fraley, Lahey, & Waldman, 2005) have found evidence for both
categorical and dimensional features. Generally speaking, analyses
of self-report items expressing distress (e.g., discouragement, loss of
interest in others) appear to yield a dimensional perspective on the
continuum of subclinical to clinical depression. In contrast, analyses of
self-report items of somatic symptoms (e.g., sleep disturbance, weight
loss) appear to provide strong evidence that some depressive symptoms
are best understood as constituting a discrete disorder.

In conducting research on the underlying dimensions of mental
disorders, we can also step back from examining a specific disorder and
explore patterns that may exist across disorders. Based on epidemiolog-
ical data, it is increasingly clear that comorbidity cannot be explained
as being simply due to either symptom overlap among diagnostic cat-
egories or methodological problems in research. Instead it seems that
there are a number of core pathological processes that underlie the
overt expression of a seemingly diverse range of symptoms (Krueger
& Markon, 2006). For example, the internalizing and externalizing di-
mensions that were first identified with respect to American children’s
problems have been found to be applicable across countries as diverse
as Ethiopia, Iceland, Korea, Israel, and Jamaica (Ivanova et al., 2007).
These dimensions are also helpful in understanding adult problems. A
major cross-cultural study examining the structure of psychiatric co-
morbidity in 14 countries (Netherlands, Germany, United Kingdom,
France, Italy, Greece, Turkey, Japan, China, India, Nigeria, Brazil, Chile,
and the United States) tested for the presence of these factors. Krueger
et al. (2003) found that depression, somatic disorders, and anxiety



consistently formed a single factor, whereas symptoms of alcohol abuse
consistently formed a second factor. The inclusion of data from a variety
of Western and non-Western countries strengthens the conclusion that
there may be internalizing and externalizing psychopathological char-
acteristics that underlie many mental disorders. Subsequent research by
Wright et al. (2013) replicated these findings using epidemiological data
from over 8,800 adult Australians. The dimensions of internalizing and
externalizing disorders—with the addition of a dimension representing
psychotic experiences—appeared to underlie the range of psychologi-
cal symptoms reported in the survey. In sum, dimensions rather than
categories consistently appear to be a better way to describe and under-
stand mental disorders.

Classification is a fundamental human activity. The classification of
mental disorders draws on both a neo-Kraepelinian tradition as well
as on a more recent developmental psychopathology approach that
takes into account contextual variables such as developmental stage.
The definition of a mental disorder requires not only that behaviours
are abnormal, but also that they cause harm to the individual and
are outside the individual’s control. In North America, the most com-
monly used system has been the Diagnostic and Statistical Manual of
Mental Disorders. Increasingly, however, the International Statistical
Classification of Diseases and Related Health Problems is used for the
diagnosis of mental disorders. Over time, both of these diagnostic sys-
tems have moved toward placing a greater reliance on evidence-based
diagnosis. In turn, the development of clear decision-making rules has
enabled advances to be made in the study of psychopathology. Cross-
cultural studies using these systems have revealed great variability
across countries in the incidence of disorders. The most common types
of disorders found in all countries are anxiety disorders and mood
disorders. An alternative approach to the categorical diagnosis used in
these two diagnostic systems is to assess individuals on important di-
mensions of functioning. In particular, the dimensions of internalizing
and externalizing problems that were originally identified from studies
of child psychopathology are proving to be useful in understanding
psychopathology and mental disorders across the lifespan.



categorical approach to classification: an entity is determined to be either a member of a
category or not.

classification utility: the usefulness of a classification scheme.

classification validity: the extent to which the principles used in classifying an entity are
effective in capturing the nature of the entity.

comorbidity: when a person receives diagnoses for two or more disorders at the same point in time.

developmental psychopathology: a framework for understanding problem behaviour in
relation to the milestones that are specific to each stage of a person’s development.

diagnosis: the result of applying the decision-making rules of a diagnostic system to the
symptoms of a specific individual.

diagnostic system: a classification based on rules used to organize and understand diseases and
disorders.

dimensional approach to classification: classified entities differ in the extent to which they
possess certain characteristics or properties.

dyscontrol: the impairment resulting from a disorder must be involuntary or not readily
controlled.

harmful dysfunction: the behaviours associated with a mental disorder are dysfunctional and
the dysfunction causes harm to the individual or to those around him or her.

prototype model: members of a diagnostic category may differ in the degree to which they
represent the concepts underlying the category.
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RESEARCH METHODS IN
CLINICAL PSYCHOLOGY

CHAPTER

INTRODUCTION

Will this therapy help me be less anxious in social situations?
My father has bipolar disorder, so how likely is it that I will have it too?
Is there anything that can be done to help my son who has autism?

How much time is my mother likely to have before her dementia makes
it impossible for her to safely live on her own?

What effect will my divorce have on my young daughter? Would it help
if we stayed together until she leaves home?

Psychologists who provide services to the public face questions
like these on a daily basis. To properly answer these questions, clinical
psychologists need solid research data. The people asking these and
myriad similar questions deserve far more than a response based sim-
ply on a hunch—they deserve the best information that science can
provide them. That is why a review of clinical research methods is
essential in understanding clinical psychology. You may recall learning
in Chapter 1 that, among the health professions, clinical psychology
provides the strongest research training. In this chapter, you will learn
about the ways that research methods can inform and guide the deliv-
ery of psychological services.

This chapter provides a brief introduction to the kinds of issues that
must be considered in designing and interpreting research in clinical
psychology. The majority of issues that we touch on apply to research
in other areas of psychology, but we will highlight their relevance to
the practice of clinical psychology and discuss some challenges that
only clinical researchers face in testing their research hypotheses. Our
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What are the differences
between evidence-based
practice and eminence-
based practice?

intent is to provide an overview of the issues and methods that are
central to conducting research in clinical psychology. Although they are
important for clinical practice, we will not touch on various applied re-
search/evaluation strategies, such as program evaluation. Likewise, we
will not address qualitative research approaches (such as focus groups,
participant observations, and document analysis) used in some areas
of clinical psychology research. The quantitative research designs we
discuss in this chapter focus on testing hypotheses generated by the
researcher, whereas, in general, qualitative research tends to be more
exploratory in nature. (Interested readers can learn more about qualita-
tive research methods in psychology from helpful publications such as
Creswell [2012] and Silverman [2011]).

To give you a sense of the whole research endeavour, we begin by
discussing why we need research, and the ways that research hypoth-
eses can be generated. Then we emphasize ethical issues in planning,
conducting, and reporting research. Next, we describe a number of
clinically relevant research designs and highlight aspects of sampling,
measurement, and statistical analyses. We conclude this chapter by
attending to factors that influence the reporting and utilization of
research results. You may be surprised to learn that the type of dis-
ciplined thinking required to design a good study is also necessary to
design and evaluate psychological services. A scientist-practitioner is
well trained to develop testable clinical hypotheses, gather the data
necessary to test those hypotheses, weigh the evidence, and reach
sound conclusions.

According to our professional standards and our ethical codes,
people have a right to expect psychological services that are firmly
based on psychological science. As described in Chapter 1, this is
known as evidence-based practice, which means basing clinical ser-
vices and health care policy, whenever feasible, on replicated evidence
gathered from scientific studies (Institute of Medicine, 2002; Sackett,
Rosenberg, Gray, Haynes, & Richardson, 1996). Evidence-based prac-
tice requires psychologists to be not only sensitive and empathic, but
also well informed about current research relevant to the services
they provide. The effective scientist-practitioner thinks in a scientific
manner and applies knowledge derived from research with care and
compassion.

The antithesis of evidence-based practice is practice based on
tradition and authority, what some have facetiously called eminence-
based practice, in which recommendations are accepted because the
person delivering them is seen as an expert. The public should be
sceptical about accepting opinions simply because they come from
a supposed expert on a television talk show. As Mullen and Streiner



(2004) rightly stated, the opinions of even recognized experts are
just that—opinions—unless their views are supported by the best
available empirical evidence. Moreover, as illustrated in Exhibit 4.1,

Exhibit 4.1 Common Errors in Thinking

Faulty Reasoning: A form of argument that is inaccurate or misleading in some way.

Example: “Psychologists have provided effective services for decades without having research available on what
makes treatment effective. Therefore, there is no reason for me to bother reading this research in order to be
effective.” One of the ways in which this is inaccurate is that the argument does not provide any proof that the
services of these unspecified psychologists were effective.

False Dilemma: This fallacy takes the form of reducing the range of options available to just two (usually
extreme) options.

Example: “Either | accept the treatment that the psychologist is suggesting or I just give up trying to change.”
Clearly other options are available, including asking the psychologist what treatment options might be available
or consulting another psychologist (or other health care provider) to obtain a second opinion.

Golden Mean Fallacy: This logical error involves assuming that the most valid conclusion to reach is a compro-
mise of two competing positions.

Example: “I have heard that both cognitive and psychodynamic treatments can be helpful for the type of prob-
lems | have, so [ really should look for a treatment that combines both cognitive and psychodynamic elements.”
Assuming that the original statement about effective treatments is correct, there is no reason to assume that a
synthesis of the two treatments would be more effective than either treatment on its own.

The Straw Person Argument: This involves mischaracterizing a position in order to make it look absurd or
unpalatable.

Example: “Anyone who would prescribe a drug to treat my son’s symptoms just wants to turn active kids into
zombies.” It is highly unlikely that the health care professional recommending medication has this goal in mind,
but it provides a simplistic rationale for rejecting the possibility of taking the medication.

Affirming the Consequent: This logical error takes the following form: first, assume that x is a cause of y. Then,
when y is observed, conclude that x must have caused it.

Example: “People who have schizophrenia always act in a bizarre manner. This person is acting bizarrely. So, obvi-
ously, this person has schizophrenia.” There are problems with this, including the fact that people with schizo-
phrenia do not always act in a bizarre manner and that there can be many explanations for bizarre behaviour
other than the presence of a psychotic disorder.

Appeal to Ignorance: This mistake takes the form of arguing that, because there is no evidence to prove a
position is wrong, the position must be correct.

Example: “There is no scientific evidence that having my patients sing and dance while they remember the
trauma that they experienced harms them or is ineffective. So, of course, this new form of therapy has to be
helpful.” The lack of evidence to demonstrate harm or ineffectiveness is not, of course, equivalent to the pres-
ence of evidence for the beneficial effects of the treatment.

Adapted from Pope (2003).



How can science help
if the treatment is
unhelpful?
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Imagine the response from these students if

you were working at the next table and a
of a sudden yelled “Stop” as part of your
thought-stopping treatment.

we cannot simply rely on common sense as a guide to appropriate
decision-making, as there are often logical inconsistencies in the way
that people process information and make decisions. Although such
inconsistencies may be of little consequence in a decision about what
brand of breakfast cereal to buy, they can have enormous effects in
a decision related to seeking and following through on health care
services.

The evolution of the treatment of obsessive-compulsive disorder
(OCD) is a good example of the way that research can inform practice
(Thomas & Rosqvist, 2011). You may recall that in Chapter 3 we de-
scribed Melissa, who suffered from OCD. Literature dating back
centuries describes people who suffered from what we now call obses-
sions and compulsions. The clinical focus on OCD started in the 1800s,
when these obsessions and compulsions were seen as a mental prob-
lem. Until the 1960s, OCD was considered an untreatable disorder, so
someone like Melissa might have received a diagnosis but no services
that were likely to help. However, the prognosis for individuals with
OCD changed dramatically with the development of behavioural treat-
ments that included the key treatment components of exposure and
response prevention. Exposure involves generating anxiety for the in-
dividual by deliberate exposure to the anxiety-provoking thoughts or
external stimuli. Response prevention involves stopping the person
from engaging in the rituals that are typically used to inappropriately
manage the anxiety. Research has shown that when this form of
treatment is used, most people with OCD experience substantial
improvements in functioning (Rosa-Alcdzar, Sanchez-Meca, Gomez-
Conesa, & Marin-Martinez, 2008).

However, the road to the development of effective behavioural ther-
apy for OCD was not a direct one, and there were many dead ends and
wrong turns along the way. For example, it was common in
the 1970s and 1980s for a thought-stopping component to be
included in OCD treatments. This required the person to yell
“Stop” or to make a loud noise whenever unwanted, intrusive
thoughts occurred. Although this strategy fit with a behav-
ioural theory about obsessions and compulsions, it was not
very practical. Even more problematic were the findings of later
research, which showed that trying not to think about some-
thing often has a paradoxical effect: it results in the increased
persistence of intrusive thoughts! This is a good example of
how clinical psychology practice must change when evidence
I shows that a theoretically sound intervention does not work.

Profile Box 4.1 introduces Dr. Adam Radomsky whose research
examines the nature and treatment of OCD.
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If we ask you not to think about taking a break from
studying and having a delicious snack, you may notice
that images of appetizing snacks keep popping into
your head. If you kept this up for a period of time,
repeatedly trying not to think about snacks, you
would find that you were spending more and more time thinking
about snacks.

[7 PROFILE BOX 4.1 s,

DR. ADAM RADOMSKY

Courtesy of Adam Radomsky

| received a Ph.D. in clinical psychology at the University of British Columbia and com-
pleted a fellowship at Harvard Medical School/Massachusetts General Hospital. Currently,
| am a full professor of psychology at Concordia University, where | direct the Anxiety
and Obsessive-Compulsive Disorders Laboratory. My research investigates cognitive ther-
apy for OCD and anxiety disorders, as well as cognitive, behavioural, and emotional
aspects of these disorders. | have received several national and international awards,
including the Canadian Psychological Association’s President’s New Researcher Award
(2007), being named a Beck Institute Scholar (2005-06), and a Canadian Institutes of

Health Research (CIHR) New Investigator Award (2004-09). | have published a number
of peer-reviewed articles and book chapters related to cognition, behaviour, OCD, and the anxiety disorders and am
frequently invited to speak at national and international conferences. My research is funded by the Canadian Insti-
tutes of Health Research. I am a member of I'Ordre des psychologues du Québec and am board certified in cognitive
therapy by the Academy of Cognitive Therapy and by the Canadian Association of Cognitive and Behavioural Thera-
pies. In my clinical practice, | specialize in cognitive-behavioural therapy (CBT) for adult OCD and anxiety disorders.

HOW DID YOU CHOOSE TO BECOME A CLINICAL PSYCHOLOGIST?

As an undergraduate student, | was fascinated by
abnormal behaviour. | spent some time as a volunteer
at a large mental health hospital and concluded that
the psychologists there served a role that was appealing

to me. An outstanding lecture on classical conditioning
(in which the professor conditioned an entire class to
startle whenever he said “CS," for conditioned stimulus)
sealed the deal.

WHAT IS THE MOST REWARDING PART OF YOUR JOB AS A CLINICAL PSYCHOLOGIST?

There are two extremely rewarding parts of my job.
| feel lucky to be able to see first-hand the progress
of those struggling to overcome often crippling levels
of anxiety, most often with remarkable success. | also

really enjoy the creativity associated with research,
from designing interesting and novel experiments to
learning—even discovering—new scientific informa-
tion about OCD, anxiety disorders, and their treatment.

WHAT IS THE GREATEST CHALLENGE YOU FACE AS A CLINICAL PSYCHOLOGIST?

It can be quite complicated to try to replicate the
everyday experience of OCD within a laboratory

context. People diagnosed with OCD often feel
excessively responsible for protecting themselves and

CONTINUED . . .




others from harm, but this responsibility is often con-
fined to their home and/or belongings. A great deal
of creativity is required to design a study through
which we can investigate this in the lab. Occasionally,
much time and expense is devoted to a study that
“doesn’t work.” This can happen when an experi-
mental manipulation of perceived responsibility, for

| am very fortunate to have a laboratory that includes
a fully functioning kitchen for the study of OCD
through ecologically valid methodologies. It allows
me to examine cleaning and checking behaviour in
real time of real objects (appliances, switches, door
knobs, etc.). I've been very interested in memory as it
applies to OCD; when research participants are asked
to repeatedly check our laboratory stove, for exam-
ple, their confidence in their memory declines dra-
matically. This phenomenon occurs both for student

The integration of science and practice is not only key
to my work, it's integral to my identity as a clinical
psychologist. The clients | see in my practice are the
inspiration for much of my research. That is, many
of my laboratory studies are based on observations,
questions, and/or obstacles raised by those with
whom I'm working clinically. In turn, my research has

In countries like Australia and the United Kingdom,
governments are recognizing that there is a great need
for clinical psychology. Importantly, they've reached the
conclusion that evidence-based psychological treat-
ments should be funded through their national health
care systems. This is a huge step forward; it recognizes

How do theories affect the
research process?

example, doesn’t actually produce differing levels of
perceived responsibility in our participants (measured
through a manipulation check), or when we design a
study that participants describe as “interesting, but
not relevant to me or my problems.” Of course, these
are simply opportunities to go back to the drawing
board and try again.

participants and for participants who have clinically
significant problems. Interestingly, this and other
work I've done in this area shows that memory accu-
racy in OCD is excellent—often better than in those
without the disorder. These findings indicate that pre-
vious research suggesting the presence of memory
deficits in OCD may have failed to take into account
the differences between memory for varying types of
words and memory for real, threatening situations
and stimuli.

a strong influence on how | help people, with results
of specific experiments or studies being directly rel-
evant to the problems faced by my clients. For me,
these two elements of my work are completely
interwoven. | simply couldn’t be a good researcher
without my practice and couldn’t be a good clinician
without my research.

the fact that psychologists need to do what works, not
just what is pleasant, historical, or requested by others.
This is the most exciting advance in clinical psychol-
ogy and promises to change the lives of thousands of
people in need. It will also help to advance treatment
research and the profession of clinical psychology.

How does a researcher decide what to study? Exhibit 4.2 shows some
of the many possible sources of research ideas, including personal ex-
perience, professional experience, and knowledge of the scientific



literature. As Dr. Radomsky noted, clinical work is
often a rich source of research hypotheses. You will
see that many of the psychologists profiled in this
book also emphasize that they generate many of
their hypotheses from observations they make in the
delivery of psychological services, then they test
these hypotheses in their research.

Whatever the source or inspiration for our
research ideas, our thinking is always influenced
by the type of theory we hold about human behav-
iour. In some instances, the researcher uses a formal
theory to generate a research idea. This is known
as following a deductive process. In other instances,
the researcher follows an inductive process; for ex-
ample, deriving an idea from repeated observations
of everyday events. Even though the inductive pro-
cess is not explicitly guided by theory, it is influenced
by the researcher’s informal theories, including his or her theoretical
orientation and general world view. So with a strong cognitive-
behavioural background, Dr. Radomsky is likely to pay attention to as-
pects of learning and thinking that may explain obsessive-compulsive
behaviour. Not only do theories influence the types of research ideas

Dr. Adam Radomsky

This research laboratory, designed like a kitchen, makes it
possible to observe obsessive-compulsive behaviours in a
context that is similar to everyday life.

Exhibit 4.2 Possible Sources of Research Ideas

Everyday Experience and Observation
Example: Noticing that your children’s friends are troubled by their parents’ divorce.

Professional Experience and Observation
Example: Noticing a pattern among one’s patients that suggests a connection between feelings of social rejection
and specific early childhood experiences.

Addressing Applied Problems and Needs
Example: Testing whether a successful psychoeducational treatment package for helping police officers better
manage work stress can be adapted to alleviate the distress of victims of serious motor vehicle accidents.

Previous Research
Example: Attempting to reconcile contradictory findings in previous research by comparing the phenomenon
in clinic and community samples, as variations in sampling may be responsible for these inconsistent findings.

Theory
Example: Directly comparing the ability of two different theories of motivation to predict which distressed couples
will stay in couples therapy and which couples will terminate services prematurely.



How is the science

of clinical psychology

different from the

science of other types of

psychology? What ethical
issues are particularly important in
the science of clinical psychology?

How are different
research designs suitable
at different stages of
the development of
knowledge in a field?

the researcher generates, they also influence the way the researcher
interprets the data he or she obtains from the completed research
study. In other words, researchers are not immune from the potential
biasing effects of their own beliefs and values. Despite the potential for
theories to mislead researchers in their interpretation of research data,
science could not progress without theories, for theories serve to
organize and give meaning to the results of research endeavours and
to generate new ideas to be tested in future research. Theories are not
a problem, unless the researcher forgets that they are only one way
to look at phenomena and slips into treating them as facts. As long as
the researcher is willing to formulate and test hypotheses, theories are
extremely useful.

After developing a general research idea, scientists follow a num-
ber of steps to ensure that the hypothesis is properly formulated and
tested. First, the researcher conducts a systematic search of the pub-
lished research on the phenomenon of interest. Second, assuming that
there is no research that has directly tested the idea, the researcher
begins to formalize ideas so that they can be tested in a scientific man-
ner. This requires translating abstract ideas into something that can be
measured. For example, a researcher interested in violence may decide
to measure the frequency and intensity of violent acts in the previous
year. Part of this task of operationalizing an abstract concept requires
that the researcher consider the precise nature of the relations among
the concepts that form the research idea (see Exhibit 4.3). A major
challenge in operationalizing an idea is ensuring that the resulting op-
erational definition fully captures the key aspects of the original idea.
In the third step, the researcher must carefully consider the extent to
which the research idea may be based on cultural assumptions that may
limit the applicability or relevance of the planned research (American
Psychological Association, 2003a). The value of the research is
enhanced by ensuring the cultural relevance of the planned research and
the use of appropriate samples of participants. Fourth, the researcher
must consider ethical issues in testing of the idea. For example, ethical
considerations might make some research designs unsuitable, such as
using random assignment in an experiment to determine the effects of
violence. Finally, the researcher must draw together all the results of
the previous steps to sketch out the study procedures. Along the way,
some aspects of the planned study may need to be dropped or modified
due to practical constraints (e.g., insufficient funds or a lack of appro-
priate measures).

Choices about the ethical conduct, type of research design, sample
of participants, and measures used all influence the research hypothesis
that will be tested. For example, a simple statement, such as “Increased



anxiety is associated with more errors in social interactions,” could
be translated into a number of very different research hypotheses,
each dependent on choices made about methodological features of the
study. To determine whether increased anxiety was associated with
more errors in social interaction across people with different levels of
trait anxiety, the design would include research participants who have
varying anxiety levels. If the researcher wished to determine whether
the statement was true within individuals as they became more or
less anxious, then the design would require that participants be tested
repeatedly as they experienced different levels of anxiety. This might
also involve the researcher attempting to manipulate the participants’
anxiety levels, in which case the hypothesis would be recast as “An
increase in anxiety causes more errors in social interactions.” If the
researcher wished to determine if the statement was true for all ages,
this would require participants of different ages. The bottom line is that
researchers must ensure that the research methods match the hypoth-
esis to be tested.

Exhibit 4.3 Conceptualizing the Relations Among Concepts/Variables

1. What are the relations among the variables of interest?
Correlation: The variables are associated with each other.
Example: Mothers’ ratings of children’s behaviour problems are correlated with fathers’ ratings of children’s
behaviour problems.
Cause: One variable directly or indirectly influences the level of a second variable.
Example: A child’s hyperactive symptoms result in parental stress.

2. What are the factors that influence the relations among variables?
Moderation: One variable influences the direction or size of the relation between two other variables.
Example: The negative effects of marital conflict on children are lower in families with a strong parental
alliance than they are in families with a poor parental alliance.

3. How does one variable influence a second variable?
Mediation: The influence of one variable on a second variable is due, in whole or in part, to the influence
of a third variable.
Example: The link between maternal HIV status and children’s depressive symptoms is partially explained
by maternal depressive symptoms.

4. Is it possible to alter an outcome of interest?
Prevention: An attempt to decrease the likelihood that an undesirable outcome occurs.
Example: School-based programs to decrease bullying.
Intervention: An attempt to decrease or eliminate an undesirable outcome that has already occurred.
Example: Treatment to reduce bingeing and purging.

Adapted from Kazdin (1999).



We cannot overemphasize the importance of paying close attention to
ethical factors in the design, conduct, and reporting of research. This
is true for all science, but is especially important in clinical psychol-
ogy research in which research participants may be vulnerable due
to their psychological distress and/or may be receiving psychological
services as part of the research. The quest for knowledge must never
compromise the welfare of research participants. In the Canadian Code
of Ethics for Psychologists (Canadian Psychological Association, 2000),
described in Chapter 2, psychologists are required to apply the same
type of ethical decision-making in both research and the provision of
psychological services. Psychologists are expected to apply the gen-
eral principles (respect for the dignity of persons, responsible caring,
integrity in relationships, and responsibility to society) in a research
context just as they would in other parts of their professional role.
Other psychological organizations, such as the American Psychological
Association (APA), the Australian Psychological Society, and the British
Psychological Society, include in their ethical codes sections that specif-
ically address the application of ethical principles in a research context
(Rae & Sullivan, 2003).

[lustrating the range of ethical issues that must be considered
throughout the research process, Exhibit 4.4 provides a summary of
research-relevant ethical principles found in the APA Ethical Principles
of Psychologists and Code of Conduct (2010a). These principles under-
line that attention to the welfare of research participants (and animal
subjects) and to honesty in the presentation of research findings are
overarching themes to which psychologists must attend.

As indicated in Exhibit 4.4, researchers have an ethical obligation
to those involved in their studies. The issue of informed consent from
research participants is particularly important, as this provides an as-
surance that a research participant is fully aware of the possible benefits
and risks of research involvement. An example of a consent form for a
clinical psychology research study is presented in Exhibit 4.5.

Once researchers have published the results of their studies,
they also have an ethical obligation to share their data with other



Exhibit 4.4 American Psychological Association Ethical Principles for Research and Publication

1.

10.

Institutional Approval

When required, institutional approval for research must be obtained and the research must be conducted
in accordance with the approved research protocol. If a study is conducted through multiple institutions,
multiple approvals may be required.

. Informed Consent for Research

When obtaining informed consent, potential participants must be informed of the purpose of the research,
their rights to decline or withdraw participation, the possible consequences of declining or withdrawing,
the possible consequences of being involved in the research, any benefits stemming from research involve-
ment, limits of confidentiality, incentives for research participation, and whom to contact with questions
about the research and participants’ rights.

. Informed Consent for Recording

Informed consent for recording voices or images must be obtained prior to the recording unless the research
consists solely of observations in public places or the research design involves some form of deception that
requires that informed consent be sought after the recording has been completed.

. Client/Patient, Student, and Subordinate Research Participants

When research is conducted with clients/patients, students, or subordinates, steps must be taken to pro-
tect the potential participants from the adverse consequences of declining or withdrawing participation.

. Dispensing with Informed Consent

It may be possible to dispense with informed consent only where the research would not be expected to
cause harm or distress or where permitted by law or government regulation.

. Offering Inducements for Research Participation

Excessive or inappropriate monetary or other inducements for research are to be avoided if such induce-
ments are likely to coerce participation in the research.

. Deception in Research

Deception is not used in research unless it is justified by the study’s likely value and the use of non-deceptive
procedures is not feasible. Deception cannot be used if the research is likely to cause physical pain or severe
emotional distress. When deception is used, participants must be informed about the nature of deception
as early as is feasible.

. Debriefing

Participants must have an opportunity to promptly obtain information about the nature, results, and conclu-
sions of the research and steps must be taken to attempt to correct any misconceptions about the research.

. Humane Care and Use of Animals in Research

Animals used in research must be acquired, cared for, used, and disposed of in compliance with laws,
government regulations, and professional standards. All those involved in the use of animals in research
must be instructed in the care, maintenance, and handling of the animals. Reasonable efforts are made
to minimize the discomfort and pain of animal subjects and, if an animal’s life is to be terminated, the act
must proceed rapidly and with an effort to minimize pain.

Reporting Research Results

Data must not be fabricated, and reasonable steps must be taken to correct any significant errors found
in published research reports.

CONTINUED . . .



11. Plagiarism
The work or data of others must not be presented by a researcher as his or her own.

12. Publication Credit
Authorship of a publication must accurately reflect the contributions of the author(s); minor contributions
to the research or the writing of the publication do not merit authorship.

13. Duplicate Publication of Data
Data that have been previously published must not be published subsequently as original data.

14. Sharing Research Data for Verification
After results are published, researchers must ensure that their data are available for verification or re-analysis
by other competent professionals.

15. Reviewers
Those who review material submitted for publication or for grant support must respect the confidentiality
of the material.

Adapted from APA (2010a).

Exhibit 4.5 Sample Consent Form

Dr. Chris Brown

Department of Psychology

University of Canada

Telephone number: (123) 456-7890
Email address: chrisbrown@ucanada.ca

We are conducting a study to better understand the factors that are involved in decisions to seek and receive
psychological services. This study is being conducted by Dr. Chris Brown, a professor in the Department of
Psychology at the University of Canada. We would like to interview you about the factors that played a role in
your decision to request psychological services at the Department of Psychology’s Psychological Service Cen-
tre and about the expectations you have for therapy or counselling. The interview will take place either prior
to or following an appointment you have at the Psychological Service Centre. Participation in the interview
will take approximately 30 minutes. You will receive an honorarium of $15 for your participation in this studly.
This will be given to you following the interview. If you choose to end the interview, you will still receive $15.

| consent to participate in this study. | understand that | am agreeing to be interviewed and that the interview
will involve approximately 30 minutes of my time. | understand that as the questions deal with personal decisions
about seeking psychological treatment, | may experience some slight distress in answering the questions. | have
received assurances from the researcher that every effort will be made to minimize the likelihood of any distress.
I understand that if | am uncomfortable with any question | do not have to answer it. | also understand that | am
free to withdraw from this study at any time. Any decision to withdraw from the study will not affect the status
of the services | am receiving at the Psychological Service Centre.

| understand that all my answers will be kept strictly confidential; not even my therapist will have access to
any information related to this study. My information will be kept in a locked filing cabinet, and only members
of the research team will have access to the information.

CONTINUED . . .



| understand that my anonymity will be assured by never using my name or identifying information in the
analysis and reporting of this study. Only a code number will be used to identify my information and all reports
of this study will involve combined information from all participants.

| understand that, if | have any questions or concerns about the study, | can contact Dr. Brown at (123)
456-7890 or at chrisbrown@ucanada.ca. If | wish, | can also contact the university protocol officer for ethics in
research, at (123) 456-0000 or at protocolethics@ucanada.ca, to obtain information or to make a complaint
about the ethical conduct of this study.

Finally, I understand that | can receive a summary of findings at the completion of the study.

There are two copies of this consent form, one of which | may keep.

Participant’s Signature:

Date:

Researcher’s Signature:

Date:

| wish to receive a summary of the findings of this study upon its completion.

YESQ NOOQ

researchers (see Exhibit 4.4). This ensures that other qualified sci-
entists can access the data and verify the results of the research.
However, such sharing may occur much less frequently than is desir-
able. For example, after many months and repeated efforts to obtain
data from the authors of studies published in some of the best jour-
nals in psychology, Wicherts, Borsboom, Kats, and Molenaar (20006)
reported that almost three-quarters of the authors refused to provide
their data for re-analysis.

Prior to data collection, the researcher must obtain approval for
conducting the research from the institution in which he or she works.
In Canadian institutions, research ethics boards (REBs) ensure that
the proposed research conforms to the Tri-Council Policy statement
Ethical Conduct for Research Involving Humans, formulated by a joint
body representing the Canadian Institutes of Health Research, the
Natural Sciences and Engineering Research Council of Canada, and
the Social Sciences and Humanities Research Council of Canada. The
researcher must provide extensive details about the proposed study to
the institution’s REB. This involves providing both general informa-
tion about the nature of the study and the procedures involved, as
well as information specific to ethical considerations in the recruit-
ment and research involvement of participants. Exhibit 4.6 lists the
types of information that a researcher must provide when seeking
REB approval to conduct a study.



Exhibit 4.6 Sample Form for Requesting Ethics Evaluation of a Research Project

This application form must be completed and submitted by all researchers planning to use human participants in
their research study. All questions must be answered fully.

1.

10.

11.

Type of Research
Example: Honours student thesis project, doctoral dissertation, professor’s research.

. Researchers

Please provide names, addresses, phone numbers, email addresses, and institutional affiliations.

. Research Project

Please provide title, anticipated starting and completion dates, and funding source. Please provide a summary
(i.e., no more than six pages) of the proposed research that includes full details of the proposed methodology.

. Research Participants

Please provide details about the number of participants required and their ages and any special character-
istics they must possess.

. Participant Recruitment

Please provide details on how and where participants will be recruited. If an organization has consented to
provide support for participant recruitment, please provide evidence of this consent. Who will be respon-
sible for contacting potential participants? Please provide copies of all forms or scripts used to recruit
participants. If children are to be recruited, what steps have been taken to ensure that they and their legal
guardians are provided with developmentally appropriate descriptions of the research and the nature of
participation in the research?

. Screening of Participants

Will any steps be taken to select or exclude individuals from research participation? If yes, please include
copies of the materials used for this screening.

. Research Participation

What, exactly, are the participants asked to do in the research? Please provide copies of all measures or inter-
views that will be completed and a full description of all tasks that participants will be asked to complete.

. Informed Consent

Please provide a copy of the consent to research form. What steps have been taken to ensure that there
is no coercion to participate in the research? What steps have been taken to ensure that all requests for
participants and descriptions of the research are done in a respectful and culturally appropriate manner?

. Potential Risks and Benefits

Please describe the potential risk to research participants, including physical harm, psychological harm,
legal harms or inconveniences, or economic inconveniences. What steps are to be taken to minimize these
risks? Please describe the potential benefits of the research and why the potential benefits of the study
outweigh its potential risks.

Anonymity

What steps will be taken to ensure the anonymity of participants during the research and in any presenta-
tion of the research results?

Confidentiality

Please describe who will collect the data, who will have access to the data, and how the data will be stored.
How long will the data be maintained?



As we describe in the following sections, numerous research designs are
used in clinical psychology research. These designs vary in the degree
of experimental manipulation (from naturalistic observation of behav-
iour to true experimental designs) and in the number of participants
involved (from single participant designs to epidemiological designs
using tens of thousands of participants). Although it is tempting to view
certain designs as better or stronger than others, this is an oversimpli-
fication of research in a given domain. All designs have advantages
and disadvantages. As we describe below, some designs are better than
others in their capacity to control certain threats to research validity.
We cannot determine the value of a design without knowing the state
of knowledge in a research domain. For example, once a research area
is well developed, correlational designs are unlikely to add anything
new to the scientific literature. On the other hand, in a relatively new
research area, even a relatively simple case study may make a meaning-
ful contribution to the literature.

No single study can answer all of the important questions in a
research area. Often a good study generates far more questions than
answers. Research must be seen as cumulative, with each study contrib-
uting to the knowledge base of an area. Clinical psychology, as broadly
defined in Chapter 1, involves the application of scientific knowledge
to the understanding, assessment, prevention, and treatment of psycho-
logical disorders and distress. Many different research areas are relevant
to the practice of clinical psychology. It is obvious that clinical practice
should be informed by research on assessment, prevention, and inter-
vention. In addition, clinical practice can be enriched by knowledge of
research on psychopathology, stress and coping, normal development,
normal family processes, and many other areas.

Some psychology students may find the rationale behind a num-
ber of research design features obscure or hard to comprehend. It is
useful to think of these design features as strategies that address poten-
tial shortcomings of psychological research. For example some studies
use control (or comparison) groups to examine similarities and dif-
ferences between groups. This is done to address the criticism that a
pattern seen in the research group of interest—such as the tendency
for depressed adolescents to report conflictual relationships with their
parents—may also be true for other groups (i.e., adolescents who are
not depressed).

In experimental designs, participants are randomly assigned to
the experimental groups. This strategy increases the likelihood that all
groups are comparable prior to the experimental manipulation (such
as receiving treatment or being on a waiting list prior to receiving

Are the findings of
experimental studies more
convincing than the results
of other types of research
designs?
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treatment). After all, if groups are not equivalent before the manipula-
tion, it is much more difficult to argue that any group difference evident
after the manipulation is indeed due to the manipulation. So, for ex-
ample, in examining the efficacy of a computer-based treatment for
depressed adolescents, it would be necessary to ensure that adolescents
were randomly assigned to treatment or waiting-list groups. Otherwise,
positive changes in the computer-based treatment group might be at-
tributed to pre-existing differences between the groups, such as their
level of education, rather than to the effects of the specific treatment.

Although initial results are very exciting and rewarding, research-
ers should remain cautious about study results until the study is
replicated, preferably by a different group of researchers. No matter
how important the results of a study appear to be, they are of lim-
ited value unless similar results are independently obtained by others
working in the field. Imagine that a car manufacturer advertises a
new car with incredible fuel efficiency. These claims are not very
convincing unless they are obtained by others who, independently of
the manufacturer, evaluate the same model of car and obtain com-
parable results. Bearing this in mind, Viewpoint Box 4.1 raises some
questions about the way in which the media often report on research
findings.

You have seen or heard these types of headlines many
times: fantastic claims are made about advances in our
ability to cure life-threatening illnesses, change human
behaviour, unlock hidden potentials of the human
mind, or “turn back the clock” on the aging process.
It is not just advertisements, tabloid newspapers, or
websites of questionable accuracy that report such
claims. Major news agencies and television networks
also report claims like these every day of the week.
“Science writers” trawl the scientific journals to locate
articles that will be of interest to the general public.
Most of these advances are presented as coming from
legitimate researchers working in universities, govern-
ment institutions, or multinational corporation labora-
tories. It all sounds so tempting to believe any great

news that offers hope of relief from suffering—but
should you? Clearly it would be impossible to evalu-
ate all of these claims, but researchers have begun to
examine the accuracy of the information presented in
media reports.

The American Association for the Advance-
ment of Science (AAAS) operates an online, global
news service through which research institutions can
release their research results to the public. EurekAlert!
(www.eurekalert.org/index.php) provides coverage of
press releases in all areas of science. Yavchitz and col-
leagues (2012) were interested in the extent to which
a positive “spin” (i.e., over-emphasizing the possible
beneficial effects of an experimental treatment) was
evident in the results of randomized controlled trials

CONTINUED . . .
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of health care interventions reported in EurekAlert!
They searched for all press releases on the site, dated
between December 2009 and March 2010, about
research that compared an experimental treatment to
a control condition or comparison treatment. For the
70 studies they found, they then obtained (a) the pub-
lished article on which the press release was based and
(b) copies of news items based on the press releases.
The researchers found an inappropriate or unwar-
ranted emphasis on the benefits of the experimental
treatment (such as focusing only on findings showing
an effect for the experimental treatment) in 40% of
the journal abstracts, 47% of the press releases, and
51% of the news items based on the press releases.
In most instances the spin found in the press releases
and media reports originated in the journal abstract.
This suggests that researchers themselves are likely
responsible for at least some of the “overselling” of
research findings.

There are indications, though, that media outlets
also bear some responsibility, as they do not provide
appropriate coverage in cases in which exciting or
promising initial research results are not replicated in
subsequent research. Gonon, Konsman, Cohen, and
Boraud (2012) examined the reporting in English-
language newspapers of influential research studies
on attention deficit/hyperactivity disorder (ADHD).
As most psychology students know, replication is
essential in the scientific process, and these research-
ers were interested in determining whether media
outlets displayed an awareness of the importance
of replication. They searched the Dow Jones Factiva
database to locate scientific publications on ADHD
reported in newspapers in the 1990s and identified
the 10 most frequently mentioned studies. Then they
searched the PubMed database until the end of 2011
for all research studies that were on the same topic
as these 10 most mentioned studies. Of key interest
to the researchers was the extent to which (a) the
results of subsequent research were consistent with
the findings of the most mentioned studies and

©iStock.com/101cats

News stories often exaggerate the effects of new findings.

(b) there was newspaper coverage provided to these
later research publications. According to Gonon and
colleagues, most findings reported in the newspa-
pers during the 1990s were not replicated in sub-
sequent research, with only 2 of the 10 most cited
studies having results that were supported by later
research investigations. In addition, they found only
one newspaper article that reported on the fact that
the research findings stemming from one of most
commonly mentioned studies were not supported by
subsequent research.

So, the bottom line appears to be that, to really
understand what was found in a research study, it is
essential to locate and read the research study, and
related research studies, rather than simply relying on
media reports of the findings. Media reports tend to
focus on the most sensational aspects of study findings
and rarely fully explain the state of scientific knowledge
on a topic. It is far more appealing to state that a study
holds the key to resolving Alzheimer’s disease than it is
to explain how a study adds a tiny piece to our under-
standing of a very complex issue.
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Syracuse University (Archives)

Dr. Donald Campbell encouraged
researchers to pay more attention to
potential design problems that can
undermine a study’s validity.

Over the years, psychologists have identified a relatively large num-
ber of design problems that can undermine the validity of a research
study. Of course, if steps are taken to overcome these problems prior
to conducting a study, the validity of a study is protected or strength-
ened. Therefore researchers have gone to great lengths to develop and
promote the use of a classification system that covers the majority of
potential problems. As originally conceptualized by
(e.g., Cook & Campbell, 1979), these potential design problems are clas-
sified as representing threats to the , >
or of a study. We will deal with the first
two categories of threats to validity now and discuss threats to statistical
conclusion validity later in the chapter.

refers to the extent to which the interpretations
drawn from the results of a study can be justified and alternative inter-
pretations can be reasonably ruled out. Exhibit 4.7 describes the types of
threats to internal validity that psychologists must attend to in designing
their research. refers to the extent to which the inter-
pretations drawn from the results of a study can be generalized beyond
the narrow boundaries of the specific study in question. Exhibit 4.8
describes the types of threats to external validity that psychologists must
attend to in designing their research.

Exhibit 4.7 Threats to the Internal Validity of a Study

History: This threat involves the influence of events that occur outside the context of the study that influence

or account for the results of the study.

Maturation: Changes in the participants due to their psychological or physical development that cannot be
disentangled from the experimental manipulation can pose a threat to internal validity.

Testing: Repeated testing may influence the results of a study due to the participants’ familiarity with a test
and memory of how they responded previously on a test or measure.

CONTINUED . . .



Instrumentation: In longitudinal studies, changes in the definition of constructs and in their measurement can
make the interpretation of changes in participants’ responses much more difficult, if not impossible.

Statistical Regression: Extreme scores on measures, both high and low, tend to be less extreme upon retesting. This
may mean that changes in scores in a study may be due to regression rather than to an experimental manipulation.
Selection Biases: This threat involves the effect that systematic differences in recruiting participants or assigning
participants to experimental conditions may have on the outcome of the study.

Attrition: The loss of participants in a study over time may bias the results if there are systematic differences
between those who remain in the study and those who withdraw.

Adapted from Cook and Campbell (1979).

Exhibit 4.8 Threats to the External Validity of a Study

Sample Characteristics: External validity can be limited because of the degree to which the characteristics of
the research participants, such as their sociodemographic and psychological characteristics, map onto other
samples and populations of interest.

Stimulus Characteristics and Settings: Aside from the participants, features of the study such as the institu-
tional setting and the characteristics of those involved in the conduct of the study (e.g., therapists in a treatment
study) may constrain the generalizability of obtained results.

Reactivity of Research Arrangements: By virtue of being in a study, participants may respond differently than
they would in other contexts. This can severely limit the extent to which the results of the study provide informa-
tion about how people behave outside of the research context.

Reactivity of Assessment: Participants’ awareness that their behaviours, moods, attitudes, etc. are being moni-
tored may influence how they respond in the study and these alterations in response may not be consistent with
their responses once the study is completed.

Timing of Measurement: The decision about when to measure variables may result in conclusions that are not
true for all time points (e.g., observed effects that appear stable over time may in fact not be stable between
measurement periods).

Adapted from Cook and Campbell (1979).

A close reading of these two exhibits shows that there is no perfect How does a psychologist

study and researchers must balance internal and external validity. decide whetherto
maximize internal validity

Generally speaking, the more a researcher attempts to deal with threats or external validity?

to internal validity, the more he or she opens up the study to threats to
external validity, and vice versa. By reducing threats to internal validity,
the researcher opts to have as “clean” a study as possible. Typically,
scientists initially give priority to concerns about internal validity, as this
allows a relatively straightforward interpretation of the study’s findings.
Once again, though, the need to give priority to addressing internal or
external validity threats depends on the state of the research field.



Take, for example, the field of psychotherapy research. Research
from the 1970s to the 1990s emphasized the need to control threats
to internal validity. Treatment manuals were used to operationalize
the nature of treatments, and numerous methodological and statistical
strategies were developed to minimize effects due to selection biases
and to attrition. Careful attention to threats to internal validity enabled
scientists to gather relatively unambiguous evidence of the clinical ef-
ficacy of many treatments.

As you learned in Chapter 1, “efficacy” is the term used to describe
treatment effects in tightly controlled experimental designs. Once psy-
chotherapy researchers know these treatments are helpful under tightly
controlled conditions, they can loosen some experimental controls on
internal validity in order to enhance the external validity of subsequent
treatment studies. Thus, in the next stage of treatment research, par-
ticipation selection criteria may be relaxed, monitoring of therapist
interventions may be through limited supervision or quality assur-
ance practices rather than through intense supervision, and timelines
for the delivery of services may be made more flexible, permitting an
assessment of clinical effectiveness. In Chapter 1, you learned that ef-
fectiveness refers to treatment effects in “real world” treatment settings
and contexts, with typical patients and typical therapists.

In the following sections, we describe a variety of research designs,
starting first with those that offer only limited protection against threats
to validity. Designs such as these are often used in early research on
a particular topic. As the knowledge on a topic evolves, there is a ten-
dency for the research designs to become progressively more rigorous.
Accordingly, we also describe designs that offer considerable protection
against threats to validity, especially threats to internal validity.

Like in medicine, case studies have a long and important history in
clinical psychology. Descriptions of unusual presenting problems
or of novel treatments have enriched the professional literature. A
typical case study involves a detailed presentation of an individual
patient, couple, or family illustrating some new or rare observation or
treatment innovation. Case studies are a valuable format for making
preliminary connections between events, behaviours, and symptoms
that have not been addressed in extant research. Case studies can be
a rich source of research hypotheses regarding the etiology or main-
tenance of disorders. They can also be the initial testing ground for
innovative assessment or intervention strategies. Case studies have
heuristic value—that is, they draw the attention of other professionals
to a phenomenon.



The scientific value of case studies is in their potential to generate
hypotheses, but they do not allow for the rigorous testing of hypotheses.
The major weakness of the case study method is that most threats to
internal validity cannot be adequately addressed (Kazdin, 1981). Take,
for example, a case study on the treatment of Zach’s temper tantrums
around homework. Usually, the author of a case study reports the client’s
symptoms or presenting problems prior to and following treatment (such
as the number of tantrums and their intensity). Although the author
would probably like to claim that any improvement was due to treatment
effects, alternative explanations cannot be ruled out in this simple re-
search design. The observed changes could be due to a number of other
factors unrelated to therapy, including normal developmental changes
(i.e., maturation—the simple effects of Zach growing older or having no
homework during the holidays), the abating of symptoms that typically
occurs over time (i.e., regression to the mean), or life events outside of
therapy (i.e., history effects, such as getting a new teacher).

The limitations of the case study can be at least partially addressed
in a number of ways, even when the focus of the study remains on
an individual patient (or couple or family) or on a very small number
of patients (Hayes, Barlow, & Nelson-Gray, 1999; Morgan & Morgan,
2001). Threats such as maturation and regression to the mean can be
easily handled by the simple strategy of extending the period of time
that the person is assessed and the frequency with which the assess-
ments occur. To address the threat of changing criteria or definitions
of the problems/symptoms (i.e., instrumentation), the same measures
can be used at each assessment point rather than, for example, relying
on one parent’s ratings for pre-test and the other parent’s ratings for
post-test. Also, the measures should be standardized and, if at all pos-
sible, well established rather than being potentially unstable and biased
clinician observations.

The possibility that observed changes are due to extra-treatment
events can be partially addressed by clearly defining the nature of the
therapeutic intervention and precisely noting when it occurred. Thus,
if the problems were relatively consistent and stable prior to the target
intervention and the change occurs very shortly after the intervention,
then a case can be made for the change being due to the intervention.
Figure 4.1 illustrates a number of these features in what is commonly
known as an A-B single case design, with the A period representing the
level of symptoms prior to the intervention (also known as the base-
line) and the B period representing the level of symptoms following the
intervention. Although intervention effects are typically determined by
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Changes in Zach’s difficulties around
homework might occur for many
different reasons.
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Figure 4.1 A-B design

visual inspection of graphed data (such as represented in Figure 4.1), a
number of statistical tests can be used to determine if statistically sig-
nificant changes occurred (e.g., Morley & Adams, 1989). Such tests can
be especially valuable if the baseline assessment of symptoms shows a
very variable pattern.

Two design strategies improve on the straightforward A-B design
by ruling out the threat of history to the validity of the study. The
first option is to conduct a small series of A-B designs using the same
intervention with a number of individuals who present with similar
problems. If the data for three or four cases are collected sequentially
(i.e., the people receiving the intervention do not all receive the inter-
vention at the same time) and the symptom levels consistently appear
to change following the intervention, then support for the contention
that the intervention was responsible for the change is very strong. A
second option is to use what is known as an A-B-A single case design.
This is similar to the A-B design except that the treatment is withdrawn
after a few weeks and data continue to be collected for a second A
period (i.e., a period in which no treatment occurs). For example, after
the psychologist collaborates with Zach’s parents to precisely define
what constitutes a tantrum, they could be asked to ignore tantrums and
reward homework completion during period B, and to return to their
regular reaction of reminders and threats during the second A period. If
Zach’s tantrums return to pre-treatment levels, then a strong case can
be made for the effectiveness of the intervention. The major drawbacks



to this design are that (a) it may not be possible to have the person
refrain from using the treatment strategies during the second A period,
especially if the strategies have been effective in reducing symptom lev-
els for a few weeks, and (b) ethical considerations may make clinicians
unwilling to remove, however briefly, a treatment strategy that appears
to be working well.

Correlational designs are probably the most commonly used research
designs in clinical psychology. The focus of these designs, no matter
how complex they are, is on the examination of association among
variables. Perhaps the most common error is to make causal statements
about associations in the data, but this is inappropriate, as correla-
tional designs can never determine causality. Even when one variable
temporally precedes another variable, a causal connection cannot be
established, as the apparent effect of the first variable on the second
could be due to the influence of an unmeasured third variable. The
hallmarks of the scientific study of causality in human functioning are
the use of experimental manipulation and random assignment to condi-
tions. Both of these design features are absent in correlational designs.
It is a mistake to equate correlational analyses with correlational
designs. Correlational designs can be analyzed with all types of statistics,
including correlations, partial correlations, multiple regression, t-tests,
or analysis of variance (ANOVA). For example, many studies compare
the performance on a laboratory task (e.g., a simulated social interac-
tion) of people diagnosed with a DSM disorder with that of people with
no diagnosis. Even though there are discrete groups and an ANOVA is
conducted to analyze group performance on the lab task, the design of
the study is correlational in nature. This is because no manipulation
occurs (i.e., all participants experience the same conditions in the
study) and participants are not randomly assigned to conditions.
Sometimes researchers using a correlational design decide to
artificially create groups from the data they collected by using median
splits or some type of cut-off score to categorize participants as high or
low on a dimension. Again, the use of group comparisons in the data
analysis should not be confused with an experimental design. It is also
worth noting that the common strategy of dichotomizing continuous
variables is rarely appropriate and can frequently yield misleading re-
sults (MacCallum, Zhang, Preacher, & Rucker, 2002; Streiner, 2002). One
of the main drawbacks of this strategy is that median splits are often
used to form the two groups (i.e., half of the participants are assigned
to each group), and whether a participant is assigned to the “high”
group or the “low” group on the basis of his or her score depends on



the median score for the set of participants. Therefore, as median scores
are likely to differ across studies, the same participant score may be
assigned to the high group in one study and the low group in another.
This makes it extremely difficult to summarize findings across studies,
as the precise nature of a “high score” varies from study to study.

Correlational designs come in many forms. Some are purely descrip-
tive, such as the bulk of epidemiological research on the study of the
incidence (the rate of new cases of a disorder in a specific time period),
prevalence (the overall rate of cases of a disorder in a specific time
period), and distribution (rates of disorders across geographic areas
and/or sociodemographic characteristics) of disorders in a population.
A good example of this type of study is the one by the WHO World
Mental Health Survey Consortium (2004) of the prevalence of mental
disorders, that you learned about in Chapter 3.

Correlational designs can be used to examine the underlying struc-
ture of a measure or a set of measures. This is known as .
Factor analysis is often used in the development of a measure to deter-
mine which items contribute meaningfully to the test. Despite the test
developer’s best efforts, some items may simply not work as well as
others in assessing the construct the test was designed to evaluate.
Factor analysis can reveal which items “work” and which don’t. Factor
analysis can also be used to determine the conceptual dimensions that
underlie a set of tests. For example, a researcher may have data from
participants who completed measures on a range of variables such as
anger, anxiety, loneliness, shyness, and dysphoria. Through the use of
factor analytic techniques, the researcher can determine whether these
measures all assess distinct constructs or whether they are better un-
derstood as tapping into a single, broad construct often labelled general
distress or negative affectivity. Figure 4.2 illustrates the way test items
form different factors.

(1) (o) () (o) () ()

1 1

Figure 4.2 An illustration of how items in a test form different factors




Although factor analysis comprises a large range of statistical tech-
niques, there are two basic forms. Exploratory factor analysis is used
when the researcher has no prior hypotheses about the structure of the
data. In this situation, the pattern of correlations among variables or test
items provides the evidence for the underlying factor structure in the
data. In contrast, a more demanding form of factor analysis, known as
confirmatory factor analysis, is used to test a specific hypothesis regard-
ing the nature of the factor structure. With confirmatory factor analysis,
the researcher specifies, a priori, what the factor structure should be
and how each variable or test item contributes to this structure. The
statistical analysis then provides information on how well the structure
observed in the data fits with the hypothesized factor structure.

Most frequently, correlational designs are employed to examine the
relations among discrete variables in an effort to develop or test a con-
ceptual model. One such design involves the testing of a
variable (see Exhibit 4.3). A moderator variable is one that influences
the strength of the relation between a predictor variable and a criterion
variable (Holmbeck, 1997). For example, the relation between the experi-
ence of stressful life events and psychological distress may be moderated
by the type of coping strategies used. Given comparable levels of life
stress, the greater use of coping strategies designed to actively engage
and resolve problems may result in lower levels of distress. In general,
moderator analyses are used to enhance the researcher’s ability to pre-
dict as much variance as possible in a criterion variable by exploring the
ways in which other variables can be combined to predict the criterion.

Another common design involves the testing of variables.
A mediator variable explains the mechanism by which a predictor vari-
able influences a criterion variable (Holmbeck, 1997). For example, the
relation between parental psychopathology and child adjustment may
be due, partially or entirely, to the quality of the relationship between
parent and child. In general, mediator analyses are used to explicate the
conceptual link among variables. As an aside, moderator and mediator
analyses can be used with both correlational and experimental designs
(Kraemer, Wilson, Fairburn, & Agras, 2002).

A final correlational design that is increasingly used in clinical psy-
chology research is known as (SEM;
e.g., Ullman, 2006). SEM is a comprehensive approach to testing an
entire theoretical model. This design combines elements of confirma-
tory factor analysis and mediator analyses. First, the researcher lays out
a structural model that shows how all the variables in the model are
related to each other. This is akin to mediator analyses. For example,
the model may be one in which both client beliefs about the benefits
of treatment and the severity of client problems are hypothesized to



predict the extent to which treatment is successful. The effect of beliefs
about treatment on treatment outcome is hypothesized to be mediated
by motivation to engage in the various aspects of treatment, whereas
the effect of problem severity on treatment outcome is hypothesized to
be direct, with no mediating variables. In SEM, the ability of the whole
model to predict treatment outcome is assessed.

In a second step, the researcher considers how best to measure
each variable in the model (in our example, this includes treatment
expectations, problem severity, treatment motivation, and treatment
outcome) and selects multiple measures for each variable. The specifi-
cation and testing of this measurement model is akin to confirmatory
factor analysis. There are several strengths to this design. The analysis
of the measurement model allows the researcher to obtain relatively
pure measures of a construct that are derived from multiple measures
used for each variable. These measures are then used to test a com-
prehensive structural model rather than isolated aspects of the model
one at a time, as is typically done in mediator analyses. However, de-
spite the complexity and strength of this design, SEM can determine
only the extent to which a hypothesized causal model fits the study’s
data—it cannot unequivocally demonstrate that the hypothesized
causal model is true. Nevertheless, it is possible to apply SEM to data
gathered from experimental designs to make stronger statements about
causal relations among some variables (MacCallum & Austin, 2000).
One challenge in conducting SEM is that it requires a relatively large
sample (i.e., more than 200 participants). For research on relatively in-
frequent conditions, such as aphasia or clinically significant hoarding,
it may be difficult to recruit sufficient numbers of participants so that
SEM procedures can be used.

Quasi-experimental designs involve some form of manipulation by the
researcher, such as variations in the nature of the information provided
prior to undertaking some task, exposure to different levels of noise
while completing a task, or different types of treatment conditions.
Quasi-experimental designs do not, however, involve random assign-
ment to experimental conditions. A weakness of this design is that,
because participants are not randomly assigned to the different condi-
tions or levels of the independent variable, the effect of the independent
variable on the dependent variable may be confounded with extraneous
influences.

Of course, this raises the question of why anyone would choose not
to use an experimental design. The answer is simple: in many situa-
tions it is simply not ethical or feasible to randomly assign participants



to conditions. A study of health care systems by Bickman (1996) illus-
trates the usefulness of quasi-experimental designs when experimental
designs are not suitable. The study was designed to determine whether
the provision of enhanced mental health care services, in addition to
usual care, resulted in improvements in participants’ psychological and
social functioning. The enhanced care condition was extensive, with
cost and training considerations limiting the availability of the condi-
tion to a single American site. Because all participants in the area knew
that the enhanced care was available, it would have been impossible
to randomly assign participants to enhanced and usual care conditions.
Instead, the researchers selected a site elsewhere in the United States
that was comparable in terms of the population of potential participants
and in terms of the usual mental health services available. Data were
collected from participants at both sites to determine the effect of the
enhanced care intervention.

The most frequently used quasi-experimental designs involve the
comparison of two previously established groups of participants. In the
simplest design, one group receives the intervention, the other doesn’t.
Data are collected after the intervention and then analyzed. This design
is cost-effective and relatively straightforward because only one wave
of data collection is required. However, this must be balanced against
the obvious weakness of this design: that the two groups may differ
substantially before the intervention, thereby confounding the results.
Data collection prior to the intervention strengthens the design, as pre-
intervention differences can be controlled for statistically.

Experimental designs involve both random assignment to condition and
experimental manipulation. These features allow the researcher to draw
relatively unambiguous conclusions about the effects of the independent
variable on the dependent variable. We say “relatively” unambiguous
because results may be confounded by unplanned variability in the
manner in which the manipulation occurred (e.g., therapists who are
supposed to be providing the same treatment may differ in how closely
they follow the treatment protocol) or by the random assignment of par-
ticipants failing to yield groups equivalent on all dimensions prior to the
intervention (this is often due to using too small a sample).

Compared with all other research designs, experimental designs
provide the best protection against threats to internal validity. As with
quasi-experimental designs, the strongest design is one in which both
pre-intervention and post-intervention data are collected. Sometimes,
however, concerns about reactivity to testing may lead a researcher
to dispense with obtaining pre-intervention data, which weakens the
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ability to determine the initial equivalence of groups. By skimming the
pages of scientific journals in clinical psychology, you will find many
examples of experimental designs, often called true experiments. In the
realm of psychotherapy research, these types of designs are typically
known as . Randomized controlled tri-
als involve the random assignment of participants into one of two or
more treatment conditions. In many instances, a no-treatment condi-
tion (often called a wait-list condition) is included, in which research
participants do not immediately receive any form of intervention. Then,
in order to meet ethical standards, once a period that is comparable
to the duration of the treatment or treatments being investigated has
passed, those in the no-treatment condition are offered treatment.

I am a full professor in the program in clinical psychology in the Department
of Psychology, University of Calgary. | am also the head, Department of
Psychology and a coordinator with the Alberta Gaming Research Institute. |
received my B.A. (Honours) (1981) in psychology from Carleton University,
and my M.A. (1983) and Ph.D. (1987) in clinical psychology from Queen’s
University. | am registered as a clinical psychologist in Alberta. My research
interests focus on various aspects of addictive behaviours, including relapse
and recovery from substance abuse and gambling disorders. | have pub-
lished over 100 peer-reviewed articles in top journals on these topics. | have

conducted a number of randomized clinical trials of both brief and more traditional addiction treatment models.
My self-directed treatment model for gambling problems is recognized as an evidence-based treatment by the
United States Substance Abuse and Mental Health Administration. In 2010, | received the Scientific Achievement
Award from the U.S. National Center for Responsible Gaming. | maintain a private practice in Calgary in addition

to providing consultation to a number of organizations internationally.

| attended a small rural high school and remember
clearly in my final year selecting pamphlets labelled
Psychologist, Psychiatrist, and Social Worker from
the career information display outside the guidance
counsellor’s office. Even though | did not really know
the difference between them, | was more drawn by
the description of psychology than the alternatives.
| don't think | locked into a career path at that point.
Instead, | took a variety of introductory courses in my

first year of university and psychology ended up being
the most stimulating. | particularly liked the abnormal
module and | remember special lectures by a graduate
student on the topic of death and dying. Although
I don’t remember what | learned from the pamphlet in
high school, I do know that my undergraduate courses
at Carleton University helped me appreciate psychol-
ogy's scientific approach to understanding behaviour.
By the end of my B.A., | knew that | wanted to attend

CONTINUED . ..



graduate school in clinical psychology. At that point,
I was interested in developmental psychology and envi-
sioned myself being a scientist-practitioner working

| particularly enjoy the diversity that psychology has
offered me. Before moving to academia, | held a
number of clinically focused positions. After gradu-
ate school, | worked as a psychologist in Cape Breton,
half-time in a mental health service and half-time on a
long-stay inpatient unit. These positions taught me a
lot about the diversity of clients in terms of severity and
types of disorders and how to work with other disci-
plines to ensure optimal care. My second position was
an addiction position in Calgary, which had ultimately

Like a lot of psychologists, I find that information
overload is a constant challenge. From my desktop,
laptop, or iPad, | can now access almost any type
of psychological knowledge and there is simply too
much to process, even within my specific area of
focus (and without considering all the other areas

My most recent area of focus has been on helping individ-
uals recover from gambling problems “by themselves.”
This is not the oxymoron that it appears to be. People
who recover without using formal treatment programs

For me, the integration of science and practice is so
essential to clinical psychology that | can't imagine
how | could separate them. | need to have a theoretical
model to direct what | do clinically and | feel compelled
to track the empirical foundation of the model as it

Basing policy and clinical practice on research evidence
is a strong trend in health care and other government
systems. As a science-based discipline, psychology
has been ahead of the pack and it is good to see us

with children and families. However, | didn't appreci-
ate yet the role serendipity plays in determining the
path that one ultimately takes!

been my area of focus in graduate school. The Calgary
position was diverse, busy, and challenging, although
in different ways than in Cape Breton. The position was
in a major teaching hospital that had both education
and research mandates in addition to the clinical man-
date. Supervision of psychology students and trainees
in other disciplines was expected. Research and evalu-
ation was possible. My research involvement and more
serendipity allowed me to move to a full-time academic
position in 2001.

for which I'd like to know the latest developments).
Add to that burden, the daily onslaught of emails,
listservs, and texts and it is simply overwhelming
to know how to filter everything to a manageable
level. At least my phone does not ring as often as
it used to.

use the same recovery strategies that are taught in treat-
ment. We are investigating various methods of promot-
ing this self-recovery process. Our latest project is testing
the efficacy of an online Web-based self-recovery toolkit.

unfolds in the research literature. At the same time,
my clients have taught me a lot and it is clear that my
years as a front-line clinician have informed the types
of research questions that I ask.

provide some leadership in this area. It is also good to
see psychology responding to the increased consumer
perspective in mental health, helping to design acces-
sible and effective treatments.



Until the 1980s, reviews summarizing research findings in a specific
research realm were based on qualitative (that is, non-numerical)
methods. Somewhat like a sophisticated term paper, reviews provided
a narrative account of the various studies, their strengths, weaknesses,
and findings, and then drew conclusions about the state of knowl-
edge in the research area. This traditional form of review is still used
for summarizing conceptual and methodological approaches used in
researching a topic. However, a quantitative form of research review
known as is now the standard for making a general
statement about the findings in a research field (Harris, 2003).

Meta-analysis brings scientific rigour to the process of reviewing
the results of research, allowing investigators to use explicit decision
rules and computations in reporting findings. Consequently, meta-
analytic studies are more frequently cited in the work of researchers
than are studies using the other research designs we have described
(Patsopoulos, Analatos, & Ioannidis, 2005). Meta-analysis involves a
complex set of statistical procedures to quantitatively review research
in an area. An analogy to a typical research study may be helpful to
explain what meta-analysis is. A typical research study involves the
collection of data from multiple research participants. The data are then
summed up and overall trends in the group of participants are exam-
ined using statistical procedures. The same general process occurs in
meta-analysis, but the “participants” in a meta-analysis are research
studies rather than individuals.

In a single research study, similar data are collected from all partici-
pants. Obviously this is not possible in a meta-analysis, for the original
research studies are likely to have employed different measures for as-
sessing outcome. Meta-analysis combines the results of prior research
using a common metric called an (Rosenthal & DiMatteo,
2001). Effect sizes can be calculated for almost all types of research de-
signs and statistical analyses. For correlational analyses, the correlation
coefficient is typically used as the effect size. For analyses involving
differences among groups, the effect size is obtained by calculating the
difference between the means of two groups (e.g., the treatment and
no-treatment groups) and then dividing by the standard deviation of
either one of the groups or the pooled sample of both groups. Although
it may seem that these are relatively simple calculations, researchers
have found that great care must be taken in quantitatively summarizing
aresearch area, as it is very easy for errors to creep into the calculations
of effect sizes (Gotzsche, Hrébjartsson, Maric, & Tendal, 2007).

Meta-analysis offers numerous advantages over traditional research
reviews or single empirical studies. For example, statistical analyses,



rather than the author’s impressions, guide the conclusions drawn
about a research topic. Moreover, by including data from many studies,
the number of research participants on whom conclusions are based is
dramatically increased. This greatly enhances the researcher’s power
to detect an effect and improves the generalizability of the conclusions
drawn on the basis of the literature. Given its methodological and sta-
tistical strengths, meta-analysis is increasingly used to determine the
current state of knowledge about many areas of research and to assist
in the development of health care policies regarding the provision of
medical and psychological services. In Chapters 12 and 13, we describe
several meta-analyses that have been influential in shaping views of the
efficacy of psychological treatments for patients of all ages.

We cannot emphasize enough that no single study can answer all the
questions in a research field. At best, a study adds a small amount of
knowledge to a field. To be certain that this knowledge is meaning-
ful, researchers must be aware of the strengths and limitations of their
studies and must strive to reduce threats to the validity of the research.
As we described in Exhibits 4.7 and 4.8, many of the threats to the
internal and external validity of a study can be addressed by consider-
ing a number of participant sample and measurement parameters. In
the following sections, we highlight some issues that researchers must
consider in order to maximize the validity of a study.

Biases in sample characteristics and selection can have
an enormous impact on the researcher’s ability to accu-
rately interpret study results. For example, a study based
on data obtained from White male university students
registered in an introductory psychology course is likely
to have rather limited generalizability, and the researcher
must ensure that his or her conclusions accurately re-
flect the fact that the findings may not apply across age,
gender, ethnicity, educational level, and socioeconomic
status. Likewise, a study of parenting values based on
data from two biological-parent Chinese Canadian fami-
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step-families, single-parent families, or families with research results.



If a psychologist wants to
study people diagnosed
with a specific disorder, why
does it matter how they are
recruited into the study?

same-sex parents. As a starting point, therefore, the researcher needs to
consider how best to optimize the fit between (a) the characteristics of
the population to which the results will be generalized and (b) the type of
sample that should be recruited for the study. It is also important that the
researcher fully describe the characteristics of the participants involved
in the research and the manner in which participants were recruited for
the study. Surprisingly, this is not always done in published research
(Lee et al., 2007). Without such information, it is not possible to de-
termine whether the results may be biased by the sample composition.

It is rarely possible to obtain data from all members of a population,
regardless of whether the population is defined as all citizens of a
country, all those who experienced a specific stressor (such as surviv-
ing a hurricane), or all people with a specific mental disorder (such as
schizophrenia). Accordingly, researchers must make decisions about how
to obtain data from a subset of the population of interest. This subset is
known as the research sample. Decisions about the strategies used to
recruit participants can affect the validity and generalizability of a study.

Two examples illustrate the potential research limitations of sam-
pling strategies. A number of studies have examined the extent to which
victims of childhood sexual abuse exhibit psychological symptoms and
disorders as adults. Contradictory findings have been reported with re-
spect to dissociative symptoms, with some studies finding little evidence
of dissociative symptoms and others finding substantial evidence of the
link between childhood victimization and later dissociative symptoms.
Much of the apparent discrepancy between such findings appears to be
due to variations in sampling strategies. The studies finding little or no
connection tend to use community samples, whereas studies reporting
strong connections tend to use samples from psychological or psychiatric
clinics. Thus, evidence for dissociative symptoms depends on the extent
to which participants are experiencing clinical distress and/or seeking
services for their distress (Rumstein-McKean & Hunsley, 2001). A second
example comes from research on marital functioning. Karney and col-
leagues (1995) conducted two studies: in the first, couples were recruited
through newspaper advertisements and, in the second, research partici-
pants were solicited from public records of marriage licences. The two
samples of participants differed on many sociodemographic, psychologi-
cal, personality, and marital quality variables. Because of these differences,
many of the significant associations found among these variables in one
study were not found in the second. These two examples demonstrate
the need for researchers to attend to sampling strategies, both in the de-
sign of a study and in interpretation of findings.



There are two basic forms of sampling: probability sampling and
non-probability sampling (Henry, 1990). Probability sampling focuses
on the use of numerous strategies to ensure that the research sample is
representative of the population (e.g., obtaining data from every 10th
household in a neighbourhood; using census information to determine
how many participants with different levels of income need to be
recruited in a study; contacting a randomly selected 20% of all psy-
chologists licensed in a jurisdiction and requesting their involvement
in a study). The term probability sampling comes from the fact that,
with these types of sampling strategies, the researcher knows the prob-
ability of selecting participants from the population of interest. This
is the type of sampling used in surveys that are frequently reported in
the media on topics such as preferences for political parties or candi-
dates, views on government priorities, and attitudes on issues such as
immigration, health care, and the environment. Probability samples are
required when the researcher is interested in obtaining an accurate and
precise estimate of the strength, level, or frequency of some construct
in the population. For this reason, probability sampling is typically used
in epidemiological studies of the prevalence of mental disorders or the
utilization of mental health services.

Although some psychological research uses probability sampling
strategies, psychologists more commonly rely on non-probability sam-
pling approaches. These sampling strategies may include advertising
for research participants in a newspaper, on a website, or in a mental
health treatment setting. As you probably know from experience, many
psychological studies rely on university students as research partici-
pants. Because the researcher does not know how many people saw a
recruitment poster or opened a recruitment email for participation in
the study, it is not possible to determine the probability of obtaining
participants from the pool of potential participants. Furthermore, be-
cause the researcher is not specifically recruiting in order to ensure the
representativeness of the sample, data from non-probability samples
are unlikely to be as generalizable as data obtained from probability
samples. However, in much psychological research, this is assumed not
to be a major problem.

The final consideration is the number of participants required for the
study. Without a sufficient number of participants, a study will not
have the statistical power needed to detect the very effect it was de-
signed to examine. Psychotherapy outcome research illustrates this
challenge. Most experimental studies in which a treatment condition is
compared with a no-treatment control condition have sufficient sample



sizes and power to detect an effect due to treatment. However, an early
and influential review of experiments in which two treatments were
compared with each other found that only half of published studies had
sufficient sample sizes and power to detect a difference between treat-
ments (Kazdin & Bass, 1989). Although the conclusions of this review
have been available for many years, there are still frequent problems
with studies having low power to detect treatment effects. As we will
discuss in Chapter 14, this means that a common interpretation that all
psychotherapies have comparable effects may be based, at least par-
tially, on research design weaknesses. Many tools, developed using the
statistical work of , are available to assist researchers in
determining the optimal number of participants to recruit for a study
based on the phenomenon under investigation, the research design,
and the type of planned data analysis (e.g., Cohen, 1992).

A multitude of measurement options are available to clinical psycholo-
gists conducting research. No option is necessarily the best for all types
of studies. Instead, as we have repeatedly emphasized, the strengths
and limitations of a measurement option (or a research design or a
sampling strategy) must be carefully considered, along with the degree
to which the measurement option fits the research hypothesis and other
aspects of the planned study. Exhibit 4.9 provides a summary of the
range of general measurement modalities that may be appropriate for a
study. In many studies, multiple measures of each variable are selected.
This enhances the likelihood that the variable of interest has been fully
or adequately measured in the study. However, as the time required
for study participation increases, this may have an effect on the study
by selectively influencing the type of person who is able and willing to
take part, thereby affecting the study’s external validity.

The psychometric properties of a measurement strategy have a
dramatic effect on the outcome of a study. Reliability—the degree
of consistency in the measurement—and validity—the degree to
which the construct of interest is accurately measured—both affect
the quality of a study and the likelihood that a hypothesis is tested
appropriately. Exhibit 4.10 provides a summary of the psychometric
properties that a researcher should consider in selecting a measure-
ment tool. Although there are literally thousands of established
measures and assessment procedures available, in some instances re-
searchers may choose to develop a measurement tool specifically for
the study. In such cases, researchers must ensure they use a measure
that is both reliable and valid.



Exhibit 4.9 Measurement Options

Self-Report Measures: The research participant completes a questionnaire describing some aspect of himself
or herself. This may range from global self-ratings, such as overall happiness or psychological adjustment, to very
specific self-ratings, such as anxiety while completing a research task.

Informant-Report Measures: Information about a target research participant is gathered from other individu-
als. In clinical psychology research, this is typically someone who is well acquainted with the participant, such as
a partner, a parent, or a teacher. Data may also be obtained for individuals with only limited experience with the
participants. In studies of social interaction, for example, informant-report measures may be gathered from all
the participants who interacted with a given participant.

Rater Evaluations: Data may be obtained from someone knowledgeable about a participant’s involvement in
a study, such as a rater who viewed videotapes of the participant performing a task or a therapist who provided
treatment to the participant. Such ratings can range from evaluations of very specific to very global features.
Performance Measures: Participants may be asked to complete tasks in a study, such as a visuomotor task, a
response time task, an identification task, or a task related to specific intellectual or social skills. The quality of
the participant’s performance on the task is used as data in the study.

Projective Measures: A technique, such as a storytelling task, may be used to assess the underlying needs or
motives of a research participant. The assumption in using such measures is that they provide data that are dif-
ferent from those obtained through self-report.

Observation of Behaviour: Coding systems or general ratings may be used to summarize elements of a participant’s
actual behaviour. This may occur in either naturalistic settings such as the family home or in laboratory settings.
Psychophysiological Measures: A range of measurement options is available to evaluate a participant’s biological
characteristics. These include measures of autonomic arousal, cardiovascular activity, and neurological functioning.
Archival Data: Research data are often obtained from information sources that exist apart from the actual research
study. This may include such sources as police records, health care utilization records, and academic records.

Exhibit 4.10 Psychometric Properties of Measures

Internal Consistency: The degree to which elements of the measure (such as items on a test) are homogeneous.
Test-Retest Reliability: The stability over time of scores on a measure.
Inter-Rater Reliability: The consistency of scores on a measure across different raters or observers.

Content Validity: The extent to which the measure fully and accurately represents all elements of the domain
of the construct being assessed.

Face Validity: The extent to which the measure overtly appears to be measuring the construct of interest.
Criterion Validity: The association of a measure with some criterion of central relevance to the construct, such
as differentiating between groups of research participants.

Concurrent Validity: The association of a measure with other relevant data measured at the same point in time.

CONTINUED . ..



Predictive Validity: The association of a measure with other relevant data measured at some future point in time.
Convergent Validity: The association between a measure and other measures of either the same construct or

conceptually related constructs.

Discriminant Validity: The association between measures that, conceptually, should not be related.
Incremental Validity: The extent to which a measure adds to the prediction of a criterion beyond what can be
predicted with other measurement data.

Once data are collected, the researcher must conduct data analyses
to determine the extent to which his or her research hypotheses have
been supported. Appropriate data analysis is an integral part of a valid
study, so researchers must carefully choose from a multitude of options
for data analysis when designing the study. Guidelines on statistical
methods and how to report research findings are available to assist a
researcher in making these important decisions (e.g., APA Publications
and Communications Board Working Group on Journal Article Reporting
Standards, 2008; Wilkinson & the Task Force on Statistical Inference,
1999). Just as there are a number of threats to the internal and exter-
nal validity of a study, so too are there many threats to the statistical
conclusion validity of a study. Statistical conclusion validity refers to
aspects of the data analysis that influence the validity of the conclu-
sions drawn about the results of the research study. Common threats to
statistical conclusion validity are outlined in Exhibit 4.11. As with other
threats to validity, careful attention to these threats during the design
of a study can increase the likelihood of accurately detecting an effect
in the study. Viewpoint Box 4.2 provides a perspective on how ignoring
these threats may dramatically influence the conclusions drawn about
research findings.

Exhibit 4.11 Common Threats to the Statistical Conclusion Validity of a Study

Low Statistical Power: Statistical power refers to the ability to detect group differences when such differ-
ences truly exist. If a study has low statistical power, often caused by the use of samples that are too small, the

researcher may not be able to accurately conclude that group differences were found in the study.

Multiple Comparisons and Their Effects on Error Rates: Most studies involve the testing of multiple research
hypotheses, with multiple measures used to operationalize key constructs. The researcher needs to consider how
many analyses to conduct and the error rate to use for analyses in order to have a reasonable balance between

the desire to avoid Type | errors (i.e., concluding there is an effect when no true effect exists) and Type Il errors
(i.e., concluding there is no effect when a true effect exists).

CONTINUED . . .



Procedural Variability: Even with clear instructions and procedures to follow, those conducting the research (such
as interviewers, observational raters, and therapists) may differ in how they interpret or use the instructions and
procedures. Increases in variability in a study decrease the ability to detect a phenomenon or experimental effect.
Participant Heterogeneity: Variability in participant characteristics may result in differential results within the
sample. Again, by increasing variability within a study, it is more difficult to detect a true effect.

Measurement Unreliability: The less reliable a measure, the more that measurement error influences the data
obtained from participants. This increases within-study variability and negatively affects the ability to detect an effect.

VIEWPOINT BOX 4.2

As we described in Viewpoint Box 4.1, the findings of
an initial study in a research domain are not always
replicated in subsequent research. But just how wide-
spread is this pattern? There is growing evidence that
it is common and that it occurs in a broad range of
research areas. Here are some examples:

e Many research studies have reported that, com-
pared to what is observed in non-distressed
adults,
health conditions show brain volume abnor-
malities in diverse parts of the brain. loanndis
(2011) reviewed this literature, using the effect
sizes typically found in this research area to cal-
culate the power of each study to detect sta-
tistically significant results. He was surprised to
find that, across 461 data sets, there were at
least twice as many significant results reported
as there should have been based on each study’s
statistical power.

e Reboxetine, a selective noradrenalin reuptake
inhibitor, has been approved for the treatment
of depression in many countries. Using data
from published studies and unpublished data
from the drug manufacturer, Eyding and col-
leagues (2010) conducted a meta-analysis of
the use of reboxetine for treating major depres-

adults experiencing various mental

sion in adults. Overall, when all published and
unpublished data were used, they found no

evidence that the drug had effects superior to
those obtained with placebo medication. More-
over, compared to the unpublished data, data
from published studies greatly overestimated
the benefits of reboxetine and underestimated
the extent of adverse drug effects.

e Research on the interaction of genes and envi-
ronmental conditions has grown rapidly. In
examining the first decade of such research (i.e.,
during the period 2000-2009), Duncan and
Keller (2011) focused on published replications
of initial gene-by-environment interaction stud-
ies. Across 103 published studies, they found
that 96% of hypothesized effects in the initial
studies were statistically significant, but only
27% of attempts to replicate these novel find-
ings were statistically significant.

So what is going on here? Underlying the problem is
the fact that journals are more likely to accept stud-
ies with statistically significant findings. So, the most
likely explanations involve the selective use of statisti-
cal analyses and the selective reporting of outcomes
in a study (Munafd & Flint, 2010). That is, researchers
are likely conducting multiple statistical tests on their
data without correcting the significance level for the
fact that multiple tests were conducted. For example,
they may report a difference as significant at p <.05
when they ought to have been using a more stringent

CONTINUED . . .



criterion because of the number of analyses conducted.
This is considered to be “cherry picking” the signifi-
cant results in order to increase the likelihood that their
research will be published. The result is that research in
many areas may include substantial numbers of false

positive findings, giving the impression of stronger

research support for some hypotheses than is actu-
ally warranted. The solution to this problem is ensur-
ing that (a) research studies have sufficient statistical
power, (b) adjustments are made for conducting mul-
tiple statistical analyses, and (c) researchers accurately
report and represent major analyses of their data.
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Beware of the possibility of false
positive findings in published research.

Researchers in psychology commonly rely on statistical tests to de-
termine the outcome of a study and the degree to which a research
hypothesis was supported. However, it is important to remember that,
for many psychological measures, there is no direct correspondence be-
tween the scores on a measure and a person’s experience in the world.
For example, what does it mean to receive a score of 11 on a measure of
anxiety: how is a score of 11 manifested in the person’s day-to-day life?
Because many psychological measures have an arbitrary metric with
limited or no real-world correspondence, it is important that researchers
learn more about what the score on a measure actually means in the life
of a person and just how meaningful, in real-life terms, differences in
scores really are (Blanton & Jaccard, 2006; Kazdin, 2006). Knowing that
two groups differ in a statistically significant manner on their scores on
a particular measure is important, but it does not provide information
about whether the difference is a meaningful one. Therefore, in many
types of clinical psychology research, statistical significance is neces-
sary but not sufficient to fully evaluate the results of a study.

Because the field of clinical psychology focuses on the application
of psychological knowledge to improve human functioning, researchers
must also address whether the results have any practical significance.
In treatment research, this is known as . Clinical
significance has been defined in a number of ways, but all definitions
share an emphasis on evaluating the degree to which the interven-
tion has had a meaningful impact on the functioning of the treated
participants.

Just as there are different definitions, so too are there several distinct
methods for calculating clinical significance, some of which use group
data and others that focus on the data from individual participants in
a treatment study (Kraemer et al., 2003; Wise, 2004). One commonly
used approach is to evaluate, for each participant, whether the partici-
pant could be said to be in the normal range of functioning. This may
involve the use of norms, cut-off scores on scales, or pre-determined
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criteria (such as being employed or being able to function without as-
sistance when performing self-care tasks) to operationalize normal
range functioning. A second commonly used method, developed by

and colleagues, called the reliable change index, deter-
mines whether a participant’s pre-treatment to post-treatment change
on a scale is statistically greater than what would be expected due to
measurement error. If it is, and if the score on the scale has moved to
within two standard deviations of the mean score for a non-disordered
sample, then a clinically significant change is said to have occurred
(Jacobson & Truax, 1991). It is important to note that different meth-
ods for calculating clinical significance may yield different conclusions
(Bauer, Lambert, & Nielsen, 2004), so, as with traditional data analyses,
the researcher must make sure that appropriate clinical significance
methods are used in a study.

Throughout this book, we emphasize the importance of a solid research
foundation for the practice of clinical psychology. In this chapter, we
have given a brief overview of the research process, highlighting the
decisions that the researcher must make at all stages of the process in
order to conduct ethical research and to balance the needs of internal
and external validity. Perhaps the most important message is that there
is no perfect study and that the different methodological features all
have advantages and disadvantages. Just as the researcher must weigh
different choices carefully, so too must the informed research consumer
be aware of the effects of different methodological features in interpret-
ing results in a reasonable manner.

Exhibit 4.12 summarizes a number of issues that, as novice research
consumers, you should consider when reading the clinical psychology
research literature.

Exhibit 4.12 How to Critically Evaluate a Research Study

The fact that a study is published does not mean that it is perfect. In fact, there is no such thing as a perfect study.
Instead, studies vary in the degree to which the researchers have successfully addressed important issues and
have successfully dealt with threats to internal, external, and statistical conclusion validity. To help you develop a
critical eye for research, here are some questions you should ask yourself when reading a published study:
Title: Does the title accurately reflect the content of the article?

Introduction: Is the background information on the research area presented clearly and logically? Is there
unnecessary detail that is confusing or misleading? Is there a clear statement of the purpose of the study and/or
of the research hypotheses?

CONTINUED . . .



Participants: Are the chosen participants appropriate for the study topic? To what extent can results be gen-
eralized from the study’s sample to other populations of interest? Are recruitment methods described? Were
any analyses conducted to determine if there were effects due to differing methods? Was there attrition in the
study and, if so, how was it handled statistically and interpretatively? If control/comparison groups were used,
were they appropriate for the hypotheses being tested? In an experiment, was assignment to condition truly
random?

Measures: Are the psychometric properties (i.e., reliability and validity) found in previous research reported and are
they adequate? Likewise, is the reliability for the current sample reported, and is it adequate? If interviewers or coders
were used, are inter-rater reliability values reported? Are the chosen measures developmentally and culturally appro-
priate for the participants? How well do the measures evaluate the variables included in the research hypotheses?
Procedures: In general, are the procedures appropriate for testing the research hypotheses? For example, was
the training of raters/interviewers/therapists reported and does it seem adequate? Overall, are the procedures
described in sufficient detail that the study could be replicated?

Results: Are the statistical analyses appropriate for the research hypotheses and the research design? Are the
assumptions for the analyses met or were they violated? Was there any attention to whether the sample size was
sufficient to detect a true effect in the study? Was there an appropriate balance between avoiding Type | and
Type Il errors? Do the tables provide enough detail (or too much) to aid in understanding the obtained results?
Were post hoc analyses conducted and, if they were, did the researchers exercise caution in interpreting the find-
ings? If the study was a randomized clinical trial, were clinical significance methods used?

Discussion: Are the results fully discussed? Are there clear statements about the extent to which the research
hypotheses were supported? Does the researcher inappropriately interpret non-significant results? Is there a
reasonable discussion of the limitations of the study? How well does the researcher integrate his or her find-
ings with previous work in the area? Are viable alternative explanations of the obtained results considered in a
meaningful manner?



clinical significance: in addition to the results of a study attaining statistical significance, the results
are of a magnitude that there are changes in some aspects of participants’ daily functioning.

effect size: a standardized metric, typically expressed in standard deviation units or correlations,
that allows the results of research studies to be combined and analyzed.

external validity: the extent to which the interpretations drawn from the results of a study can
be generalized beyond the narrow boundaries of the specific study.

factor analysis: a statistical procedure used to determine the conceptual dimensions or factors
that underlie a set of variables, test items, or tests.

internal validity: the extent to which the interpretations drawn from the results of a study can
be justified and alternative interpretations can be reasonably ruled out.

mediator: a variable that explains the mechanism by which a predictor variable influences a
criterion variable.

meta-analysis: a set of statistical procedures for quantitatively summarizing the results of a
research domain.

moderator: a variable that influences the strength of the relation between a predictor variable
and a criterion variable.

randomized controlled trial: an experiment in which research participants are randomly
assigned to one of two or more treatment conditions.

statistical conclusion validity: the extent to which the results of a study are accurate and valid
based on the type of statistical procedures used in the research.

structural equation modelling: a comprehensive statistical procedure that involves testing all
components of a theoretical model.

Donald Campbell Jacob Cohen Neil Jacobson

Hayes, S. C., Barlow, D. H., & Nelson-Gray, R. O. (1999). The scientist practitioner: Research and
accountability in the age of managed care (2nd ed.). Needham Heights, MA: Allyn & Bacon.

Kazdin, A. E. (2003). Research design in clinical psychology (4th ed.). Needham Heights, MA:
Allyn & Bacon.

Kazdin, A. E. (Ed.). (2003). Methodological issues and strategies in clinical research (3rd ed.).
Washington, DC: American Psychological Association.



Roberts, M. C., & llardi, S. S. (2003). Handbook of research methods in clinical psychology.
Oxford: Blackwell Publishing Ltd.

Thomas, J. C., & Hersen, M. (Eds.). (2011). Understanding research in clinical and counseling
psychology (2nd ed.). New York: Routledge.

The American Psychological Association has a number of sources of information and links to
resources for conducting research: www.apa.org/research/tools/index.aspx

Although the focus of the Social Psychology Network is on social psychology, this is a wonderful
website that contains numerous links to resources on research methodology, research ethics, and
statistics: www.socialpsychology.org/methods.htm

The VassarStats website has extensive resources for understanding statistical procedures
commonly used in psychology, along with online calculators that provide you with the option of
conducting statistical analyses: vassarstats.net

The British Medical Journal provides a collection of short, easy-to-read articles on statistics:
www.bmj.com/about-bmij/resources-readers/publications/statistics-square-one

If you are interested in learning more about meta-analysis, free meta-analysis software is available
at several sites: ericae.net/meta/metastat.htm

www.lyonsmorris.com/ma1/index.cfm

You can access the Tri-Council policy on ethical conduct of research involving humans at the
following website: www.pre.ethics.gc.ca/eng/policy-politique/initiatives/tcps2-eptc2/Default/


http://www.apa.org/research/tools/index.aspx
http://www.socialpsychology.org/methods.htm
http://vassarstats.net
http://www.bmj.com/about-bmj/resources-readers/publications/statistics-square-one
http://ericae.net/meta/metastat.htm
http://www.lyonsmorris.com/ma1/index.cfm
www.pre.ethics.gc.ca/eng/policy-politique/initiatives/tcps2-eptc2/Default/

ASSESSMENT: OVERVIEW

CHAPTER

INTRODUCTION

Aden is having difficulty concentrating in school. He is having
a hard time learning to read. Is he entitled to receive special
education services?

Kayla has been cranky and unwilling to do her homework. She
seems to get upset at the slightest provocation. Is this just regu-
lar teenager moodiness or does she have a serious problem?

Since he received a potentially lethal electric shock at work,
Boris has had difficulty managing his temper. He is moody
and unpredictable. What are the prospects for him returning
to work?

As we outlined in Chapter 3, the classification of phenomena is
a central feature of all sciences and social sciences. Classification re-
quires the collection of data in a process known as assessment. People
are routinely assessed and classified for a variety of purposes. In the
educational system, students are assessed virtually every day from the
time they begin school at the age of 4 or 5 until they complete their
education some 12 to 25 years later. Assessments of knowledge and
skill through examinations, projects, homework assignments, and class
presentations are used to assign grades and to determine whether the
person has met criteria to graduate. On the basis of these grades and
other assessment data (such as personal interviews and entrance exami-
nations), decisions will be made about students’ applications to private
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Is Kayla a regular teen or does she
have a serious disorder?

How is psychological
assessment different from
other types of assessment?

schools, universities, or graduate programs. In the work realm, most
people undergo some form of assessment to determine whether they
should be offered a job. In many cases, such assessments are highly
subjective and are thus potentially biased and unfair. Once hired, em-
ployees undergo constant informal assessment of their job performance
by their supervisors. Increasingly, salary increases or advancement in
the organization are related to results of performance evaluations. Even
when you apply for a credit card, loan, or mortgage, you (or more pre-
cisely your credit history and credit risk) are assessed.

Psychological assessment strategies and tools are used increasingly
for a number of educational and employment purposes. In this chap-
ter and in the following four chapters, you will learn about the use
of psychological assessment for clinical purposes. Along the way, we
introduce you to the domains and methods of assessment most com-
monly found in clinical psychology. In these chapters, we will show you
the potential value of clinical assessment and make you aware of the
challenges that clinical psychologists face in gathering and integrating
assessment information.

As we just highlighted, we are all assessed on a regular basis. Moreover,
as human beings, we all constantly engage in informal assessment
activities related to our day-to-day lives. We use information (i.e., as-
sessment data) to help us make both small decisions (such as whether
to ask a professor to explain a concept that is unclear or whether to
accept an invitation to have a meal with a friend) and more important
decisions (such as whether to accept an offer for graduate school or to
move in with an intimate partner). Data such as facial expressions, tone
of voice, previous experiences with a person, and our own emotional
reactions all influence our decisions. In most cases, these assessment
processes occur automatically. As you will learn in Chapter 9, auto-
matic decision-making can be vulnerable to many types of errors.
What makes psychological assessment, or more specifically clinical
assessment, different from other types of assessment? Psychological as-
sessment is an iterative decision-making process in which data are
systematically collected on the person (or persons); the person’s history;
and the person’s physical, social, and cultural environments. Based on
an initial understanding of the problem to be assessed, preliminary in-
formation is gathered that, in most cases, leads to a refinement of the
understanding of the problem and to an alteration in assessment activi-
ties. This cycle then repeats itself until the psychologist decides enough
information has been collected to adequately respond to the assessment
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question. Psychological assessment involves the gathering and integra-
tion of multiple types of data from multiple sources and perspectives. At
a minimum, this involves information provided by the client and infor-
mation based on the psychologist’s observation of the client during a
clinical interview.

All psychological assessments are undertaken to address specific
goals, such as (a) evaluating a child’s cognitive abilities to determine
whether the child is eligible for remedial services; (b) identifying the
characteristics and behaviours associated with an adolescent’s repeated
social rejection, so that a treatment plan can be devised to help improve
the youth’s social functioning; or (c) determining the extent of emo-
tional impairment experienced by an adult who was in a car accident.

Guided by assessment goals, the psychologist clearly and precisely
formulates the questions to be addressed during the assessment. In
turn, these questions inform the selection of the most appropriate
assessment methods and instruments. Throughout the process of data
collection, the psychologist generates hypotheses about the client
and, therefore, may alter or refine the initial assessment questions in
order to examine these hypotheses. This typically leads to the use of
additional assessment procedures and the review of other data. Once
all the assessment data have been collected, the psychologist must
then make sense of the information and meaningfully address the
inevitable inconsistencies and contradictions that occur in all assess-
ment situations.

As part of this integration and interpretation process, the psycholo-
gist generates more hypotheses and strives to evaluate the strength of
the evidence for and against these hypotheses. In most instances, prior
to generating a final set of conclusions designed to answer the ques-
tions that originally led to initiating the psychological assessment, the
psychologist consults with the client (and possibly others) about the
accuracy of these conclusions. Of course, as with all psychological ser-
vices, psychological assessment must be conducted in a manner that is
informed by an awareness of human diversity and is sensitive to client
characteristics, including, but not limited to, age, gender, ethnicity, cul-
ture, sexual orientation, and religious beliefs.

All clinical psychologists should be competent in conduct-
ing assessments. The 1999 presidential task force of the American
Psychological Association’s Division 12 (Clinical Psychology) estab-
lished a model training curriculum in clinical assessment. You can see
in Exhibit 5.1 the knowledge and skills that graduate students in clini-
cal psychology must master in order to be competent in conducting
psychological assessment. You will notice that the applied skills build
on the foundational knowledge of psychometric theory that is covered



in undergraduate programs. Information provided in this chapter and
in the next four chapters will help you become better acquainted with
these topics.

Exhibit 5.1 A Model Curriculum for Clinical Psychology Assessment: Recommendations from
the American Psychological Association, Division 12 Presidential Task Force (1999)

Conceptual Areas
Normality, norms, and standardization
Reliability
Validity
Threats to validity (bias, deception, malingering)
Clinical decision-making (sources of error, optimal strategies)

Applied Topics
Intellectual assessment
Self-report personality assessment
Neuropsychological assessment
Diagnostic assessment (meaning of diagnoses, reliability, sources of data)
Structured interviews and behavioural observation with children and adolescents
Parent rating scales for child/adolescent assessment
Specific skills relevant to the focus of the graduate program (e.g., test construction, assessment of individu-
als with disabilities, risk assessments)
Assessment data integration and report writing
Ethics and legal issues in assessment

As part of a major conference on defining and evaluating compe-
tencies in professional psychology, in 2002 a psychological assessment
working group identified core competencies for professional psy-
chologists. As you can see in Exhibit 5.2, achieving and maintaining
competence in psychological assessment is no easy feat. Consistent
with the recommendations for training in Exhibit 5.1, competence in as-
sessment requires both conceptual knowledge and practical assessment
skills. Although not explicitly recognized in the competency listings,
another significant challenge is for clinical psychologists to ensure their
knowledge and skills are up to date. As we will see in Chapters 7 and
8, new measures continue to be developed and many of the major psy-
chological tests are regularly updated every few years. So, even though
students may learn about the most recent advancements during their
graduate training, the process of staying up to date requires a commit-
ment to career-long learning.



Exhibit 5.2 Core Competencies in Psychological Assessment

¢ Knowledge of:
¢ psychometric theory
e the scientific, theoretical, empirical, and contextual bases of psychological assessment
¢ Knowledge, skills, and techniques to assess cognitive, affective, behavioural, and personality dimensions
of human experience
e Ability to:
e assess intervention outcomes
e evaluate critically the multiple roles, contexts, and relationships in which clients and psychologists func-
tion and the reciprocal impact of these on the assessment activity
e establish, maintain, and understand the collaborative professional relationship involved in the assess-
ment activity
¢ Understanding of the relation between assessment and intervention, assessment as an intervention, and
intervention planning
e Technical assessment skills, including problem/goal identification and case conceptualization; under-
standing and selection of appropriate assessment methods; effective use of the assessment methods;
systematic data gathering; integration and analysis of information; understandable, useful, and respon-
sive communication of findings; and development of recommendations
Adapted from Krishnamurthy et al. (2004).

As you may remember learning in Chapters 1 and 2, psychological
assessment has always been an important professional activity for clini-
cal psychologists. Even though the roles of clinical psychologists have
expanded over the decades, assessment activities remain a central part
of the profession. Psychological assessments are conducted for myriad
reasons. The first important distinction is between situations in which
psychological assessment is the primary clinical service provided and
situations in which the psychological assessment is just one element of
the clinical service.

Some psychological assessments are stand-alone services. Examples
include child custody evaluations to determine the best parenting ar-
rangements for children whose parents are separating or divorcing,

psychoeducational assessments to diagnose learning disorders and to

identify cognitive strengths and weaknesses, neuropsychological as- ©istock.com/Maica

sessments to evaluate the extent of cognitive and memory impairment psychological assessments may be
following a severe concussion, and psychosocial functioning/diagnostic initiated to diagnose learning disorders.
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assessment to evaluate the psychological aftermath of a motor vehicle
accident. In these cases, an assessment is initiated to answer basic
questions about the person’s current functioning or suitability for ser-
vices and to provide recommendations for remediation of problems,
whether by a psychologist or by another health care or education spe-
cialist. In some instances, the clinical psychologist may also be asked to
provide an opinion on whether the person’s current level of functioning
is substantially different from a prior level of functioning (e.g., before a
car accident or a work-related injury).

These are conducted primarily to
provide information that can be used to address a person’s current or
anticipated psychosocial deficits. Thus, the conclusions and recommen-
dations provided by the psychologist may have an enormous impact
on the person’s life circumstances, such as whether a child will have
primary residence with one parent or whether an injured worker will
receive a disability pension. Given the importance of the decisions that
are based on assessment results, psychologists must use evidence-based
assessment tools and must follow all ethical standards in providing
these services (a point we address more fully later in the chapter).

An individual may make a request for a psychological assessment.
At other times, the request for an assessment is made by another person
or an organization (e.g., a court-mandated child custody evaluation—
see Viewpoint Box 5.1 for a discussion of issues around child custody
evaluations). In conducting the assessment, the psychologist must be
cognizant of these referral factors, for they may influence the extent
to which the person wishes to cooperate with the assessment, as well
as motivation to emphasize psychological strengths or psychological
impairments (see Exhibit 5.2 regarding the importance of awareness of
the context of assessment). It is also important that psychologists have
thorough knowledge of the legal context in which their assessments
will be used. It is possible, for example, that their assessments may be
challenged by the person being assessed or by an institution or agency
that initially requested the assessment (e.g., an insurance company).



VIEWPOINT BOX 5.1

The majority of divorcing parents reach an agreement
about the arrangements for parenting their children on
their own or with the help of legal and mental health
professionals. Although it is preferable for parents to
reach their own agreement on post-divorce parent-
ing arrangements, this is not always possible. A small
minority of parents who are unable to reach an agree-
ment turn to the legal system to determine parenting
arrangements after divorce. Judges in turn seek advice
from mental health professionals by ordering a child
custody evaluation by a mental health professional.

With training in child development and exper-
tise in psychological assessment, clinical psychologists
should be well placed to offer informed opinions about
optimal parenting plans for these high-conflict families.
However, the provision of child custody evaluations is
a professional minefield, yielding large numbers of
complaints about professional misconduct. In response
to these problems, guidelines have been drawn up by
various organizations, including the American Psycho-
logical Association (APA, 2010b) and the Association
of Family and Conciliation Courts (AFCC, 2006). One
of the most comprehensive sets of guidelines was
prepared by the College of Psychologists of Alberta
(2002). The guidelines lay out in detail the many types
of assessment data that must be gathered to perform
an adequate assessment.

It is easy to see how the process of conducting
interviews with parents, children, and new partners;
carrying out observations of various family members;
administering psychological tests to adults and chil-
dren; and synthesizing reports from collateral sources
such as teachers and therapists is likely to be a lengthy
and costly procedure. A survey of American psycholo-
gists indicated that the evaluation process took on
average 21.1 hours (Ackerman & Ackerman, 1997).
Given the hourly rates charged by psychologists, it is

clear that the cost of the average child custody evalua-
tion runs into thousands of dollars.

Ackerman and Ackerman also presented some
very troubling data on the tests most commonly
used by psychologists in child custody evaluation.
In assessing children, psychologists reported com-
monly using a range of projective tests such as the
Children’s Apperception Test, the Sentence Comple-
tion Test, the Rorschach Test, and projective draw-
ings. These projective tests for children fall far short
of the scientific standards of demonstrating reliability
and validity, and having norms (Hunsley, Lee, Wood,
& Taylor, in press). In assessing adults, the most com-
monly used test was the MMPI-2, followed by the
Rorschach. No validity studies have supported the
usefulness of these tests in predicting the best parent-
ing arrangement for divorced families. Of particular
concern are several websites describing the subscales
of the MMPI-2 and advising parents on the most
appropriate responses to provide in order to appear
well functioning.

To more directly assess what evaluators do,
Horvath, Logan, and Walker (2002) conducted con-
tent analyses of 135 reports included in official court
documents. In contrast to the self-report methodology
used by Ackerman and Ackerman (1997), this strategy
allowed the investigators to directly examine what
evaluators did rather than what they said they do.
Horvath and colleagues found great variability in the
extent to which APA guidelines were followed. Inter-
views sometimes failed to address critical issues such
as domestic violence and child abuse. Results of this
study underline the need for practitioners to use mul-
tiple methods to evaluate family functioning, and to
rely only on evidence-based assessment strategies in
making recommendations that are of such importance
to children and their families.



©iStock.com/TatyanaGl

Psychological assessment may be used
to make recommendations about
parenting after divorce.

As clinical psychologists have become more involved in pro-
viding intervention services, there has also been a shift in the
type of assessments they conduct. Psychological assessments are
most commonly conducted in the context of intervention ser-
vices. In these , the
psychological assessment is not a stand-alone service, but is con-
ducted as a first step in providing an effective intervention. All
intervention should involve some assessment. For example, an
initial evaluation of the person’s life circumstances and psychoso-
cial functioning is necessary to determine whether psychological
treatment is warranted or whether some other form of interven-
tion should be recommended. Pre-treatment assessment findings are
used to determine appropriate psychological interventions. These data
also provide a useful point of comparison for interpreting subsequent
assessment findings obtained during or after treatment.

Thus far we have categorized assessment activities as roughly
falling into one of two domains: stand-alone assessment in which the
main intent is to present conclusions and recommendations about the
person’s functioning; and assessment in which the main intent is to in-
tervene to improve the person’s functioning, with the assessment data
being used in support of this service. Although this dichotomy is useful
in thinking about psychological assessment, it is rather simplistic and
does not fairly represent the variety of purposes for which assessment
is conducted. Therefore, to deepen your knowledge of why psychol-
ogists conduct assessments, we will focus on the following range of
interrelated assessment purposes: screening, diagnosis/case formula-
tion, prognosis, treatment design and planning, treatment monitoring,
and treatment evaluation. We will return to several of these topics in
Chapter 9 when we examine the decision-making processes associated
with the clinical use of assessment data.

Given their expertise in measurement and psychometrics, psychologists
are often called on to assist in the development or implementation of

measures. Depending on the nature of the screening and
the screening site, psychologists may or may not be directly involved
in conducting screening assessments. The purpose of screening for a
disorder, condition, or characteristic is to identify, as accurately as pos-
sible, individuals who may have problems of a clinical magnitude or
who may be at risk for developing such problems. Individuals who are
screened may not have sought out assessment services; rather, they are
receiving the assessment as part of the routine operations of a clinic,
school, hospital, or employment setting. For example, there are now
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a number of instruments that are routinely used in schools to identify
youth with mental health problems. Psychological services are then of-
fered to those who have been identified as having problems (Levitt,
Saka, Romanelli, & Hoagwood, 2007).

People may also actively seek out a screening assessment. In the
United States, there are national screening days for a number of psy-
chological disorders, including the National Alcohol Screening Day and
the National Depression Screening Day. These screening days have
many sponsors, including the American Psychological Association. The
screening can be done online or in person at many community-based
health care settings such as general hospitals, mental health clinics,
and specialty health care providers’ offices. Hundreds of thousands of
Americans each year are screened for mental health problems in this
manner. Information on the websites for these screening services is
included at the end of this chapter.

As you learned in Chapter 3, assessment data are used to formulate
a clinical diagnosis such as those listed in the DSM-5. Interview data,
psychological test data, and reports from significant others provide in-
formation on the symptoms the person is experiencing. Information on
symptoms is compared with diagnostic criteria to determine whether
the symptom profile matches criteria for DSM diagnoses. As we de-
scribed in Chapter 3, knowing the diagnosis for a person helps clinicians
communicate with other health professionals and search the scientific
literature for information on associated features such as etiology and
prognosis. Diagnostic information can also provide key information on
the types of treatment options that have been found to be effective
in clinical trials (Nelson-Gray, 2003). Thus, diagnosis can provide an
initial framework for a treatment plan that can be modified to fully ad-
dress the client’s concerns and life circumstances.

Historically, the term diagnosis was used to describe the entire
process of conducting a psychological assessment and formulating a



clinical picture of the client. The term originated when diagnostic cri-
teria for psychological and psychiatric disorders were ambiguous and
relatively uninformative for clinical purposes (i.e., during the era of
DSM-I and DSM-II). Thus, in the past, diagnosis or psychodiagnosis
referred to the process in which the psychologist used interview and
testing data to render a comprehensive representation of the patient’s
psychological makeup (cf. Rapaport, Gill, & Schafer, 1968). Although
the term psychodiagnosis is still used by some clinicians (primarily
those with a psychodynamic orientation), the term

is now more commonly used to describe the use of assessment data
to develop a comprehensive and clinically relevant conceptualization
of a patient’s psychological functioning. Typically a case formulation
provides information on the patient’s life situation, current problems,
and a set of hypotheses linking psychosocial factors with the patient’s
clinical condition.

Whether or not it is stated explicitly, psychological assessment always
implies some form of prediction about the patient’s future. For example,
recommendations that the person seek psychotherapy to address bulim-
ic symptoms or that special academic tutoring is needed to compensate
for a learning disability imply that, without some form of intervention,
the present problems will either continue or worsen. A dentist would
not recommend implants to deal with a lack of teeth in a patient aged
six months—it would be assumed that, in time, the teeth would grow.
Similarly, if the psychologist believed that bingeing was simply related
to an adolescent growth spurt, or that a child’s reading difficulties were
an inevitable part of the learning process, then it would be unnecessary
to recommend intervention—the passage of time would be sufficient to
correct the problem.

refers to the use of assessment data, in combination
with relevant empirical literature, to make predictions about the future
course of a patient’s psychological functioning. Although the psychopa-
thology literature provides information for this task, it must always be
remembered that these studies deal with future outcomes at the group
level. The clinician’s task is to use this probabilistic information (e.g.,
“60% of patients with this diagnosis experience a recurrence of their
symptoms within two years”) in a manner that takes into account the
unique circumstances of the patient being assessed.

One of the biggest challenges for clinicians is to predict possible cli-
ent outcomes as accurately as possible. In considering ways to enhance
the accuracy of predictions, the psychologist must weigh a number
of variables such as time and cost, the consequences of inaccurate



decisions, and the base rate of the predicted outcome. Although it
is always possible to collect more and more assessment data, this is
not always desirable. Time spent on assessment may mean less time
is available to provide an intervention for the patient. The cost of an
assessment should not be underestimated: more time spent on assess-
ment means that someone (e.g., the client) or some organization (e.g.,
the client’s health insurance plan) must cover these costs. The clinician
must therefore strike a balance between the desire to obtain more in-
formation and the need to be conscious of the very real constraints that
influence the scope of the assessment.

Prediction errors are inevitable—no one can predict with 100% ac-
curacy. However, not all errors have the same psychological or financial
cost. Psychologists should be aware of these issues, and their selection
of assessment strategies and instruments should be based on conscious
choices about the types of errors they wish to minimize. A failure to
detect attention-deficit/hyperactivity disorder (ADHD) may result in
several years of frustration and academic and social failures for a child
and his or her family, whereas a failure to detect a mild specific pho-
bia is unlikely to have the same generalized impact. In older adults,
symptoms of impaired memory, difficulties in thinking, and problems
in concentration may occur as features of both major depressive disor-
der and dementia. A misdiagnosis has the potential not only to result in
ineffective treatment, but also to add to the burden experienced by the
individual. Errors can also occur in which a person is diagnosed when,
in fact, no diagnosis is warranted. For example, if a person showing
signs of social awkwardness was mistakenly diagnosed with Asperger’s
syndrome or autism spectrum disorder, it could lead to both unneces-
sary treatment and stigmatization.

All of these types of errors are influenced by the of a
problem or diagnosis: that is, the frequency with which the problem/
diagnosis occurs in the population. In a nutshell, the less frequently
a problem occurs, the more likely a prediction error will occur. As
many of the predictions that clinical psychologists make are about rare
conditions or low base rate events—such as the presence of an eating
disorder, the likelihood that the person will be violent in the future, or
the likelihood of a future suicide attempt—the consequences of error
must be seriously considered.

Errors in clinical prediction can occur in many assessment activi-
ties, including screening, diagnosis, and case formulation. To better
understand how clinical psychologists attempt to address the issue of
error, it is necessary to understand some of the basic concepts of deci-
sion theory. To begin, there is, of course, the situation in which the
prediction is accurate. As presented in Exhibit 5.3, this can mean either



that the prediction that an event will occur was accurate (true positive)
or that the prediction of a non-event was accurate (e.g., that no diag-
nosis was warranted or that a specific event such as a suicide attempt
would not occur—true negative). However, just as a prediction can be
correct in two distinct ways, there are two types of incorrect predic-
tions. A false positive occurs when the psychologist predicts that an
event will occur but, in fact, it does not occur (e.g., the psychologist di-
agnoses ADHD in a child who does not have the disorder). Conversely,
a false negative occurs when an event occurs that was not predicted by
the psychologist (e.g., the psychologist fails to diagnose someone who
has a personality disorder).

Exhibit 5.3 Accuracy and Errors in Clinical Prediction

Event True Positives (A) False Positives (B)
Non-Event False Negatives (C) True Negatives (D)
Sensitivity: A/ (A + C)
Specificity: D/ (D + B)

In referring to accuracy in clinical predictions, psychologists employ
two additional concepts: sensitivity and specificity. refers to
the number of times an event is predicted, across cases, compared with
the total number of times that the event actually occurs. More simply,
sensitivity (or selectivity; Hogan, 2007) is the proportion of true posi-
tives identified by the assessment (Haynes, Smith, & Hunsley, 2011).
Sensitivity is determined arithmetically by dividing the number of true
positives by the sum of true positives and false negatives. In contrast,

deals with the prediction of non-events. It refers to the num-
ber of times a non-event is predicted across cases compared with the
total number of times that no event occurred; alternatively, it can be
considered as the relative proportion of true negatives (Haynes et al.,
2011). Arithmetically, it is determined by dividing the number of true
negatives by the sum of true negatives and the false positives.

Let’s assume that a psychologist conducted assessments on hos-
pital inpatients in a patient care unit in order to predict who was at
risk for future suicide attempts. In our example, sensitivity provides
information on how well the assessment procedures were able to detect
future suicide attempts, and specificity provides information on how
well the assessment procedures were able to identify individuals who



would not attempt suicide. There are serious consequences associated
with failing to detect a person who went on to make a suicide attempt,
but there are also costs and consequences for each non-suicidal person
who is erroneously categorized as potentially suicidal—the person’s
freedom and privacy will have been restricted and considerable person-
nel resources will have been directed toward monitoring the person. Of
course, it would be ideal if an assessment had both high sensitivity and
high specificity but, in reality, this is rarely the case. Therefore, a deci-
sion about which assessment procedures to select should be informed
by a thorough consideration of the procedure’s sensitivity and specific-
ity and the psychological and financial costs stemming from inaccurate
clinical predictions.

As we discussed earlier in the chapter, a great deal of psychological
assessment is designed to inform treatment-related decisions. Once the
psychologist and client have reached a decision that some treatment is
required, the next step is to determine what exactly the treatment should
be. Treatment planning is the process by which information about the
client’s context (including sociodemographic and psychological char-
acteristics, diagnoses, and life circumstances) is used in combination
with the scientific literature on psychotherapy to develop a proposed
course of action that addresses the client’s needs and circumstances.
Treatment planning provides a clear focus for treatment and gives the
client realistic expectations about the process and likely outcome of
treatment. The plan also establishes a standard against which treatment
progress can be measured.

Within the context of health service provi-
sion, a treatment plan is a valuable tool that
facilitates communication among professionals
working with the client, provides a clear state-
ment about the nature of the planned services
to agencies that may need to authorize and/or
pay for the services, and provides a document
that can be reviewed as part of an agency’s
quality assurance activities to ensure that ap-
propriate services are being provided. The
collaborative effort between psychologist and
client to develop and implement a treatment
plan should also establish a good foundation
that will help in navigating the subsequent chal-  © pavid Butow/Corbis

lenges of psychotherapy. Rather than simply |t s always necessary to tailor the treatment to suit the client’s
agreeing to a vague statement about therapy, a  unique circumstances.




formal treatment plan ensures that a client can provide truly informed
consent for the procedures he or she is about to undertake.

The first step in developing a treatment plan is to determine whether
there are treatment options with established effectiveness for the types
of problems the client presents. The psychologist must consider the
extent to which the characteristics of the client match those of research
participants in relevant clinical trials. The better the fit, the greater the
psychologist’s confidence in choosing one form of treatment. However,
even if the fit is relatively poor—as may be the case in dealing with
clients with a minority ethnic/cultural background—treatment out-
come studies can still provide a useful starting point for developing a
treatment plan. Regardless of the fit, it is always necessary to tailor the
treatment to the client’s unique circumstances.

A useful treatment plan must cover three general areas: problem
identification, treatment goals, and treatment strategies and tactics
(Mariush, 2002). A clear statement of the problems to be addressed
provides the necessary starting point for understanding the proposed
treatment and for, eventually, determining the treatment’s success.
For treatment to be efficient and focused, goals must be specified.
Goals can include both ultimate goals for treatment and intermediate
goals that must be attained in order to reach the ultimate treatment
goals. For example, in helping Carolina overcome bulimic symptoms,
the ultimate treatment goal may be the development of appropriate
body image and of effective emotion regulation skills. The short-term
goal, on the other hand, may be the reduction of bingeing behav-
iour by establishing a routine of eating three healthy meals a day.
For Hannah, who has been cutting her arms, the short-term goal may
be a reduction in self-harming behaviour, with a longer-term goal
of establishing good study habits, enlarging her social network, and
dealing with conflict in her family. In Chapter 6 you will learn about
interviewing strategies that are useful in helping clients to define their
problems and goals.

Finally, a description of treatment strategies provides information
on the general approach to addressing the clinical problems, whereas
a description of treatment tactics provides details of specific tasks,
procedures, or techniques that will be used in treatment. To address
Justin’s symptoms of depression and relationship conflict, for ex-
ample, the treatment strategy may be to use individual interpersonal
therapy or to use emotionally focused couples therapy (EFT) with
both Justin and his partner Pat. The treatment tactics, however, would
deal with the specific elements of treatment, such as, within EFT,
having the couple work on emotionally reconnecting with each other
and developing renewed trust in each other’s emotional availability.



Only with a thorough and accurate assessment is it possible to specify
the type of strategies and tactics that are best suited to deal with a
client’s presenting problems.

Once a clear treatment plan is in place, the psychologist closely moni-
tors the impact of treatment. Treatment monitoring is a crucial element
of effective treatment as it enables the psychologist to change the treat-
ment plan based upon the patient’s response to treatment. If a patient
is progressing extremely well, it may be possible to shorten treatment
or to focus subsequent phases of treatment on other issues of concern
to the patient. Alternatively, if the treatment is less than optimally effec-
tive, close monitoring of treatment progress provides an opportunity to
alter the treatment. Figure 5.1 shows an example of treatment monitor-
ing data for Hannah, who received services to deal with self-harming
behaviour. All clinicians have an implicit sense of how the patient is
progressing, but treatment monitoring refers to explicitly tracking prog-
ress through the use of specific questions or psychological measures.
By providing data on problems in the process of treatment (such as
difficulties in the therapeutic relationship) and obstacles the patient is
encountering in following through on therapeutic activities (such as not
doing assigned tasks outside the therapy session), treatment monitor-
ing can provide an opportunity to reorient treatment efforts to avoid
potential treatment failure (Mash & Hunsley, 1993).

To repeatedly evaluate elements of the treatment process (such as
the therapeutic relationship and compliance with tasks) and alterations
in psychological functioning (including changes in symptom frequency,
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Figure 5.1. Frequency of Hannah's self-harm episodes during each week
of treatment



intensity, and duration), psychologists use interviews, brief psychologi-
cal tests, and/or tests specifically tailored to the client’s problems and
goals (Kazdin, 1993). Research by psychologist ,a
major contributor to the research on assessing changes due to treat-
ment, demonstrated that routine treatment monitoring can substantially
affect treatment outcome. In a meta-analysis of three large-scale stud-
ies, Lambert et al. (2003) found that by using monitoring data to alert
clinicians to treatment progress (or lack of progress), the likelihood of
client deterioration was reduced and the positive effects of psychother-
apy were enhanced. In these studies, treatment monitoring data were
routinely collected on more than 2,500 patients in a range of treatment
settings such as university counselling centres and outpatient treatment
clinics. Services were provided by qualified professionals who espoused
the full range of theoretical orientations typically found in practice set-
tings. The same very simple experimental manipulation was used in
all studies: patient and clinician dyads were randomly assigned to a
“no feedback condition” in which the treatment monitoring data were
not provided to the clinician or to a “feedback condition” in which
the clinician was given the data. Across the studies, in the no feed-
back condition, Lambert and colleagues found that 21% of patients
deteriorated and 21 % experienced clinically important improvements in
functioning. However, in the feedback condition, the number of clients
who experienced deterioration was reduced by a third (to 13%) and
the proportion of successful treatment cases increased by two-thirds
(to 35%). Similar results have been reported in subsequent large-scale
studies of individual psychotherapy outcome (Shimokawa, Lambert, &
Smart, 2010). Moreover, there is growing research demonstrating that
monitoring progress in couples therapy also has an extremely positive
effect on treatment outcome (Anker, Duncan, & Sparks, 2009; Reese,
Toland, Slone, & Norsworthy, 2010). These results present a convinc-
ing argument that clinical psychologists have an ethical responsibility
to routinely gather treatment monitoring data in order to enhance the
likelihood of successful treatment outcome.

In most clinical psychology settings, treatment outcome data have
typically been collected to document the extent to which psychologi-
cal services such as psychotherapy are effective in achieving stated
goals. A comparison of outcome data with intake data provides an
indication of how much change, if any, has occurred during treat-
ment of a particular individual. You might wonder why such data
are necessary—surely health care providers know how much their
patients have improved. Research evidence indicates that this is not



usually the case. For example, in a study of services provided by a
group of 23 mental health professionals (including psychologists)
who routinely provided therapy to children, no significant correla-
tions were found between the professionals’ perceptions of client
improvement and data from self-report measures completed by both
parents and children (Love, Koob, & Hill, 2007).

Outcome data can also be used as indicators of how well an entire
system of care is functioning. Data gathered for treatment monitoring
can affect treatment services provided to an individual client, but data
gathered for treatment outcome purposes can yield information rele-
vant to an entire psychological practice or service (Whipple & Lambert,
2011). At the level of individual psychologists working in an agency,
aggregating data across patients can provide useful information about
a psychologist’s success in working with patients. When compared
with data obtained from other psychologists in the agency, these data
also have the potential to yield information about psychologists who
are performing at above- or below-average levels. Those psychologists
whose treatment services are less successful could receive feedback
and be given additional supervision or training to rectify the situa-
tion. On the other hand, a practice analysis of the relatively successful
clinicians’ activities could provide indications of certain clinical skills
or knowledge that set these individuals apart from their colleagues.
Training sessions for all clinicians could then focus on the dissemina-
tion of these identified areas of strength in order to improve the overall
effectiveness of those working in the service setting. Of course, wheth-
er providing feedback to an individual psychologist or making group
comparisons among practitioners, it is essential to take into account
the service context. For example, if one psychologist in an agency
provides services to clients with chronic mental health problems and
a history of unsuccessful treatment, it would be unfair to compare
outcome data with those obtained by psychologists working with less
distressed clients.

Treatment outcome data can also be used to document the typi-
cal range of outcomes clients experience and the nature and duration
of treatment required to obtain successful outcomes. With these data
in hand, clinicians can then provide accurate estimates to clients and
any third-party payers about the likely benefits, duration, and costs
of treatment. Comparing these data across agencies providing similar
services may reveal particular strengths and weaknesses in an agency.
Consultation with other agencies could then yield avenues for improved
outcomes through changes in administrative and/or clinical procedures
(e.g., adopting more effective treatment strategies for dealing with cli-
ents diagnosed with cocaine dependence and cocaine abuse). Based on



data available from published clinical trials of psychotherapy or from
treatment centres acknowledged to be leaders in the field, individual
practitioners and agencies can set benchmarks against which their own
treatment outcome data can be compared. Such comparisons can lead
to quality assurance strategies for improvements in areas of suboptimal
service delivery.

Data on typical treatment responses can be used to enhance the
outcome of a course of treatment for a client. Several groups of psy-
chotherapy researchers have used large data sets based on repeated
measures of client progress to establish profiles of symptom reduction
and improvements in functioning over the course of treatment. When
this information is used by clinicians in the context of treatment moni-
toring, it becomes possible to identify when the client’s progress is less
than what is typically found for those with similar problems. Whipple
and Lambert (2011) described a data monitoring system in which a
graph depicting typical client progress is used as a comparison against
which the progress of a specific client can be charted. On a session-by-
session basis, if the client’s assessment score is significantly less than
that obtained by the typical client, the clinician is alerted to the subopti-
mal progress and the possibility of eventual treatment failure. With this
knowledge, the psychologist can then engage the client in discussions
about problems in the process of treatment, thus potentially resulting in
changes in the treatment plan.

You will have learned in many of your psychology courses that psychol-
ogists have expertise in the development and use of tests in the study
and treatment of human functioning. Although you may find websites
and magazines filled with quick tests of various concepts, developing a
scientifically sound psychological test requires more than simply writ-
ing a few questions and finding a good name for the test. The Standards
for Educational and Psychological Testing (American Educational
Research Association, American Psychological Association, & National
Council on Measurement in Education, 1999) set out principles that
psychologists must follow in developing and using tests and assessment
procedures. As you will see in the following sections, a number of crite-
ria must be met if a psychological test is to have any value in research
or clinical practice.

But first, let’s consider what exactly a psychological test is. Although
it might seem to be a relatively simple task to define a test, it is in fact a
rather difficult thing to do. In the Standards (AERA et al., 1999), a test



is defined in the following manner: “An evaluative device or procedure
in which a sample of an examinee’s behavior in a specified domain is
obtained and subsequently evaluated and scored using a standardized
process” (p. 183). This definition, although general enough to encom-
pass various methods of testing (including interviewing, observation,
and self-report), is rather awkward and may not be immediately un-
derstood by non-psychologists. Hunsley et al. (in press) defined a test
according to its intended use. If (a) the clinician’s intent is to collect a
sample of behaviour that will be used to generate statements about a
person, a person’s experiences, or a person’s psychological functioning
and (b) a claim is made or implied by the clinician that the accuracy or
validity of these statements comes from the way in which the sample
of behaviour was collected and interpreted and not just from the clini-
cian’s expertise, authority, or special qualifications, then the process
used to collect and interpret the behavioural sample is a psychological
test and must meet the standards established for psychological tests.
So, for example, although you may be able to quickly develop a ques-
tionnaire designed to measure some aspect of human functioning, it is
not a test until it has been demonstrated to have met the standards of
reliability, validity, and norms.

Why does it matter how a psychological test is defined? Although
there are numerous technical reasons why it is important, there is a
practical reason that has very important real-world consequences.
Psychological tests are frequently used in legal and quasi-legal contexts,
such as when a judge must decide on child custody or when a tribunal
rules on whether to award a disability pension to an injured worker.
Without safeguards to ensure that psychological tests meet scientific
standards, it would be possible for any set of questions to be called a
test and its results to be assumed to provide scientifically accurate and
valid information. Viewpoint Box 5.2 presents further issues to consider
with respect to psychological testing on the Internet.



VIEWPOINT BOX 5.2

According to Statistics Canada data, the majority of
Canadian households have at least one regular Inter-
net user (Statistics Canada, 2011). Although children in
single-parent families and those living in rural areas are
less likely to have Internet access at home, the wide-
spread availability of computers in school increases
access for all young people. With the exponential
growth in access to the Internet and its increasing
use in diverse activities, it is inevitable that mounting
numbers of people may use the Internet to find infor-
mation about health issues. A U.S. survey found that
59% of American adults have searched online about
health information and that 35% conducted Internet
searches specifically to try to diagnose a condition they
might have (Pew Internet, 2013).

As you surf the Internet, you have probably come
across sites that offer psychological testing. Some of
these sites are offered as a public service by health orga-
nizations. Others are more like commercials for phar-
maceutical companies—once you have agreed that you
suffer from a number of symptoms of a disorder, you
may receive a recommendation to talk to your physi-
cian about the usefulness of a particular medication in
treating those symptoms. Some sites offer psychologi-
cal testing as a form of “infotainment” and others are
commercial enterprises requiring you to pay for psycho-
logical testing. It is important to know that these online
services are psychological testing rather than psycho-
logical assessment. Online testing is not the same as
having a psychological assessment. Online testing may
be part of a psychological assessment, but it can never
be considered a substitute (Buchanan, 2002).

Many paper-and-pencil psychological tests in
guestionnaire format can easily be adapted for online
administration. Currently, many well-respected psy-
chological tests may be completed online through
secure sites. Online completion of tests allows for
accurate scoring and rapid feedback. Tests can be
updated quickly and new versions introduced at very

low cost. Test administration can be adapted to cli-
ents with special needs, and versions can be made
available in many different languages. The potential
to offer psychological testing services cheaply to large
numbers of people, some of whom may live in remote
areas and who may have only limited access to face-
to-face services with a mental health professional, is
very appealing.

Research shows that Internet samples are diverse
and that results found through Internet responses
are similar to those obtained by traditional methods
(Gosling, Vazire, Srivastava, & John, 2004). For exam-
ple, there is growing evidence that online versions of
tests demonstrate the same pattern of responses and
psychometric properties that are found when paper
versions of the tests are completed at home or in a
research setting (Weigold, Weigold, & Russell, 2013).
This suggests that the use of the Internet for psycho-
logical research and testing can be done appropriately
and, therefore, will likely increase in the coming years.

However, before we unconditionally accept the
potential benefits of psychological testing via the
Internet, we must consider psychometric, ethical,
legal, and practical issues (Naglieri et al., 2004). The
use of psychological tests on the Internet should be
guided by the same principles that guide the use of
any psychological tests. However, as you are aware,
the Internet is unregulated. Ethical practices dictate
that the test developer must demonstrate that the test
has been found to be reliable and valid when used
for specific purposes with specified populations. In
most instances, it is also critical that the test devel-
oper provide appropriate norms for the test. The issue
of the availability of appropriate norms is particularly
important as Internet access may make a test that was
normed on a homogenous sample available to a much
broader sample of the population. One of the most
important professional issues is whether Internet test-
ing is conducted as part of a psychological assessment

CONTINUED . . .



in which the psychologist also gathers other data assessment services provided to clients, these mea-
about the client and in which the client is provided sures can be completed prior to and during treatment
face-to-face feedback about the assessment results. services. Additionally, a range of presenting problems
Smith et al. (2011) provided a fine example of how can be tracked by clients using online self-monitoring
Internet testing can be conducted in a fully ethical diaries (an approach we describe in detail in Chapter 6).
manner. Their clinic has a range of instruments avail- All assessment data gathered via the Internet are
able for clients to complete online, including measures reviewed with clients at treatment sessions and col-
of anxiety, depression, problem gambling, conduct laborative decisions are made about which measures
disorder, and relationship difficulties. As part of the to use for the next phase of services.

Not all information gathered by a psychologist in-
volves psychological testing. This underscores a more
general point that psychological assessment and psy-
chological testing are not synonymous. Consistent
with the definitions of psychological tests, testing
occurs when a particular device is used to gather a
sample of behaviour from a client, a score is assigned
to the resulting sample, and comparisons with the
scores of other people are made in order to inter-
pret the client’s score. Assessment is more complex
and multifaceted than testing and may or may not
involve the use of psychological tests. Assessment
requires the integration of life history information Digital Vision/Getty Images
and clinical observation of the client with, in most Many Internet sites offer psychological testing.
cases, the results obtained from psychological tests
and information provided on the client by significant others in the
client’s life (Groth-Marnat, 2009). The result from a test is a score that
can be interpreted based on comparisons with the scores of others; the
result from an assessment is a coherent, unified description of the client
or selected aspects of the client’s experience.

All mental health professionals conduct assessments, but, com-
pared with other mental health professionals, psychologists receive far
more training in issues related to testing and are far more likely to
use tests. The data in Table 5.1 illustrate this point. Palmiter (2004)
surveyed a sample of professionals providing mental health services
to children and adolescents in the United States. As shown in the ta-
ble, according to the survey, all mental health professionals are likely
to interview the child/adolescent and the family. However, compared
with other mental health professionals, psychologists are much more
likely to use tests to obtain information about their young clients. These




TABLE 5.1 = Assessing Children and Adolescents: What Do Mental Health Professionals Do?

Family interview

Individual child/adolescent interview
Review previous treatment records
Review previous educational testing
Naturalistic observation

Review recent report cards

Parent behaviour rating scales
Teacher behaviour rating scales
Child/adolescent self-report rating scales
Intelligence testing

Achievement testing

Personality testing

89.1 90.9
83.0 83.3
70.7 63.6
50.9 62.1
44.3 333
37.4 54.5%
34.8 60.6*
335 50.0*
257 40.9*
26.1 40.9*
17.8 33.3*
16.5 33.3*

'Data are from a sample of 230 American clinicians (psychiatric social workers, psychiatric nurses, counsellors) who work with children and adolescents

(Palmiter, 2004).

?Data are from a sample of 66 American doctoral-level psychologists who work with children and adolescents (Palmiter, 2004).

*Percentages using this method are significantly different at p < .05.

differences were evident for all forms of tests, including measures com-
pleted by parents and teachers, measures completed by the child/
adolescent, and measures of intelligence and academic achievement.
The accurate psychological assessment of children and youth poses a
considerable challenge. Compared to adults, children and adolescents
are in a process of rapid cognitive, physical, and emotional develop-
ment. Furthermore, children and adolescents rarely refer themselves
for psychological services—they are referred by adults such as parents
and teachers. The lives of children and adolescents are best understood
with reference to the contexts in which they are embedded—in fami-
lies, schools, and peer groups. Therefore, assessment of children and
adolescents requires that a much larger number and variety of tests and
measures be used than is typically the case for adults (Mash & Hunsley,
2007). Adding to this challenge is the fact that child and adolescent
assessment, by its very nature, involves the integration of information
obtained from multiple methods (e.g., interviews, ratings, direct obser-
vations), informants (e.g., child, parent, teacher), and settings (e.g.,
home, classroom).

The collection of diverse forms of information and the subsequent
integration of this information are defining aspects of psychological as-
sessment. As previously outlined in Exhibit 5.2, there are many distinct



competencies that are required for psychologists to conduct meaningful

assessments.

(2009), who has authored some of

the most commonly used resources for teaching psychological assess-
ment, nicely captured what is required of a clinical psychologist when

conducting an assessment:

The central role of the clinician performing psychological as-
sessment is that of an expert in human behavior who must
deal with complex processes and understand test scores in the
context of a person’s life. The clinician must have knowledge
concerning problem areas and, on the basis of this knowledge,
form a general idea regarding behaviors to observe and areas
in which to collect relevant data. Doing this involves an aware-
ness and appreciation of multiple causation, interactional

influences, and multiple relationships (p. 4).

PROFILE BOX 5.1

Courtesy of Michael Sullivan

| completed my undergraduate training at McGill University and my M.A.
and Ph.D. in clinical psychology at Concordia University in Montreal. | am
currently a full professor of psychology, medicine and neurology at McGill
University. | also hold a cross-appointment with the School of Physical
and Occupational Therapy and am scientific director of the University
Centre for Research on Pain and Disability. | have lectured nationally and
internationally on the social and behavioural determinants of pain-related
disability. My research focuses on the relation between catastrophic
thinking and pain experience, and the development of community-based

approaches to the management of pain-related disability. | am licensed as a clinical psychologist in Quebec. |
currently hold a Canada Research Chair in Behavioural Health. In 2011, | received the Canadian Psychological
Association Award for Distinguished Contributions to Psychology as a Profession.

The road to becoming a clinical psychologist was actu-
ally a bit convoluted. | had almost finished my under-
graduate degree in psychology and was still unclear
about what my next step should be. | took a year off
school, worked as a research assistant in the daytime,
and played guitar in Irish pubs at night. Through that
year, | became more and more fascinated with health
psychology and became more and more convinced that

trying to make a living playing guitar in Irish pubs would
be challenging. | went back to school and completed
my graduate degrees at Concordia. During that time, |
saw clients through the university clinic and at a chronic
care psychiatric facility. These experiences exposed me
to a wide range of clinical conditions, from the mildly
distressed student to the severely thought-disordered
inpatient. Increasingly, | became intrigued by the forces

CONTINUED . . .



that impact on mental health and the nature of the
tools required to ameliorate mental health conditions.
| slowly became convinced that understanding the

In 1995, my colleagues and | developed the Pain
Catastrophizing Scale (PCS). This instrument was
designed to assess the degree to which individuals
engaged in “catastrophic interpretations” of their
pain experience. Our research suggested that indi-
viduals who had a tendency to catastrophize about
their pain, compared to others with pain, experi-
enced more intense pain, more emotional distress,
and were more disabled. Over the past 25 years,
catastrophic thinking has emerged as one of the
best psychological predictors of pain severity, pain

A major focus of much of the research that has been
conducted in my laboratory has been the quest for a
better understanding of psychological influences on
pain experiences. | believe that this work has contrib-
uted in important ways to the development of useful
theoretical models of the psychology of pain. Theory
is a crucial element of our efforts to understand the
world around us, but theory by itself does not change
clinical problems. On the heels of our theoretically

One of the most exciting changes in the field of clini-
cal psychology has been the re-emergence of “behav-
iour” as a primary target of intervention, at least in
the domain of pain management. Although the wide-
spread adoption of cognitive-behavioural interventions
in the early 1980s was a positive step forward in clini-
cal practice, somehow the “behavioural” element of
treatment was eventually discarded. In essence, clini-
cal psychologists began to focus all their attention on
changing cognition and neglected the behavioural
side of physical health and mental health problems.

human psyche and effectively treating mental health
problems represented two of the greatest challenges
facing humankind.

duration, and pain-related disability. The PCS has
now been translated into 20 languages and incor-
porated in the standard assessment protocols of
pain clinics around the world. Although research has
been consistent in showing that catastrophic think-
ing can augment the physical and emotional distress
associated with painful health conditions, little is
known about the processes by which this occurs.
Understanding the processes by which catastrophic
thinking impacts on pain experience is one of the big
challenges of future research.

based research, we have also been involved in the
development of intervention programs designed to
target psychological risk factors (such as catastrophic
thinking) for problematic health and mental health
outcomes associated with pain. In this manner, our
research findings become the fuel for the development
of interventions aimed at improving the physical health
and mental health of individuals who suffer from pain-
ful conditions.

Consequently, for the problem of pain-related dis-
ability, clinical psychology lost considerable credibility.
Psychologists were seen as useful interventionists for
changing how people feel, but not so useful in chang-
ing what people do. This was problematic because
reducing disability is really about changing what people
do. In recent years, we have seen a reconsideration of
the importance of behaviour as a central and distinct
target of intervention in the treatment for individuals
with pain-related conditions. This | see as a very excit-
ing change in the field of clinical psychology.



The entire range of issues involved in test construction and validation
are covered in courses on test construction and psychometric theory.
As many of you have probably already completed such a course, we
restrict our discussion here to reviewing the basic requirements for a
test to be both scientifically sound and clinically useful. These psy-
chometric elements, which hold for all types of psychological tests,
are standardization (of stimuli, administration, and scoring), reliability,
validity, and norms.

is an essential aspect of a psychological test, and it

implies consistency across clinicians and testing occasions in the pro-
cedure used to administer and score the test (Anastasi & Urbina, 1997).
Without standardization, it is virtually impossible for the psychologist
to replicate the information gathered in an assessment or for any other
psychologist to do so. Furthermore, without standardization, test results
are likely to be highly specific to the unique aspects of the testing situ-
ation and are unlikely to provide data that can be generalized to testing
by another psychologist, let alone to other situations in the person’s life.
To reduce variability in the testing situation, test developers provide
detailed instructions regarding the nature of the stimuli, administrative
procedures, time limits, and the types of verbal probes and permis-
sible responses to the client’s questions. Instructions are provided for
scoring the test. For many tests, only simple addition of responses is
required; however, for many other tests, there are complex scoring rules
that may require extensive training to achieve proficiency. It is essential
that psychologists are trained in scoring the test and that they adhere

What are the essential
ingredients of a useful
psychological test?



What problems
might there be with
basing decisions on
unstandardized tests?

to established scoring criteria. Unfortunately, it is relatively common
for some psychologists to disregard the use of such scoring criteria in
favour of non-standardized, personally developed approaches to scor-
ing. For example, as you will see later in this chapter, the Thematic
Apperception Test (a storytelling test in which respondents provide sto-
ries to pictures presented by the clinician) is frequently used by some
psychologists. However, despite this test being clinically available for
many decades, there is no consensus among clinicians on how to score
and interpret client responses to pictures (Teglasi, 2010).

We briefly touched on the psychometric properties of reliability and va-
lidity in Chapter 4 (see Exhibit 4.10). You may remember that reliability
refers to the consistency of the test, including whether all aspects of
the test contribute in a meaningful way to the data obtained (

), whether similar results would be obtained if the person

was retested at some point after the initial test ( ),
and whether similar results would be obtained if the test was con-
ducted and/or scored by another evaluator ( or

). Reliable results are necessary if we wish to generalize the
test results and their psychological implications beyond the immediate
assessment situation. Standardization of stimuli, administration, and
scoring are preconditions for good reliability, but do not ensure ad-
equate test reliability. A test may consist of too many components that
are influenced by irrelevant client characteristics, the testing situation
(such as the demand characteristics associated with the purpose of the
testing), or the behaviour of the assessing psychologist. It is also pos-
sible that the scoring criteria for the test may be too complicated or
lacking in detail to permit reliable scoring.

A question that typically arises in both clinical and research situ-
ations is just how reliable a test must be. As with many questions in
psychology, the answer to this is not entirely straightforward. First,
strictly speaking, the test itself does not have reliability—reliability
must be considered in a broader context that takes into account both
the purpose for which the test is being used and the population it is



being used with. So, simply because high levels of reliability have
been found for an instrument when used with young adults, it should
not be assumed that comparable levels of reliability will be found
when used with older adults. Second, there are numerous psycho-
logical tests for which one would not expect internal consistency or
test-retest reliability to be very high (Streiner, 2003). Take the example
of a measure of stressful life events. You have probably seen such
tests in other psychology courses, on websites, or in popular mag-
azines. They involve the listing of various possible life events that
an individual may experience (e.g., death of a significant other, loss
of employment, marriage, birth of a child) and usually ask the re-
spondent to indicate which events occurred in the last year. Internal
consistency of such tests is irrelevant, as the items are not necessarily
related to each other. Likewise, if such a test was taken at the age of
18 and then again at the age of 25, one would not necessarily expect
high test-retest reliability—such a test is not intended to measure a
characteristic that is stable over time.

Let’s return to the question of how much reliability is necessary.
As Hogan (2007) suggested, this is a similar question to how high a
ladder should be—the answer in both cases is that it depends on the
purpose you have in mind. Nevertheless, there is a clear consensus
that the level of acceptable reliability for tests used for clinical pur-
poses must be greater than it is for tests used for research purposes. In
considering internal consistency reliability, a number of authors have
suggested that a value of .90 is the minimum required for a clinical
test (e.g., Nunnally & Bernstein, 1994). For research purposes, values
greater than .70 are typically seen as sufficient, with lower values be-
ing unacceptable (e.g., Hunsley & Mash, 2008; Kaplan & Saccuzzo,
2001). The main reason that high reliability is so important for clinical
purposes is that reliability influences how much error there is in a test
score. This can be extremely important in clinical work where precise
test cut-off scores are used, such as in determining whether a child’s
measured intelligence is high enough to warrant access to a gifted
school program.

When we consider test validity we are evaluating the degree to which
the test truly measures what it purports to measure. A standardized
test that produces reliable data does not necessarily yield valid data,
because a test purporting to measure one construct may in fact be
measuring a different construct. Test validity is a matter of ensuring
that the test includes items that are representative of all aspects of
the underlying psychological construct the test is designed to measure

Why is it important for
clinical psychologists to
understand psychometric
considerations?



( ), that it provides data consistent with theoretical pos-
tulates associated with the phenomenon being assessed (

and ), and that it provides a relatively pure
measure of the construct that is minimally contaminated by other psy-
chological constructs ( ).

In applied contexts, such as in clinical assessment, an additional
form of validity should be considered, namely :
the extent to which a measure adds to the prediction of a criterion
above what can be predicted by other sources of data (Hunsley &
Meyer, 2003; Sechrest, 1963). It is not necessarily a case of “the more
data the better” in clinical assessment. As described previously, there
are costs associated with the collection of assessment data. The collec-
tion of excessive amounts of data can lead to both unnecessary costs
and the introduction of unnecessary error creeping into the assessment.
Despite the clear importance of incremental validity in conducting clini-
cal assessments, there is currently very little research available to guide
clinical psychologists in their selection and use of tests.

Although it is common to talk about a test being either valid or in-
valid, validity is not a dichotomous variable. Many psychological tests
consist of subscales designed to measure specific aspects of a more
general construct. For such tests, it is inappropriate to refer to the va-
lidity of the test per se, because the validity of each subscale must be
established. Moreover, validity is always conditional and must be es-
tablished within certain parameters. Simply because a test is valid for
specific purposes within specific groups of people, it does not follow
that it is valid for other purposes or groups (Haynes et al., 2011). For
example, knowing that an intelligence test is a valid predictor of aca-
demic functioning does not also automatically support its use as a test
for determining child custody arrangements.

We should not automatically assume that a test that has been shown
to be valid for members of one ethnic group will be valid for members of
a different ethnic group. When deciding if it is appropriate to use a test
with a client, the psychologist should determine whether there is valid-
ity evidence based on research with members of the same ethnic group
as the client. Fernandez, Boccaccini, and Noland (2007) outlined a four-
step process psychologists can use in identifying and selecting translated
tests for Spanish-speaking clients (and which is applicable to translated
tests in other languages). First, the range of translated tests should be
identified by reviewing the catalogues and websites of test publishing
companies. Next, research evidence for each relevant translated test, not
just the original English-language versions, must be examined. Third,
the nature of the Spanish-speaking samples used in the studies should
be examined to determine if the results are likely to be relevant to the



client (e.g., research conducted in Spain may not be generalizable to a
client who recently emigrated from Ecuador). Finally, the strength of the
validity evidence must be weighed in determining whether the test is
likely to be appropriate and useful in assessing the client.

To meaningfully interpret the results obtained from a client, it is essen-
tial to use either norms or specific criterion-related cut-off scores (AERA
et al., 1999). Without such reference information, it is impossible to
determine the precise meaning of any test results. So, if you were told
you had a score of 44 on a test of emotional maturity, it would provide
no meaningful information unless you knew the range of possible scores
and how most other people score. In psychological assessment, com-
parisons must be made to either criteria that have been set for the test
(e.g., a certain degree of accuracy, as demonstrated in the test, is neces-
sary for the satisfactory performance of a job) or to some form of norms.

For most purposes in clinical psychology, test developers establish
norms. Most importantly, decisions must be made about the populations
to which the test is to be applied. It is possible to establish norms for com-
paring a specific score to those that might be obtained within the general
population or within specific subgroups of the general population (e.g.,
gender-specific norms). So, if your score of 44 for emotional maturity
turned out to be significantly higher than the average in the general popu-
lation, you might be very pleased. It is also possible to establish norms
for determining the likelihood of membership in specific theoretical or
concrete categories (e.g., non-distressed versus psychologically disordered
groups). As with validity considerations, it may be necessary to develop
multiple norms for a test based on the group being assessed and the test-
ing purpose (i.e., norms relevant for different ages and ethnic groups).

A critical aspect of test norms is the quality of the normative sam-
ple. It is very common to find tests that have norms based on samples
of convenience—in other words, data were obtained from a group of
research participants in a specific location and may not be representa-
tive of scores that would be obtained by others. Common convenience
samples include undergraduate students, hospital inpatients, or patients
in a single psychology clinic. Such norms should be treated very scepti-
cally, as no effort was made to ensure that the members of the normative
group were comparable in age, gender, ethnicity, or educational level
(for example) to those who are likely to take the test as part of a clinical
assessment. There are some commonly used psychological tests, such
as the Wechsler intelligence scales (see Chapter 7), that have nationally
representative norms. With these types of norms, great care has been
taken to ensure that test scores were obtained from a group of research



participants selected to be representative of the national population for
whom the test will be used. Accordingly, one can have much more con-
fidence in the value and relevance of such norms.

As you may remember if you have taken a course in psycho-
metrics and test construction, there are three main categories of test
norms: percentile ranks, standard scores, and developmental norms
(Hogan, 2007). A percentile rank indicates the percentage of those in
the normative group whose scores fell below a given test score. If a
test score of 25 is associated with a percentile rank of 81, this indi-
cates that 81% of those in the normative group scored at or below a
test score of 25. As you may have seen in Appendix 2, most students
applying to graduate programs in clinical psychology are required to
take the Graduate Record Examination (GRE). Typically, the results
from this test are reported as percentile ranks. The use of standard
scores is very common with psychological tests. To develop a standard
score, a z-score is calculated. This involves subtracting the mean of the
test scores from a specific test score and dividing the resulting number
by the standard deviation of the test scores. Many psychological tests,
such as the Minnesota Multiphasic Personality Inventory-2 (MMPI-2;
described in detail in Chapter 8), convert a calculated z-score to a dis-
tribution in which the mean score is 50 and the standard deviation is
10 (i.e., a T:score). The GRE uses a different distribution in which the
mean score is set at 500 and the standard deviation is 100.

Figure 5.2 presents the distribution of scores under a normal curve
and allows you to interpret the normative meaning of a percentile rank
or a standard score. Using this figure, you can see that a T-score of 71
on the MMPI-2 means that the score is greater than that obtained by
more than 98% of the normative sample.

Finally, developmental norms are used when the psychological
construct being assessed develops systematically over time. The intel-
ligence test developed by Alfred Binet used mental age equivalents to
quantify the intellectual status of children (i.e., a child’s score was com-
parable to the average child of a given age). The Woodcock-Johnson III
Test of Cognitive Abilities uses both age equivalents (i.e., the age level
in the normative sample at which the mean score is the same as the test
score under consideration) and grade equivalents (i.e., the grade level
in the normative sample at which the mean score is the same as the
test score under consideration) to quantify achievement performance.

In Chapter 2, we described testing and assessment as central activi-
ties for most clinical psychologists. In Chapters 7 and 8, we describe in
detail a number of commonly used psychological tests, with a particular
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emphasis on those that have substantial evidence of reliability and
validity. Our intent in this section is to briefly present to you the tests
that clinical psychologists typically use. As you read the following
paragraphs, we’d like you to keep in mind the unfortunate fact that,
as Groth-Marnat (2009) noted, many clinical psychologists fail to take
into account the psychometric properties of tests or the strength of the
research regarding the tests. In other words, although some commonly
used tests have outstanding psychometric properties, others fall woe-
fully short of professional standards. We will have much more to say
about this lamentable state of affairs in subsequent chapters.

There is a long history of surveys of clinical psychologists’ prac-
tice activities and use of different types of tests. Exhibit 5.4 presents
information from surveys of American clinical psychologists. Data
from Cashel’s (2002) survey of 162 clinical psychologists working with
children and adolescents suggested that intelligence tests, behaviour
rating scales completed by parents and teachers (and, in some cases,
the youth themselves), and brief projective tests are commonly used. In
their survey of 137 clinical psychologists, Piotrowski, Belter, and Keller
(1998) asked respondents about the most important tests used in clini-
cal practice. Although the specific tests differed from those reported
in the Cashel (2002) study, a similar pattern emerged, with intelli-
gence, self-report personality inventories, and projective measures seen
as most important. Of concern in both these surveys is the frequent



reliance on projective tests. Compared with intelligence tests, person-
ality inventories, and behaviour rating scales, projective tests are far
less likely to be standardized, to have norms, or to possess acceptable
levels of reliability and validity (Hunsley et al., in press). For example,
although the Rorschach Inkblot Test can be administered, scored, and
interpreted in a standardized manner, this is not the case for the clini-
cal use of sentence completion tasks, the Draw-A-Person Test, or the
Thematic Apperception Test. The clinical use of projective tests has
declined dramatically in recent years (Norcross & Karpiak, 2012) and it
is likely that increased awareness of these scientific shortcomings is at
least partly responsible for this reduction in use.

Exhibit 5.4 Test Usage Among American Clinical Psychologists

Five Tests Most Commonly Used in Child and Adolescent Assessment’
Wechsler Intelligence Scale for Children
Achenbach System of Empirically Based Assessment
Sentence Completion Tests
Conners’ Parent and Teacher Rating Scales
Draw-A-Person Test

Five Tests Rated As Most Important in Assessment Practices?
Minnesota Multiphasic Personality Inventory (both adult and adolescent versions)
Wechsler intelligence scales (both adult and child versions)
Rorschach Inkblot Test
Millon inventories
Thematic Apperception Test
'From Cashel (2002).

2From Piotrowski, Belter, and Keller (1998).

Why do pSYFh0|OgiSts Both country of practice and nature of doctoral assessment training
;?lilg%rr;il,:g;ei:]yfﬁ;r appear to influence psychologists’ test usage. Bekhit, Thomas, Lalonde,
assessments? and Jolley (2002) found that British psychologists were much less likely

than American psychologists to use psychological tests. In a survey of
158 British clinical psychologists, the tests seen as most important for
clinical practice were the Wechsler intelligence scales (adult and child
versions), the Wechsler Memory Scale, the Beck Depression Inventory,
the National Adult Reading Test, and the Millon Personality Inventories.
Extremely few respondents rated the Thematic Apperception Test and
the Rorschach as important for clinical use. Childs and Eyde (2002)



surveyed approximately half the APA-accredited clinical psychology
programs in Canada and the United States. They found that more than
two-thirds of surveyed programs taught doctoral students to use the
Wechsler intelligence scales, the MMPI scales, the Rorschach Inkblot
Test, and the Thematic Apperception Test. This definitely helps explain
the Piotrowski et al. (1998) data: psychologists are simply using the
tests that they were trained to use. If we consider the model curriculum
recommendations found in Exhibit 5.1 and the competency require-
ments found in Exhibit 5.2, the Childs and Eyde (2002) data suggest
that there are some very significant weaknesses in the way in which
most programs approach assessment training. For example, although
almost every surveyed program provided training in the interpretation
and reporting of test results, less than two-thirds provided instruction
on the topics of reliability and validity, and only 20% had a course that
covered issues related to norms.

In recent years, we have witnessed a renewed emphasis on the scien-
tific evidence underlying psychological tests and assessment. This is
attributable to the increased focus on the use of scientific evidence to
guide the provision of health care services, as well as greater awareness
of shortcomings in the ways in which some clinical psychologists assess
their clients. (EBA) is an approach to psy-
chological evaluation that uses research and theory to guide (a) the
variables assessed, (b) the methods and measures used, and (c) the
manner in which the assessment process unfolds. It involves the recog-
nition that the assessment process is a decision-making task in which
the clinician must repeatedly formulate and test hypotheses by integrat-
ing data obtained throughout the assessment (Hunsley & Mash, 2007).

The first step in the development of EBA has been the identifi-
cation of psychological instruments (including interviews, self-report
measures, observational coding systems, and self-monitoring mea-
sures) that have been demonstrated to possess solid psychometric
properties. Hunsley and Mash (2008) developed a rating system for
instruments used for specific assessment purposes (e.g., diagnosis,
treatment monitoring, treatment evaluation) within specific conditions
(e.g., depression, self-injurious behaviours, couple conflict). The rating
system requires the attainment of predetermined psychometric levels
in the areas of reliability, validity, and norms across published stud-
ies (e.g., repeated evidence of internal consistency values of .90 and
above is designated as “excellent”). The next step is using statistical
procedures to integrate assessment data for individual clients and to



develop scientifically sound procedures for client data to directly inform
important clinical decisions (e.g., De Los Reyes, Thomas, Goodman, &
Kundey, 2013; Youngstrom, 2013).

As we described in Chapter 2, the profession of clinical psychology
is founded on two main pillars: science and ethics. Thus far in the
chapter, we have focused almost exclusively on the scientific side of
psychological assessment. It is now time to consider the main ethical
issues psychologists encounter in conducting assessments.

In Chapter 2, we described the ethical principles, such as respon-
sible caring, that are represented in the Canadian Code of Ethics (CPA,
2000). Obviously, all those principles apply when assessments are con-
ducted by Canadian psychologists. Both the American Psychological
Association (APA, 2010a) and the Association of State and Provincial
Psychology Boards (ASPPB, 2005) have codes of conduct that contain
elements specific to assessment activities. In order to avoid differences
in codes and legal requirements across jurisdictions, we focus our pre-
sentation of ethical issues on generic issues in assessment rather than
on a specific code of conduct.

When considering ethical issues in assessment, the first and fore-
most issue is that of informed consent. In some instances, it may not
be possible to obtain freely given informed consent because the per-
son is, in some fashion, being compelled to undergo the assessment.
Common examples include situations in which a court has mandated
an assessment or an assessment is being undertaken to determine an
individual’s competence or capacity to make decisions. For example,
Toni, a seriously depressed mother who is engaged in a battle for the
custody of her child with her formerly abusive partner, may feel that
she has little choice about whether to participate in a child custody
evaluation if she wishes to retain her parenting arrangement with her



child. Similarly, Trent, who was charged with manslaughter following
a motor vehicle accident, may feel he has little choice about participat-
ing in a psychological assessment that will address whether symptoms
of attention-deficit/hyperactivity disorder contributed to the accident.
In these situations, psychologists should still strive to provide as much
information about the assessment as is appropriate in these cases.
Most codes of conduct indicate that psychologists have a responsibil-
ity to adequately communicate the results of the assessment to the
client. Not only must the psychologist provide the information, but he
or she must take reasonable steps to ensure that the client understands
the results.

All information collected as part of a psychological assessment must
be treated as confidential. This means that no information gathered in
the assessment can be released to others without the client’s consent.
Although this seems rather straightforward, there are exceptions to this.
For example, if the psychologist learns that the client is intent on com-
mitting suicide, has a clear plan for this, and has the means to carry out
the plan, the psychologist has an obligation to break confidentiality in
order to secure the client’s safety. When a child volunteers in the course
of intelligence testing that he or she is upset because a parent punished
him or her with a belt, then the psychologist has a legal obligation to in-
form the child protection authorities. Limits to confidentiality must thus
be explained to the client as part of the informed consent procedures.

In most jurisdictions, legislation allows people to access their health
records. In other words, whatever is in a client file, with very few excep-
tions, can be seen by the client, and clients can authorize the release of
file information to others such as teachers, lawyers, or other health care
providers. This poses a potential challenge for psychologists, as they
are also required to protect the security and copyright of test materials.
As a result, it is becoming standard practice among psychologists to
distinguish between test data and test material per se. Test data, like
other parts of a client file, may be released to others upon the request
of the client (or the client’s guardian or legal representative). Test ma-
terial, including actual test questions and manuals, are not part of the
file and must not be released. The distinction between test data and
test material has caused publishers of psychological tests to alter the
format of some tests. It was common practice for self-report measures,
for example, to have both the test questions and a space for scoring the
test on the same sheet. This made it impossible to physically separate
the test data (i.e., the client’s score or circled responses to questions)
from the test itself. Accordingly, the format of many of these tests has
been altered to provide a separate sheet on which the client provides a
response and the test is scored.



In conducting assessments, psychologists have an ethical responsi-
bility to be knowledgeable about test properties such as standardization,
reliability, validity, and norms. They must also be familiar with the
proper use and interpretation of the tests they use. It is particularly
important that psychologists be aware of the tests’ strengths and limita-
tions with respect to psychological characteristics such as age, gender,
ethnicity, and cultural background. When providing feedback about the
assessment to the client or to others designated by the client, psycholo-
gists have a responsibility to clearly indicate the limits to the certainty
of their findings. This pertains to all aspects of assessment results, in-
cluding diagnoses, clinical judgments, and clinical predictions. They
also have an obligation to indicate the basis for their results and must
clearly indicate the sources of data used in an assessment. It is becom-
ing increasingly common for psychologists to use computer-generated
interpretive reports when using personality, intelligence, or achievement
tests. Psychologists who use the interpretive statements contained in
the computer-generated report should acknowledge the sources of the
statements in the assessment report. This ensures that the basis for the
conclusions obtained from the interpretive report is clearly presented.

In this chapter, we have reviewed some of the many purposes of psycho-
logical assessment. We have highlighted that, in addition to stand-alone
assessment services, psychological assessment can be used in screen-
ing, diagnosis and case formulation, prediction, treatment planning,
and monitoring the effectiveness of interventions. An important dis-
tinction was drawn between psychological assessment, which refers to
an entire process of inquiry, and psychological testing, which may be
used as part of that process. We have argued that psychologists have
special expertise in the use of tests, and that for a tool to be considered
a psychological test it must meet strict criteria in terms of standardiza-
tion, reliability, validity, and norms. The development of principles for
evidence-based assessment holds the promise of enhancing the scien-
tific quality of instruments used by clinical psychologists. Finally, we
reviewed ethical issues related to consent to assessment services.



assessment-focused services: services conducted primarily to provide information on a person’s
psychosocial functioning.

base rate: the frequency with which a problem or diagnosis occurs in the population.

case formulation: a description of the patient that provides information on his or her life
situation, current problems, and a set of hypotheses linking psychosocial factors with the patient’s
clinical condition.

concurrent validity: the extent to which scores on the test are correlated with scores on
measures of similar constructs.

content validity: the extent to which the test samples the type of behaviour that is relevant to
the underlying psychological construct.

discriminant validity: the extent to which the test provides a pure measure of the construct that
is minimally contaminated by other psychological constructs.

evidence-based assessment: the use of research and theory to guide (a) the variables assessed,
(b) the methods and measures used, and (c) the manner in which the assessment process unfolds.

incremental validity: the extent to which a measure adds to the prediction of a criterion above
what can be predicted by other sources of data.

internal consistency: the extent to which all aspects of a test contribute in a similar way to the
overall score.

inter-rater reliability/inter-scorer reliability: the extent to which similar results would be
obtained if the test was conducted by another evaluator.

intervention-focused assessment services: assessments conducted in the context of interven-
tion services.

predictive validity: the extent to which the test predicts a relevant outcome.

prognosis: predictions made about the future course of a patient’s psychological functioning,
based on the use of assessment data in combination with relevant empirical literature.

screening: a procedure to identify individuals who may have problems of a clinical magnitude or
who may be at risk for developing such problems.

sensitivity: proportion of true positives identified by the assessment.
specificity: proportion of true negatives identified by the assessment.

standardization: consistency across clinicians and testing occasions in the procedure used to
administer and score a test.

test-retest reliability: the extent to which similar results would be obtained if the person was
retested at some point after the initial test.
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ASSESSMENT:
INTERVIEWING AND
OBSERVATION

CHAPTER

INTRODUCTION

Among the myriad strategies used in clinical assessments, interviews
and observations are the most commonly used by psychologists. Across
diverse theoretical orientations, clinical psychologists gather assess-
ment data by talking to clients and by observing them. Interviews are
used in overlapping ways for both clinical assessment and psychother-
apy (see Figure 6.1). Interviews play a vitally important role in the
development of a collaborative relationship between a psychologist and
client. They are an integral component of both stand-alone assessments
and assessments that are part of the delivery of psychological services.
Interviews are the most common strategy to gather information neces-
sary to make a diagnosis and serve many additional purposes. They are
also used to obtain information for case formulation, problem defini-
tion, and goal-setting. Interview data include material that cannot be
easily assessed in psychometric tests and that is important in generat-
ing hypotheses and elaborating on themes that have been identified in
other assessment strategies.

In this chapter, we will explain some of the differences between
clinical assessment interviews and regular conversations. Psychologists
are trained how to ask questions and how to listen. The way that ques-
tions are formulated can encourage clients to give a “yes-no” type
answer, or to elaborate and explain in greater detail. Listening skills
include verbal strategies to convey understanding and to clarify what
the client has said, as well as non-verbal behaviours that convey that
the psychologist is attentively tracking the conversation. In this chapter,
we will describe confidentiality issues that must be addressed prior to
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PSYCHOTHERAPEUTIC
INTERVIEW OBJECTIVES

CLINICAL ASSESSMENT
INTERVIEW OBJECTIVES

COMMON OBJECTIVES

1.To obtain relevant 1.To establish rapport 1.To foster behavioural,

information and arrive at a 2.To facilitate communication cognitive, and affective

decision (for example, 3.To communicate respect, change

diagnosis, need for referral, genui , and empathy 2.To use approach geared to

type of treatment or 4.To attend, listen, and reflectfeelings therapeutic goals (for

remediation needed) and content example, insight, cognitive
2.To cover specific content 5.To gather information restructuring, reduction of

areas (for example, 6.To allow interviewee to reveal distress)

3.To limit contact to the time
required to achieve
therapeutic goals—varies
widely (with therapy and
problem) from weeks to
manths to years

concernsand preoccupations
7.To assess interviewee's verbal and
non-verbal communications

developmental history,
social history, mental status
evaluation, analysis of
problem behaviour)
3. To limit contact—usually to
one or two sessions

Figure 6.1 Differences and similarities between clinical assessment interviews and
psychotherapeutic interviews

Reproduced with permission from Mash & Sattler (1998).

beginning any interview. We will outline strategies used in interviews
to define the client’s problems, formulate client goals, and obtain an
accurate description of ways the client has attempted to solve similar
problems in the past. We will also present ways that the skills required
in interviewing an individual must be adapted when the psychologist is
interviewing a couple or a family. For example, you can imagine that a
clinical psychologist interviewing 13-year-old Michael and his mother
would quickly lose rapport with the teenager if all the focus of the inter-
view was on his mother. So, in working with more than one
client, the psychologist must be adept at ensuring each person
has an opportunity to talk.

Different purposes require different types of interviews
that vary in their degree of structure. In unstructured inter-
views, the psychologist decides what questions to ask and to
follow up on as the interview unfolds. Semi-structured inter-
views allow the psychologist some flexibility in questioning
and the order of questions. Highly structured interviews
specify the precise ways that questions should be posed and
The psychologist must maintain rapport with the queries made, as well as define the types of responses nec-
teenager and the parent. essary to score a particular symptom as present. You may
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recall that, in Chapter 4, we discussed the need to balance threats to
internal validity and external validity. Similarly, in considering inter-
view formats, the psychologist must weigh the advantages of structure
against the advantages of flexibility. In practice, most clinical assess-
ment interviews are unstructured and follow the format preferred by
the individual psychologist. Even though unstructured clinical as-
sessment interviews do not follow a set script, they are distinct from
regular conversation in important ways we describe later.

For many decades, children were considered to be unreliable in-
formants, so all pertinent clinical information was gathered from the
significant adults in their lives. Psychologists now know that chil-
dren can provide important information about their experiences,
thoughts, and feelings. However, it is not sufficient to simply scale
down an adult interview for use with children. Although face-to-face
interviews are a common way to gather information from adults,
this strategy poses special challenges with children. We will describe
some of the developmental issues that must be taken into account
when interviewing children, including their level of cognitive devel-
opment, their emotional expression, and their suggestibility. Given
the limitations of child interviews, diagnostic information is also
obtained from adults who know the child well, such as parents,
teachers, and caregivers.

Interviews offer rich opportunities for the psychologist to observe
the client. The psychologist is attentive to the client’s appearance,
behaviour, affect, and responses to questions. Couple, parent-child,
and family interviews also provide the opportunity to observe the
ways that family members interact including the way they take turns
or how they handle disagreement. Psychologists also find it useful
to observe children and families in more naturalistic environments,
such as in a playroom, at home, or at school. We will discuss the
types of information that can be gathered from such observations.
In the final section of the chapter, we will discuss the usefulness
of self-monitoring as a clinical assessment strategy, in which the
client keeps track of and records the details of relevant thoughts,
behaviours, or feelings.

Ethical codes dictate that psychologists must provide confidential
services. This means that the psychologist is required to maintain
secrecy with respect to the material that is revealed in the course of

What are some of the
major goals of assessment
interviews?



providing psychological services. The psychologist is bound to respect
the client’s privacy and must not discuss details with other people
without the client’s permission. Even though privacy legislation in all
jurisdictions in Canada limits the use and release of private informa-
tion, there are limits to the confidentiality of information provided to
a psychologist. As we discussed in Chapter 5, in some cases, a third
party such as a school board, an insurance company, or a family court
judge has requested the assessment. In those circumstances, the cli-
ent must give permission for the results of the assessment to be sent
to the third party. There are also legal obligations to break confiden-
tiality when a person’s safety is at risk. Canadian provinces all have
child protection laws that require professionals to inform the local
child protection agency if there is a suspicion that a child may be in
need of protection. Psychologists are required to take steps to ensure
that clients are protected from self-harm and that others are protected
if a client plans to harm someone else. Psychological reports and re-
cords can be subpoenaed by the court, and the psychologist can be
required to testify with respect to the psychological services provided
to the client.

Psychologists must ensure that the client understands the limits
of confidentiality before he or she enters into an agreement to receive
psychological services (which is why we are discussing ethical issues
so early in this chapter!). The client has a right to know what will be
kept confidential and under what circumstances confidentiality may be
broken. The limits of confidentiality can vary considerably from prov-
ince to province, so the psychologist must be fully aware of these limits,
too. Exhibit 6.1 provides an example of the way that a psychologist
might introduce the at the beginning of a first
appointment. Although it is highly unusual to begin a first conversation
with a statement that sets out all kinds of unpleasant scenarios, such as
child abuse, suicide, homicide, and court cases, an explanation of the
limits of confidentiality gives a very clear signal that the conversation
that will follow is a professional one. By calmly explaining the limits
of confidentiality, the psychologist demonstrates that, in the context of
psychological services, the client’s rights are protected and the person’s
safety is considered paramount, and that it is possible to talk about very
difficult issues. As you can imagine, students in training sometimes
wonder whether a client who has been told the limits of confidentiality
will be afraid to say anything to a psychologist; however, this is not the
case. Knowing that the psychologist will need to take action, clients still
disclose painful experiences such as being the victim of abuse or having
thoughts of suicide.



Exhibit 6.1 Limits of Confidentiality: A Heavy Way to Start a Conversation, but a Professional

Way to Start an Assessment Interview

Everything that is said here is private. | will not tell other people what'’s talked about. However, there are some
important exceptions to that rule. First, if you told me that a child was being harmed in some way, then by law
I have to do something to protect the child, that is, I'd have to report the information to the child protection ser-
vices. Second, if | heard that you were finding things so tough that you felt life just wasn‘t worth living anymore,
then I'd have to take steps to protect you. Basically, if | hear anyone is in danger of being hurt by someone else
or by himself or herself, then | can’t keep things private, but must do something to protect the person. Third,
if there was ever some kind of a court case, then a judge could ask me to give testimony, could ask me about

these sessions, or ask to see my notes.

Do you understand the limits to confidentiality that I just described? Do you have any questions? | know this
is @ heavy way to get started, but | believe it is important to describe this to all clients, just so you know where

you stand.

In conducting clinical interviews, psychologists strive to create a safe envi-
ronment designed to make the client more at ease to talk about the issues
that are troubling to him or her. The assessment interview is conducted
free from disruptions; the psychologist does not answer the phone, read
text messages, or respond to email during interviews. Ideally, offices are
soundproofed to limit distracting background noises. The psychologist
adopts a calm and relaxed stance designed to put clients at ease. However,
the clinical interview is not a social visit. It differs in important ways from
the conversations a client may have with friends, with t